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Abstract
Background: Self-management behaviors (SMB) play a significant role in controlling the adverse effects of rheumatoid arthritis
(RA) as a chronic disease.
Objectives: The main purpose of this study was to explore the behavioral determinants of SMB who suffer from RA.
Methods: This is a qualitative study with directed approach to content analysis of in-depth semi-structured interviews. A total of
30 RA patients (15 in good and 15 in worst SMB) were recruited in this study based on the PRECEDE model (predisposing factor).
The participants were recruited using a purposeful sampling to reach the maximum variation sampling. This sampling took over 6
months in 2015 at the Rheumatology Clinic in the Shariati Hospital, Tehran University of Medical Sciences.
Results: Five main theme and 14 sub-categories came out from the interviews. The main themes include: perceived benefit, perceived severity, perceived barrier, attitude, and self-efficacy. Most of the participants considered self-efficacy and perceived barrier
as the most significant determinants of SMB in RA patients.
Conclusions: The study provided better understanding of behavioral determinants of SMB in RA patients, the finding suggested
that improving self-efficacy and eliminating barriers in RA patients can help researcher, physician, health worker, and planner design proper program and strategy in order to improve SMB and their health.
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1. Background
Rheumatoid arthritis (RA) is a systemic, chronic inflammatory, autoimmune, and debilitating disorder that
influences almost 0.018% to 10.7% of the adult population
worldwide (1). It is more common in 40 to 60-year-old
adults. RA is a two times as seen in women as in men (2). In
2008, the prevalence of RA in Iran was 0.33% (3). The prevalence of RA was 0.98% in Zahedan (2008 - 2009) and 0.51%
in Sanandaj in 2012 (4, 5). People with RA encounter different problems such as pain, tiredness, stiffness, and reduced muscle strength, which make their daily activities
difficult. One of the important symptoms of RA is progressive joint destruction, which districts the patient’s physical
activity and affects his/her quality of life. RA may also have
destructive impacts on patient’s mental health and social
roles. These complications impose costs like medical costs,
absence from work, etc. (6).

Self-management is part of daily routines that an individual conducts to control the symptoms of the disease
(7). According to Barlow et al., self-management is an individual’s capacity to manage the disease and change ones
lifestyle in order to deal with his/her chronic condition (8).
Self-management in RA patients involves taking
medicine, complementary therapies (e.g. thermotherapy,
massages therapy, etc.), hydrotherapy, relaxing, and social
support from family and others (9-12). Self-management
behavior boosts the positive effects of medical treatment. Nevertheless, taking a crucial role in several
self-management activities can be a complicated task for
these patients (13).
To make effective intervention, it is necessary to contemplate the behaviors of the target group. Qualitative
methods are useful for collecting in-depth information for
better perception of the health problems and related be-
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havioral and environmental determinants from different
perspective (14). The PRECEDE model has worked well for
health education and promotion topic. This model is a
logical model that explains the causes of health problems.
Based on the study by Green, the determine factors are generally categorized into three factors as predisposing, enabling, and reinforcing. These factors work as determinants for desired behavior (15).
Previous studies have found that patients’ beliefs influence their self-management behaviors (SMB) (10, 16, 17).
For example, for people with RA perceived benefit and selfefficacy were important determinants of joint protection
(18).
Multiple studies have examined self-management by
focusing on evaluating and comparing educational interventions, coping strategies, and specific factors such as
stress and physical activity in RA patients (19-21). It should
be noted that quantitative designs cannot completely describe the factors that influence SMB. Furthermore, challenges with SMB have not been qualitatively studied for
RA patients living in Iran. Qualitative studies help us better understand the socioeconomic, cultural, political, and
environmental factors influencing SMB. In addition, the
outcomes of qualitative studies help us design proper intervention programs for empowering RA patients and improve the effectiveness of such programs.
2. Objectives
The main purpose of this study was to explore the behavioral determinants of SMB who suffer from RA.
3. Methods
This study is a qualitative study that describes selfmanagement behavior determinant in RA patients following the quantitative study (this study is a part of explanatory mixed method). In this step, we carried out content
analysis (directed) based on the PRECEDE model. The goal
of this approach is to conceptually validate or expand a
framework or theory. This approach was utilized by Hsieh
and Shannon (22).
3.1. Data Collection
Data were gathered through semi-structured in-depth
interviews. A total of 30 interviews (15 best and 15 worst
SMB score) were carried out with RA patients in a private
room at the Rheumatology Clinic at the Tehran University
of Medical Sciences in 2015.
The interview consists of open-ended questions based
on the PRECEDE model (predisposing, enabling and reinforcing factors) that RA patients express their experience
2

and perception of SMB. The interview guide is shown in Table 1.
Table 1. Semi-Structured Interview Guide
No.

The Interview Guide

1

What are you doing to take care of RA?

2

Do you feel that SMB are dealing with RA?

3

What are the benefits in SMB with regards to RA?

4

How worried are you about RA?

5

Which aspect of RA interferes with person life?

6

Do you feel that you have an active role in using of SMB? Why or why
not?

7

Do you have any information about SMB?

3.2. Setting and Participation
The mean age of patients was 50 ± 11.7 years. Inclusion
criteria included individuals over the age of 17 years, diagnosed with RA over one year ago by a rheumatologist and
American College of Rheumatology (ACR), and no history
of chronic diseases and mental disorder. Participants were
chosen based on the SMB scores (the extreme SMB score
in an earlier study to 185 RA patients) (23). In an earlier
study, the SMB questionnaire consisted of 17 SMB activities
in RA patients. According to the extreme case sampling,
10% of patients who had the best scores and 10% who had
the worst SMB scores were entered into the study.
The ethical approval was taken by the Human Research
Ethics Committee of Shahid Sadoughi University of Medical Sciences (No. P/17/1/57794). Participating in the study
was voluntarily and they all had to give written consent.
Moreover the patients were reassured about confidentiality and anonymity.
We carried out interviews at the extreme SMB score
to achieve maximum variation sampling (purposive sampling). Sampling was done until data saturation was attained.

3.3. Data Analysis
Content analysis approach (directed) was used to analyze the interview. Interviews were recorded and immediately transferred to Microsoft Word. At the end, MAXQDA10
software was used to analyze the qualitative data. Based on
directed content analysis, interviews were carefully read
three or four times to fully realize the data and then, the
highlighted sentences were underlined to recognize the
premier codes that are seen in the interview. Next, similar
codes were put in barriers and reinforcing subcategories.
Health Scope. In Press(In Press):e57203.
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3.4. Consideration of Rigor
Involvement in data collection from October 2014 to
February 2015 helped us give trust and rapport with participants. To validate dependability and conformability of the
data, initial codes and subcategory of the PRECEDE model
were checked by authors who are all experts in health education and promotion, qualitative research, and rheumatology. Purposeful sampling and depth interview with extreme case from patients (good and worst scores of SMB in
premier phase) confirmed conformability and credibility
of the data.
4. Results
In total, 30 RA patients (24 females and 6 males) with
the 15 best and 15 worst SMB scores entered this study. Table
2 shows characteristics of the participants. In this study,
based on the PRECEDE model, five main categories and 14
sub-categories of predisposing factors (behavioral determinant) were drawn out. The main categories included attitude, self-efficacy, barriers, perceived benefits, and severity.
4.1. First Theme: Perceived Benefit
4.1.1. Physical Health
Most patients believed that SMB such as anger management, joint protection, keeping the joints warm, light exercise, and exercising in water reduced their pain, improved
their functionality, and enhanced their efficiency in activities of daily living.
Walking has reduced my pain; therefore, I keep doing
it (participant 17).
4.1.2. Long Term Benefit
Patients believed that SMB protect their joints and have
long-term benefits such as reduced medical costs. These
beliefs were considered as the main motives for behaviors
such as losing weight.
If I don’t pay attention to my diet, I gain weight quickly
and my knees and ankles become painful (participant 5).
4.1.3. Mental Well-Being
Another benefit of SMB is psychological well-being,
which leads to feeling better and comfort. Stress management, medications, diet, social interactions, spending
time with friends, and exercises such as swimming and
walking give a positive feeling and self-image. The followings are some of the comments given by the participants
in this regard:
Swimming relaxes my body, makes me happy, and
changes my mood (participant 8).
Health Scope. In Press(In Press):e57203.

I feel embarrassed about my crooked fingers. I don’t
want them to be seen by others, therefore, I always take my
medication on time (participant 1).
4.2. Second Theme: Perceived Barriers
4.2.1. Lack of Knowledge
Lack of knowledge about RA, the proper methods of
treatment, and control are among other barriers to SMB
that were mentioned frequently by the participants. Patients thought the most important way to manage their
illness was to take their medications. Furthermore, they
did not know the side effects of their medications and
how to control them. Participants generally complained
about the lack of proper communication between patients
and physicians and inaccessibility of educational materials such as pamphlets, booklets etc. They also complained
that since the clinics are usually crowded, physicians do
not have enough time to explain the disease, treatments,
side effects, and other information.
Somebody should tell me what I should do to feel better. I only take my tablets (participant 4).
4.2.2. Reluctance and Negative Attitude
Reluctance (lack of motivation, laziness, forgetfulness,
and boredom) and negative attitude towards SMB prevented the patients from taking their medication, following a proper diet, exercising, socializing, and protecting
their joints (for example by using proper bathroom facilities, and protective equipment). Furthermore, some patients were reluctant to take their medications due to the
fact that they were tired of taking too many medications on
a daily basis, or could not tolerate the negative side effects
of medications.
Ever since the illness became worse, I missed motivation for exercising. I feel tired (participant 21).
It was a fact that my medications control my pain, but
they will destroy my joints (participant 29).
4.2.3. Joint Pain, Cost
Joint pain and lack of time due to household chores
and parental duties were among other barriers to physical
and social activities mentioned by the participants.
I try to go for regular walks, but when I do, my knees
hurt (participant 29).
I have to take care of my kids, and therefore, I can’t
spend two hours per week exercising (Participant 27).
4.3. Third Theme: Self-Efficacy
4.3.1. Having a Sense of Empowerment
Some participants were aware of their own ability to
control their condition by regulating SMB such as stress
3

Uncorrected Proof

Chaleshgar Kordasiabi M et al.

Table 2. RA Patient’s Characteristics
Number

Sex

Age

Duration

1

Female

30

5

Housekeeper

Diploma

Best

2

Female

54

5

Housekeeper

Elementary

Worst

3

Female

51

7

Housekeeper

Diploma

Worst

4

Male

55

7

Staff

Intermediate

Worst

5

Female

47

10

Housekeeper

Elementary

Worst

Education Level

SMB Score

6

Female

51

12

Housekeeper

Elementary

Worst

7

Female

45

2

Housekeeper

Intermediate

Worst

8

Female

65

5

pensionary

Academic

Best

9

Female

51

12

pensionary

Intermediate

Best

10

Female

49

33

Housekeeper

Elementary

Best

11

Female

43

7

Housekeeper

Intermediate

Worst

12

Female

42

15

Housekeeper

Intermediate

Best

13

Female

41

6

Housekeeper

Elementary

Best

14

Female

61

8

Taylor

Diploma

Best

15

Male

58

30

Staff

Diploma

Best

16

Male

47

13

Taylor

Elementary

Worst

17

Female

64

11

Retired

Diploma

Best

18

Female

62

9

Housekeeper

Diploma

Worst

19

Male

63

4

Staff

Elementary

Worst

20

Male

59

14

Retired

Academic

Best

21

Male

19

11

Student

Diploma

Worst

22

Female

47

10

Housekeeper

Elementary

Best

23

Male

63

18

Retired

Diploma

Best

24

Female

51

10

Housekeeper

Diploma

Best

25

Female

56

28

Teacher

Diploma

Best

26

Female

55

6

Housekeeper

Diploma

Worst

27

Female

31

2

Housekeeper

Academic

Worst

28

Female

54

24

Housekeeper

Diploma

Best

29

Female

37

10

Housekeeper

Intermediate

Best

30

Female

63

33

Housekeeper

Elementary

Worst

management, tracking their medication consumption, exercising, and diet.
I make sure to get some exercise. Even when I travel, or
walking down the street (participant 25).
4.3.2. Personal Role in Self-Care
An individual’s self-concept and how much he considers himself responsible for his SMB affects the way he controls his illness.
My recovery depends on my attitude towards the disease than on my doctor’s expertise in treating it (participant 15).
4

Occupation

4.3.3. Having Proper Information About SMB
The majority of participants believed that having
enough information plays a significant role in adopting
proper SMB. Knowledge about proper diet, the effect of different factors such as stress, medication, and use of protective equipment were among the codes pointed out by the
participants.
I make sure to include calcium-rich foods, such as broccoli, vegetables, and milk in my diet (participant 20).
Health Scope. In Press(In Press):e57203.
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4.4. Fourth Theme: Perceived Severity
4.4.1. Physical Problems
Some participants pointed to the physical consequences of the disease, such as the side effects of RA medications and damage to the joints. Vision problems such as
cataract, joint deformity, kidney diseases, iron deficiency
anemia, and digestive problems were among the codes
most frequently pointed out by the participants.
These medications are not good for me. They are destroying my bones, osteoporosis (participant 20).
4.4.2. Being Worried About the Future
Some participants believed that potential problems
will reduce their functional capacities and interfere with
their social life.
I’m worried about my future. I’m afraid I end up crippled and in need of someone to take care (participant 6).
One of the consequences of RA is decreasing the ability
to perform their daily activities, which leads to frustration
and stress.
When I’m driving I use this foot to lower the clutch.
This hurts my ankle, then driving difficult and painful for
me (participant 4).
4.5. Fifth Theme: Patient’s Attitude
4.5.1. Beliefs About the Cause of the Disease
The participants believed that a wide range of factors
might have contributed to their illness such as stress, water, humidity, infectious disease during childhood, ageing,
and heavy workload.
They say water causes this disease; cold water (participant 4).
4.5.2. Their Attitude Towards SMB
There were both positive and negative attitudes regarding some SMB such as medication, joint protection,
exercise, and diet. Most patients had negative views towards medications side-effects. On the other hand, most
patients found foods such as honey, dates, lamb meat, etc.,
which are traditionally believed to have a warm nature and
are beneficial. Instead, cold nature foods were considered
harmful.
I eat warm nature foods more often. For example, I eat
honey frequently; but I do not eat condiments since they
are believed to be cold nature foods (participant 10).
5. Discussion
Results of the present study showed that behavioral
predisposing factors such as knowledge, attitude, perceived benefits, perceived barriers, perceived self-efficacy,
Health Scope. In Press(In Press):e57203.

etc. play an important role in self-management behavior.
Based on the findings of this study, the benefits of SMB, including reduced pain, enhanced functionality and efficacy
in performing the activities of daily living, reduced health
costs, prevention from joint damage, and well-being, encourage patients with RA to practice SMB. These findings
are in line with the findings of the study by Niedermann et
al. (18), who found physical and mental health as subcategories of perceived benefits of joint protection in patients
with RA. Patients acknowledged that controlling stress,
regular physical activity, swimming, and social interactions lead to mental health, which in turn affects their level
of success in controlling the disease. These studies have
shown the role of physical activity on enhancing the quality of life of RA patients (24, 25).
All participants agreed that perceived barriers had a
significant effect on their SMB. In our study, inadequate
knowledge of the nature of the disease and its treatment,
reluctance and negative attitude towards SMB, joint pain,
financial cost, and time limitations were the main barriers against SMB. These findings are similar to what was
reported by Meyfroidt who studied patients with limited
knowledge about their disease (26). In the present study,
some participants considered reluctance and/or negative
attitude towards use of medications, diet, exercise, and social interactions as predisposing factors for failing to adopt
SMB. In studies by Dixon and Bansback (27), Lempp et al.
(28), patients had negative attitudes towards medications
and their side-effects. Furthermore, in this study, some
of the female participants expressed negative attitudes towards using canes or neck orthotics and supports due to
the fact that their devices were not accepted by their partner and perceived as a sign of disability.
In the present study, participants pointed out that
financial problem affects SMB. Three participants complained about the high cost of medications (biologic) and
hip joint surgeries, which are generally not covered by
group or community. Preparing proper health insurance
and/or offering free medical examinations and treatments
can solve such problems to some extent (29-31). Lack of
time was another barrier that most of our female participants complained about.
Based on the results of the present study, most participants had low self-efficacy in stress control, and did not
use a specific method for controlling their stress level. In
our study, patients who had been living with RA for 15 years
or more showed a high level of self-efficacy in performing
SMB. This might be due to the fact that patients gradually
learned how to cope with their illness and made necessary
changes to their living conditions to accommodate their
current circumstances, and this in turn affected their level
of compliance with SMB.
5
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Nadrian et al. (10), and Primdahl et al. (32), showed
that in patients with RA, self-efficacy is the strongest predictor of SMB. Benka et al. also found that self-efficacy has
a positive effect in dealing with their functional and psychological problems in RA patients (33). Exchanging experiences with others has a significant effect on a person’s
self-efficacy. By participating in peer education and social
networking, patients can educate themselves about their
disease and reach a common understanding of the problems they face.
Our participants attributed RA to water, humidity,
stress, infectious disease in childhood, ageing, and heavy
workload. They also believed that living in cold and humid environments, high level of stress, and poor diet cause
a sudden flare of RA symptoms. Which is consistent with
Niederman et al. who reported on the patients view about
the disease (18). Our participants emphasized on the effect of diet on severity of the disease. They observed that
a diet of warm nature foods alleviated joint pain while
eating cold nature foods and condiments exacerbated the
symptoms and increased their pain. Our participants also
pointed out that using ginger reduced their pain and decreased RA disease activity score.
The physical problems reported by our participants include the side-effects of medications and damage to joints.
These physical problems have been reported by RA patients
in a previous study (34). In studies by Meyfroidt et al. (26),
Dixon and Bansback (27), long term side-effects of glucocorticoids have been reported among RA patients. Meeting
with other patients increase the perceived severity of the
disease and improve SMB. In our study, participants complained about the inability to perform their activities of
daily living and their work places. Detrimental effects of
RA on patients’ activities of daily living and functionality
have also been shown in these studies (35, 36).
Disability and functional limitations due to RA reduce
patients’ participation in the society and his/her level of
interactions with others. The aforementioned trigger feelings of lack of understanding and sympathy from others,
social stigma and rejection, loneliness, and disappointment. Kristiansen et al. (35), showed that the social stigma
imposed on a patient by his friends and relative’s due
to his inability to perform his social duties has psychological consequences and detrimental effects on patient’s
quality of life and his self-efficacy. Social support from
family and friends plays a significant role in eliminating
such negative feelings and hence their detrimental effects.
Feldthusen et al. (37), noted the effects of RA on patients’
roles in the society and suggested that patient-centered
care can bring back balance to patients’ everyday life.
Fear about the future was another motive for SMB.
Many patients performed SMB to live independently and
6

to prevent from disability and other side-effects of the disease. Dadoniene et al. (38), also found functional disability
as the most important cause of dependency in RA patients.
In a review article by Zuidema et al. (39), informational,
emotional needs, and social support have been considered
as RA patients’ needs.
The findings of this study are applicable only to the
communities that have been studied and cannot be generalized to other populations. Nevertheless, purposefulness
and sample diversity were the advantages of this study.
Both males and females participated in this study. Furthermore, participants were selected from a wide age range
and had diverse socioeconomic statuses. The aforementioned allows transferability and generalizability of the
findings to some extent. There are a few limitations on
this study, which must be determined. Firstly, the low cooperation of men in the interview also led to a smaller
number of them entering the study. Secondly, inability of
some participants due to visual problems and inflammation of the joints made it difficult to answer the questionnaire.
5.1. Conclusions
Results of the present study show that many factors
influence SMB. Self-efficacy and perceived barriers are the
most important determinants of SMB. Identifying these
determinants helps policy makers choose the best strategies and interventions for changing these factors in order
to facilitate patients’ adherence to SMB. Based on this result, it is recommended that in the future research, interventional research is done considering behavioral determinant of SMB.

References
1. Alamanos Y, Voulgari PV, Drosos AA. Incidence and prevalence
of rheumatoid arthritis, based on the 1987 American college of
rheumatology criteria: A systematic review. Semin Arthritis Rheum.
2006;36(3):182–8. doi: 10.1016/j.semarthrit.2006.08.006. [PubMed:
17045630].
2. Kvien TK, Uhlig T, Odegard S, Heiberg MS. Epidemiological aspects of
rheumatoid arthritis: The sex ratio. Ann N Y Acad Sci. 2006;1069:212–
22. doi: 10.1196/annals.1351.019. [PubMed: 16855148].
3. Davatchi F, Jamshidi AR, Banihashemi AT, Gholami J, Forouzanfar MH,
Akhlaghi M, et al. WHO-ILAR COPCORD study (stage 1, urban study) in
Iran. J Rheumatol. 2008;35(7):1384. [PubMed: 18464299].
4. Moghimi N, Davatchi F, Rahimi E, Saidi A, Rashadmanesh N, Moghimi
S, et al. WHO-ILAR COPCORD study (stage 1, urban study) in Sanandaj,
Iran. Clin Rheumatol. 2015;34(3):535–43. doi: 10.1007/s10067-013-24300. [PubMed: 24213781].
5. Sandoughi M, Zakeri Z, Tehrani Banihashemi A, Davatchi F, Narouie B,
Shikhzadeh A, et al. Prevalence of musculoskeletal disorders in southeastern Iran: A WHO-ILAR COPCORD study (stage 1, urban study).
Int J Rheum Dis. 2013;16(5):509–17. doi: 10.1111/1756-185X.12110. [PubMed:
24164837].

Health Scope. In Press(In Press):e57203.

Uncorrected Proof

Chaleshgar Kordasiabi M et al.

6. Lorig KR, Holman H. Self-management education: History, definition, outcomes, and mechanisms. Ann Behav Med. 2003;26(1):1–7. doi:
10.1207/S15324796ABM2601_01. [PubMed: 12867348].
7. Clark NM, Becker MH, Janz NK, Lorig K, Rakowski W, Anderson L.
Self-management of chronic disease by older adults. J Aging Health.
2016;3(1):3–27. doi: 10.1177/089826439100300101.
8. Barlow J, Wright C, Sheasby J, Turner A, Hainsworth J. Selfmanagement approaches for people with chronic conditions: A
review. Patient Educ Couns. 2002;48(2):177–87. doi: 10.1016/s07383991(02)00032-0.
9. Kjeken I, Dagfinrud H, Heiberg T, Kvien TK. Multidisciplinary approach to rheumatoid arthritis. In: Weisman MH, editor. Rheumatology. 6th ed. Philadelphia: Content Repository Only; 2015. p. 809–14.
10. Nadrian H, Morowatisharifabad MA, Bahmanpour K. Development of a rheumatoid arthritis education program using the
PRECEDE_PROCEED model. Health Promot Perspect. 2011;1(2):118–29.
doi: 10.5681/hpp.2011.013. [PubMed: 24688908]. [PubMed Central:
PMC3963622].
11. Sharma M. Yoga as an alternative and complementary approach for
arthritis: A systematic review. J Evid Based Complementary Altern Med.
2014;19(1):51–8. doi: 10.1177/2156587213499918. [PubMed: 24647379].
12. Al-Qubaeissy KY, Fatoye FA, Goodwin PC, Yohannes AM. The effectiveness of hydrotherapy in the management of rheumatoid arthritis: A systematic review. Musculoskeletal Care. 2013;11(1):3–18. doi:
10.1002/msc.1028. [PubMed: 22806987].
13. van Houtum L, Rijken M, Heijmans M, Groenewegen P. Selfmanagement support needs of patients with chronic illness: Do
needs for support differ according to the course of illness? Patient
Educ Couns. 2013;93(3):626–32. doi: 10.1016/j.pec.2013.08.021. [PubMed:
24029582].
14. Farquhar SA, Parker EA, Schulz AJ, Israel BA. Application of qualitative
methods in program planning for health promotion interventions.
Health Promot Pract. 2006;7(2):234–42. doi: 10.1177/1524839905278915.
[PubMed: 16585146].
15. Green LW, Kreuter MW. Health Promotion planning: An educational and
ecological approach. New York: Mc Grow-Hill; 2005.
16. Zwikker HE, van den Ende CH, van Lankveld WG, den Broeder AA,
van den Hoogen FH, van de Mosselaar B, et al. Effectiveness of a
group-based intervention to change medication beliefs and improve
medication adherence in patients with rheumatoid arthritis: A randomized controlled trial. Patient Educ Couns. 2014;94(3):356–61. doi:
10.1016/j.pec.2013.12.002. [PubMed: 24388126].
17. Mann C. Can the application of control theory assist patient management in rheumatoid arthritis? Musculoskeletal Care. 2010;8(3):168–74.
doi: 10.1002/msc.182. [PubMed: 20803635].
18. Niedermann K, Hammond A, Forster A, de Bie R. Perceived benefits and barriers to joint protection among people with rheumatoid arthritis and occupational therapists. A mixed methods study.
Musculoskeletal Care. 2010;8(3):143–56. doi: 10.1002/msc.177. [PubMed:
20803632].
19. Conn DL, Pan Y, Easley KA, Comeau DL, Carlone JP, Culler SD, et al.
The effect of the Arthritis self-management program on outcome in
African Americans with rheumatoid arthritis served by a public hospital. Clin Rheumatol. 2013;32(1):49–59. doi: 10.1007/s10067-012-2090-5.
[PubMed: 23053684].
20. Kanecki K, Tyszko P, Wislowska M, Lyczkowska-Piotrowska J. Preliminary report on a study of health-related quality of life in patients with rheumatoid arthritis. Rheumatol Int. 2013;33(2):429–34.
doi: 10.1007/s00296-012-2421-5. [PubMed: 22453529]. [PubMed Central: PMC3557393].
21. Field T, Diego M, Solien-Wolfe L. Massage therapy plus topical analgesic is more effective than massage alone for hand arthritis pain.
J Bodyw Mov Ther. 2014;18(3):322–5. doi: 10.1016/j.jbmt.2013.12.002.
[PubMed: 25042302].
22. Hsieh HF, Shannon SE. Three approaches to qualitative content analysis. Qual Health Res. 2016;15(9):1277–88. doi: 10.1177/1049732305276687.

Health Scope. In Press(In Press):e57203.

23. Chaleshgar Kordasiabi M, Akhlaghi M, Baghianimoghadam MH, Morowatisharifabad MA, Askarishahi M, Enjezab B, et al. Self management behaviors in rheumatoid arthritis patients and associated factors in Tehran 2013. Glob J Health Sci. 2015;8(3):156–67.
doi: 10.5539/gjhs.v8n3p156. [PubMed: 26493424]. [PubMed Central:
PMC4803929].
24. Goksel Karatepe A, Gunaydin R, Turkmen G, Kaya T. Effects of homebased exercise program on the functional status and the quality of life in patients with rheumatoid arthritis: 1-year follow-up
study. Rheumatol Int. 2011;31(2):171–6. doi: 10.1007/s00296-009-1242-7.
[PubMed: 19890634].
25. Loeppenthin K, Esbensen B, Ostergaard M, Jennum P, Thomsen T,
Midtgaard J. Physical activity maintenance in patients with rheumatoid arthritis: A qualitative study. Clin Rehabil. 2014;28(3):289–99. doi:
10.1177/0269215513501526. [PubMed: 24013270].
26. Meyfroidt S, Van der Elst K, De Cock D, Joly J, Westhovens R, Hulscher
M, et al. Patient experiences with intensive combination-treatment
strategies with glucocorticoids for early rheumatoid arthritis. Patient
Educ Couns. 2015;98(3):384–90. doi: 10.1016/j.pec.2014.11.011. [PubMed:
25483574].
27. Dixon WG, Bansback N. Understanding the side effects of glucocorticoid therapy: Shining a light on a drug everyone thinks they
know. Ann Rheum Dis. 2012;71(11):1761–4. doi: 10.1136/annrheumdis2012-202021. [PubMed: 22851467].
28. Lempp H, Hofmann D, Hatch SL, Scott DL. Patients’ views about
treatment with combination therapy for rheumatoid arthritis: A
comparative qualitative study. BMC Musculoskelet Disord. 2012;13:200.
doi: 10.1186/1471-2474-13-200. [PubMed: 23078166]. [PubMed Central:
PMC3524760].
29. Rajati F, Kamali M, Parvizy S, Rajati M. [Public health customers’experiences of health accessibility: A phenomenological
study]. Iran J Epidem. 2011;7(2):17–24. Persian.
30. Sabzmakan L, Mohammadi E, Morowatisharifabad MA, Afaghi A,
Naseri MH, Mirzaei M. Environmental determinants of cardiovascular diseases risk factors: A qualitative directed content analysis. Iran
Red Crescent Med J. 2014;16(5). e11573. doi: 10.5812/ircmj.11573. [PubMed:
25031848]. [PubMed Central: PMC4082508].
31. Chan JC, Ozaki R, Luk A, Kong AP, Ma RC, Chow FC, et al. Delivery of
integrated diabetes care using logistics and information technology–
the joint Asia diabetes evaluation (JADE) program. Diabetes Res Clin
Pract. 2014;106 Suppl 2:S295–304. doi: 10.1016/S0168-8227(14)70733-8.
[PubMed: 25550057].
32. Primdahl J, Wagner L, Holst R, Horslev-Petersen K; AMBRA Study
Group. The impact on self-efficacy of different types of follow-up
care and disease status in patients with rheumatoid arthritis–
a randomized trial. Patient Educ Couns. 2012;88(1):121–8. doi:
10.1016/j.pec.2012.01.012. [PubMed: 22386009].
33. Benka J, Nagyova I, Rosenberger J, Macejova Z, Lazurova I, Van der
Klink J, et al. Is coping self-efficacy related to psychological distress
in early and established rheumatoid arthritis patients? J Dev Phys Disabil. 2013. doi: 10.1007/s10882-013-9364-y.
34. Hewlett S, Sanderson T, May J, Alten R, Bingham CO 3rd, Cross M, et al.
’I’m hurting, I want to kill myself’: Rheumatoid arthritis flare is more
than a high joint count–an international patient perspective on flare
where medical help is sought. Rheumatology (Oxford). 2012;51(1):69–76.
doi: 10.1093/rheumatology/keq455. [PubMed: 21565901].
35. Kristiansen TM, Primdahl J, Antoft R, Horslev-Petersen K. Everyday
life with rheumatoid arthritis and implications for patient education and clinical practice: A focus group study. Musculoskeletal Care.
2012;10(1):29–38. doi: 10.1002/msc.224. [PubMed: 22213280].
36. Coty MB, Wishnia G. Adjusting to recent onset of rheumatoid
arthritis: A qualitative study. J Res Nurs. 2012;18(6):504–17. doi:
10.1177/1744987112451263.
37. Feldthusen C, Bjork M, Forsblad-d’Elia H, Mannerkorpi K; University
of Gothenburg Centre for Person-Centred Care (GPCC). Perception,

7

Uncorrected Proof

Chaleshgar Kordasiabi M et al.

consequences, communication, and strategies for handling fatigue
in persons with rheumatoid arthritis of working age–a focus group
study. Clin Rheumatol. 2013;32(5):557–66. doi: 10.1007/s10067-012-2133y. [PubMed: 23292480].
38. Dadoniene J, Grazuleviciute E, Rugiene R, Luksiene A, Stropuviene S,
Jurgelenas A. Rheumatoid arthritis in Lithuania: Need for external
help from the onset of disease. Disabil Rehabil. 2007;29(18):1470–4. doi:

8

10.1080/09638280601029118. [PubMed: 17729095].
39. Zuidema RM, Repping-Wuts H, Evers AW, Van Gaal BG, Van Achterberg T. What do we know about rheumatoid arthritis patients’
support needs for self-management? A scoping review. Int J Nurs
Stud. 2015;52(10):1617–24. doi: 10.1016/j.ijnurstu.2015.05.008. [PubMed:
26117711].

Health Scope. In Press(In Press):e57203.

