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Effects of a Coping Intervention on Patients With
Rheumatic Diseases: Results of a
Randomized Controlled Trial

MANON SAVELKOUL," LUC P. DE WITTE,> MATH J. J. M. CANDEL,> HILLE VAN DER TEMPEL,* anp
BART VAN DEN BORNE!

Objective. To test the effects (on coping, social interactions, loneliness, functional health status, and life satisfaction) of
an intervention aimed at teaching people with rheumatic diseases to cope actively with their problems.

Methods. A total of 168 patients with chronic rheumatic disorders affecting the joints were randomly assigned to a coping
intervention group, a mutual support control group, or a waiting list control group. Measurements were by self-report
questionnaires.

Results. Post-intervention measurements showed that the coping intervention increased action-directed coping and
functional health status, but these effects did not persist up to 6-months followup. In patients who attended at least half
of the 10 sessions, the coping intervention contributed to decreased loneliness at post-intervention and to improvements
in social interactions and life satisfaction at 6-months followup.

Conclusion. Teaching patients with rheumatic diseases to cope actively with their problems had positive impacts.
Consequently it is recommended that the coping intervention be incorporated into regular care. Maintenance sessions are

advisable.
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INTRODUCTION

Because of the far-reaching impact, variability, and dura-
tion of many forms of arthritis, it seems reasonable to teach
patients a method to solve the many different problems
that they may face, to gain a sense of control and confi-
dence in their abilities to solve their problems, and to get
support for themselves. In fact, there are indications that
teaching patients with rheumatic diseases to cope actively
with their problems may have a positive influence on their
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well-being. Cross-sectional and prospective studies have
shown that active coping may increase social support,
which in turn improves the quality of life of the patient,
although the exact relationships between these variables
remain unclear (1-4).

Coping can be classified according to 2 basic dimen-
sions: managing the stressful situation (active coping) ver-
sus avoidance (passive coping), on the one hand, and
emotion-focused coping (aimed at restraining emotions
caused by the stressful situation) versus problem-focused
coping (aimed at changing the cause of the stressful situ-
ation) on the other (5,6). Active coping can be both emo-
tion-focused (aimed at changing the significance of the
stressor, e.g., positive reappraisal, cognitive restructuring,
reassuring thoughts) and problem-focused (aimed at
changing the situation that is causing the stress, e.g., ac-
tion-directed coping, seeking social support). Passive cop-
ing is always emotion-focused (aimed at avoidance, e.g.,
wishful thinking, palliative coping) (5,6).

Based on the results of previous studies (1-4), the effects
of a coping intervention aimed at teaching patients active
problem-focused coping in the form of action-directed
coping and coping by seeking social support were inves-
tigated in a randomized controlled trial. Primary outcome
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measures were action-directed coping and coping by seek-
ing social support; secondary outcome measures were pos-
itive and negative social interactions, loneliness, func-
tional health status, and life satisfaction. The present trial
compared the effects of the coping intervention with the
effects in a mutual support control group and a waiting list
control group. The mutual support control group was in-
cluded in order to control for nonspecific treatment effects
in the coping intervention.

PATIENTS AND METHODS

Participants and procedure. Over a period of 3 months,
patients aged 18 years or older who visited the outpatient
rheumatology clinics of 2 regional hospitals in the Neth-
erlands received a questionnaire (n = 2,792). Rheumatolo-
gists indicated the patient’s diagnosis on the question-
naire. Of the 1,901 patients who filled in the questionnaire
(68%), 463 were selected on the basis of the following
features: 1) at least 1 chronic rheumatic disorder affecting
the joints (rheumatoid arthritis [RA], osteoarthritis [OA],
ankylosing spondylitis [AS], psoriatic arthritis, juvenile
chronic arthritis, systemic onset Still’s disease, spondylo-
sis, seronegative spondylarthropathy, diffuse ideopathic
skeletal hyperostosis [DISH]), 2) a disease duration of more
than 1 year, 3) age between 35 and 65 years, 4) a higher
than median score on impact of the rheumatic disease on
functional health status, and 5) a higher than median score
on at least 1 of the following characteristics: loneliness,
lack of social support, or impact of the rheumatic disease
on social behavior. The selection criteria on diagnosis and
age were chosen to obtain a homogeneous group of pa-
tients with respect to theumatic disease and age. Because
the first year of having a rheumatic disease can be turbu-
lent, we selected only patients with a disease duration of
more than 1 year. To reach the target population of our
coping intervention, patients were selected with a rela-
tively high impact of the theumatic disease on their func-
tional health status in general and on their social life in
particular.

Of the 463 patients who were selected for the study, 430
were actually invited for participation because 15 patients
had already taken part in a pilot test of the coping inter-
vention and 18 patients indicated on the questionnaire
that they did not want to participate in the trial. Of the 430
patients who were invited, 428 received an invitation, as 2
patients could not be located. A total of 183 patients
agreed to participate, of whom 15 withdrew from the study
after randomization but before the first measurement (pre-
intervention). Consequently, the final study sample con-
sisted of 168 patients.

The study was approved by the medical ethics commit-
tees of the participating hospitals. Informed consent was
obtained after the procedure had been fully explained to
the patients. At no time, however, did patients receive any
information on the expected outcomes of the study, nor
did they receive any advance information on the proce-
dure in the coping intervention and mutual support; the
coping intervention and mutual support were presented as
having the same goal (learning how to cope with a rheu-

matic disease) but differing in procedure. The supervisors
of the coping intervention and mutual support did not
know the expected outcomes either. Furthermore, the su-
pervisors of the coping intervention were not informed
about the procedure in the mutual support control group,
and vice versa. Patients did not receive incentive payment
for participation. During the study, patients’ current med-
ical treatment was continued.

Three credibility questions were administered at the
start of the coping intervention and mutual support to
ensure that the coping intervention was as credible as the
mutual support control group condition. The credibility
questions addressed the following topics: patients’ percep-
tions of the logic of the program, patients’ confidence
regarding their likelihood of success in the program, and
patients’ willingness to recommend the program to others.

Study design. Concealed randomization was performed
in which patients were randomly and blindly assigned to
a coping intervention group (n = 56), a mutual support
control group (n = 56), or a waiting list control group (n =
56). Data were collected by questionnaires that were
mailed to the participating patients before the start of the
coping intervention and mutual support (pre-interven-
tion), after the end of the coping intervention and mutual
support (post-intervention), and again 6 months later (fol-
lowup).

Study groups. The procedures followed in the coping
intervention and in the mutual support control group dif-
fered significantly, in that teaching patients active coping
was the focus of the coping intervention, whereas no de-
liberate attention was paid to coping in the mutual support
control group. To control for nonspecific treatment effects
in the coping intervention group, the coping intervention
group and the mutual support control group followed the
same structure. Both the coping intervention and the mu-
tual support took place in groups of 10—12 patients who
participated in 10 sessions, supported by a manual for the
patients and led by 2 supervisors. All sessions lasted 2
hours. The first 8 sessions were weekly sessions, the 9th
session was 2 weeks after the 8th session, and the 10th
session was 3 weeks after the 9th session. Manuals detail-
ing treatment procedures and methods of administration
for the coping intervention and the mutual support were
given to and discussed with the supervisors. Also, super-
visors were trained in using the manuals and supervised
on their adherence to the manuals. At the end of every
session (except for the very first session), homework as-
signments were given, which were discussed and evalu-
ated in the next session. These homework assignments
were described in the manual. Group sharing was encour-
aged during group sessions. Patients in the coping inter-
vention and the mutual support control group met at dif-
ferent times and places, in order to avoid any possibility of
intergroup communication.

Coping intervention group. Patients in the coping inter-
vention group participated in an intervention aimed at
increasing action-directed coping and coping by seeking
social support. The exchange of information, experiences,
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feelings, and emotions was also important. Each group was
led by a therapist experienced in behavioral therapy, who
structured and directed all activities. A nurse who was
specialized in rheumatology or a social worker who was
experienced in rheumatology participated as a cofacilita-
tor.

The purpose of the first part of the coping intervention
was to make patients aware of all the possible sources of
social support and the changes that they desired in the
social support they received (goals). As the coping inter-
vention was aimed at teaching patients action-directed
coping and coping by seeking social support, the second
part of the coping intervention was structured in accor-
dance with 4 steps of problem-solving (7), with special
attention being paid to seeking social support in the sec-
ond step: 1) describe the problem; 2) think about all kinds
of possible solutions; 3) choose 1 or more solutions; 4)
implement the solution or solutions and evaluate the re-
sults. Patients were given the opportunity to pass through
the 4 steps of problem-solving at their own pace. Home-
work assignments contained exercises designed to help
the patients apply the content of the sessions to their own
lives.

Mutual support control group. In the mutual support
group the aim was to exchange information, experiences,
feelings, and emotions. The sessions were led by 2 patients
who were trained in supervising mutual support groups.
Sessions were structured in accordance with instructions
for designing mutual support groups formulated by the
Federation of Patient and Consumer Organizations in the
Netherlands (FPCN). Mutual support groups based on this
structure are widely applied for chronic illness in the
Netherlands. The supervisors’ role was to facilitate inter-
action. The topics of conversation for all sessions were
determined by the patients during the first session; in the
fourth session, patients were given the opportunity to
change the topics for the remaining sessions. Instead of
discussing a new topic in the very last session, important
experiences and events of the previous period were dis-
cussed. For homework assignments the patients were to
think about the topic of conversation of the next session.
No coping skills were taught.

Waiting list control group. Patients in the waiting list
control group were not exposed to either the coping inter-
vention or the mutual support group program during the
study. After the last measurement (followup) had taken
place, which was about 9 months after the first measure-
ment (pre-intervention), the waiting list control group was
invited to participate in mutual support sessions.

Outcome measures. Action-directed coping and coping
by seeking social support. Action-directed coping and cop-
ing by seeking social support were measured with 2 sub-
scales of a short version of the Utrecht Coping Question-
naire (8), whose reliability and validity have been reported
to be acceptable (9). The subscale to measure action-di-
rected coping consists of 5 items (Cronbach’s « = 0.82 in
the present study). Seeking social support was measured
with a subscale also consisting of 5 items (Cronbach’s a =

0.80). A total score was computed for these subscales by
adding scores on all items within the subscale (10).

Positive social interactions. Positive social interactions
were measured with the Social Support List-Interactions
(SSL-I) (11). The SSL-I is reliable and valid (12—14) and
consists of 34 items measuring the amount experienced of
6 types of positive social interactions or supportive inter-
actions: 1) daily emotional support, 2) problem-oriented
emotional support, 3) esteem support, 4) instrumental sup-
port, 5) social companionship, and 6) informational sup-
port. The scores on all 6 subscales measuring positive
social interactions were summed to indicate the total
amount of positive social interactions (Cronbach’s a =
0.93).

Negative social interactions. Also included were 7 ad-
ditional items of the SSL-I to measure the amount of neg-
ative social interactions. Reliability and validity have been
found to be sufficient (12—14). The scores on the subscale
measuring negative social interactions were added to de-
termine the total amount of negative social interactions
(Cronbach’s a = 0.97).

Loneliness. The Loneliness Scale (15) was used to mea-
sure loneliness. The Loneliness Scale consists of 5 positive
and 6 negative items. The positive items assess feelings of
belonging, whereas the negative items apply to 3 separate
aspects of missing relationships. The higher the score on
this scale, the greater the loneliness. The Loneliness Scale
has been found to be reliable and valid (15) and has also
been successfully used in previous research with patients
with rheumatic diseases (16,17). In the present study,
Cronbach’s « was 0.91.

Functional health status. Functional health was mea-
sured with the SIP68, a condensed version of the Sickness
Impact Profile (18,19). The SIP68 consists of 68 items
measuring health-related behavioral problems on the fol-
lowing 6 scales: “somatic autonomy,” “mobility control,”
“emotional stability,” “psychological autonomy and com-
munication,” “mobility range,” and “social behavior.” The
reliability and validity of the scale have proved to be high
(19,20). In the present study, Cronbach’s a of the whole
scale was 0.85, whereas Cronbach’s a of the subscales
ranged from 0.63 to 0.77.

Life satisfaction. Life satisfaction was measured with
the Life Satisfaction Questionnaire (LSQ) (21,22). The LSQ
consists of 9 items measuring satisfaction with life in
general and with the following 8 life domains: self-care
ability, leisure situation, vocational situation, financial sit-
uation, sexual life, partnership relations, family life, and
contacts with friends and acquaintances. The LSQ has
been used for the general public (21) and for several reha-
bilitation groups (23-27). Adequate reliability and validity
of the LSQ were found in these studies. Cronbach’s « in
the present study was 0.79.

Statistical analyses. The 3 groups were compared with
regard to patient characteristics and outcome measures
at pre-intervention, using 1-way analyses of variance
(ANOVA), Kruskall-Wallis tests, and chi-square tests.

To find out whether the coping intervention was as
credible as the mutual support control group condition,
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Table 1. Patient characteristics, at pre-intervention, of the coping intervention group (CIG), the mutual support control group
(MSCG), and the waiting list control group (WLCG)

CIG MSCG WLCG
(n = 56) (n = 56) (n = 56)

Age, years*® 52.5 * 8.31 51.1 * 8.91 50.5 * 8.65
Sex, % male 23.2 41.1 32.1
Marital status, % single 14.5 10.7 12.5
Monthly family income <3,500 Dutch guilders, % 74.0 76.4 78.0
Level of education

% low 54.2 40.4 51.1

% medium 35.4 46.8 28.9

% high 10.4 12.8 20.0
Diagnosist

% RA 60.7 54.5 55.4

% OA 3.6 9.1 10.7

% AS 14.3 16.4 17.9

% less common diagnoses# 14.3 10.9 5.4

% combination RA/OA, RA/OA/other 7.2 9.1 10.8
Duration of disease, years* 12.6 * 10.75 14.1 + 11.25 13.9 = 10.56

* Mean = SD.

diffuse ideopathic skeletal hyperostosis.

1t RA = rheumatoid arthritis; OA = osteoarthritis; AS = ankylosing spondylitis.
F Psoriatic arthritis, juvenile chronic arthritis, adult onset Still’s disease, spondylarthrosis, spondylarthropathy (associated with Crohn’s disease), and

Mann-Whitney U tests were used to test significant differ-
ences between the coping intervention group and the mu-
tual support control group on 3 credibility questions.
Multiple regression analyses were performed to assess
whether the coping intervention contributed positively to
the outcome measures. Pre-intervention characteristics
that were significantly related to the outcome measures
and that also showed a significant difference between the
study groups at pre-intervention were considered poten-
tial confounders and were included as predictors in the
regression model. These characteristics include the patient
characteristics given in Table 1 and variables such as so-
cial network size, self-efficacy in problem solving and in
seeking social support, health locus of control, social
skills, patients’ own judgments of functioning and health,
reporting other chronic conditions, having recently expe-
rienced interfering incidents (e.g., divorce), participation
in mutual support groups during the previous period, and
social desirability in responding to the questionnaire. As
patients were taught in groups, we also tested for intra-
class correlation with 1-way ANOVA (28) in order to check
whether a term for group assignment needed to be in-
cluded in the regression model. Finally, the dependent
variable at pre-intervention was incorporated in the regres-
sion model as a predictor. The results presented below
only include those predictors that turned out to be signif-
icant. In multiple regression, tests were done to check for
high collinearity, outliers were removed from the analyses,
and skewed dependent variables were transformed by tak-
ing square roots or logarithms of the values. If the coping
intervention contributed positively to an outcome mea-
sure, the accompanying effect size was calculated.
Intention-to-treat analyses were performed in which
dropouts (n = 12 at post-intervention and n = 4 at fol-
lowup) were given the mean value of the lowest quartile
for a particular measure. Intention-to-treat analyses did

not include those patients who decided not to enter the
study after randomization but before the pre-intervention
measurement (n = 15).

Additional analyses were performed for those patients
in the coping intervention and the mutual support control
group who attended at least half of the 10 sessions (per-
protocol analyses). The decision to use 5 sessions as a
cutoff point was based on the assumption that 5 sessions is
the minimum exposure to the intervention that is neces-
sary to be influenced by it.

RESULTS

Treatment credibility. There were no significant differ-
ences between the coping intervention group and the mu-
tual support control group on the credibility questions.
This suggests that the results of the study were not signif-
icantly influenced by differences in treatment credibility.

Intra-class correlation. Intra-class correlations were not
significant for any of the outcome measures. Consequently,
no term for group assignment was included in the regres-
sion modeling.

Pre-intervention comparisons on patient characteris-
tics and outcome measures. Table 1 shows pre-interven-
tion comparisons on patient characteristics, whereas Table
2 shows pre-intervention comparisons on outcome mea-
sures of the coping intervention group, the mutual support
control group, and the waiting list control group. The 3
study groups did not differ significantly in either patient
characteristics or outcome measures at pre-intervention.

Intention-to-treat analyses. Attendance. The number of
patients who attended no sessions at all was equal for the
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Table 2. Outcome measures, at pre-intervention, of the coping intervention group (CIG), the mutual support control group
(MSCG), and the waiting list control group (WLCG)*
Theoretical CIG MSCG WLCG
range (n = 56) (n = 56) (n = 56)
Action-directed coping 5-20 12.7 + 2.97 13.3 = 2.42 12.7 + 2.94
Coping by seeking social support 5-20 9.8 = 2.82 10.0 + 2.59 9.9 = 2.78
Positive social interactions 34-136 73.4 * 14.92 73.5 * 13.48 76.7 * 13.06
Negative social interactions 7-28 10.2 + 3.22 10.1 * 3.40 9.5 = 2.61
Loneliness 0-11 4.3 = 3.88 3.9 * 3.46 2.8 £ 3.16
Life satisfaction 1-6 4.3 *+0.77 4.4+ 0.70 4.4 * 0.64
Impact on functional health status 0-68 17.2 = 7.18 14.4 = 8.04 15.6 + 7.19
* Values are mean * SD.

coping intervention group and the mutual support control
group (n = 6), and the number of patients who attended all
10 sessions was almost equal for both groups (n = 14 and
n = 15, respectively). In addition, the number of patients
who attended fewer than 5 meetings was 19 in the coping
intervention group and 18 in the mutual support control
group. The average attendance was 6.1 sessions in the
coping intervention group and 6.4 sessions in the mutual
support control group. There was no significant difference
in average attendance between the coping intervention
group and the mutual support control group.

Effects of the coping intervention. As can be seen in
Table 3, the coping intervention had a significant positive
effect on action-directed coping at post-intervention (8 =
0.16, P < 0.05; effect size [ES] = 0.18), compared with
mutual support. The other significant predictor of action-
directed coping at post-intervention was action-directed
coping at pre- intervention (“pre-measurement” in Table 3;
B = 0.71, P < 0.001). Although not statistically significant,
the coping intervention also proved to be superior to the
waiting list control group in improving action-directed
coping at post-intervention. Table 3 also shows that the
coping intervention had a significant positive effect on
functional health status at post-intervention (8 = 0.12, P <
0.05; ES = 0.08), compared with the waiting list control
group. Besides the coping intervention, post-intervention
functional health status was also explained by functional
health status measured at pre-intervention (“pre-measure-
ment”; B = 0.77, P < 0.001). Analysis of coping interven-
tion effects on subscales of functional health status re-
vealed a significant positive effect on “mobility range” at
post-intervention (8 = 0.19, P < 0.01; ES = 0.23). Pre-
intervention mobility range was the only other significant

predictor (“pre-measurement”; B = 0.70, P < 0.001). Al-
though not statistically significant, the coping intervention
also proved to be superior to mutual support in that it led
to a higher functional health status at post-intervention.

At post intervention, no effect of the coping intervention
could be found on coping by seeking social support. Also,
despite the contact with other patients during the coping
intervention, no significant effects were found on social
interactions or loneliness.

At followup, the coping intervention was not found to
contribute to any of the outcome measures. Obviously, the
improvements in action-directed coping and functional
health status brought about by the coping intervention did
not persist. In addition, there were apparently no long-
term effects of the coping intervention on any of the other
outcome measures in patients assigned to the coping in-
tervention.

Per-protocol analyses. Attendance. The average atten-
dance among patients who attended at least 5 of the 10
sessions was 8.5 sessions in the coping intervention group
and 8.8 sessions in the mutual support control group.
There was no significant difference in average attendance
between the coping intervention group and the mutual
support control group.

Effects of the coping intervention. Just like the inten-
tion-to-treat analyses, the per-protocol analyses showed
that the coping intervention significantly increased action-
directed coping (B = 0.19, P < 0.05; ES = 0.39) and
functional health status (8 = 0.16, P < 0.01; ES = 0.22),
more specifically the mobility range (8 = 0.22, P < 0.01;
ES = 0.24), at post-intervention. These results of per-

Table 3. Intention-to-treat results of multiple regression analyses*

Dependent variables at

Independent variables: B

§ P < 0.01.

post-intervention CIG vs. WLCG CIG vs. MSCG Pre-measurement R? n
Action-directed coping n.s. 0.161 0.71% 0.50 158
Functional health status 0.12% n.s. 0.77% 0.71 158
Mobility range 0.19§ n.s. 0.70%

* CIG = coping intervention group; WLCG = waiting list control group; MSCG = mutual support control group. n.s. = not significant.
T P < 0.05.
+ P < 0.001.
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Table 4. Per-protocol results of multiple regression analyses*

Independent variables:

Dependent variables at post-

intervention CIG vs. WLCG CIG vs. MSCG Pre-measurement R? n
Action-directed coping n.s. 0.19t 0.71% 0.53 125
Functional health status 0.16§ n.s. 0.81% 0.75 126
Mobility range 0.16§ n.s. 0.73% 0.59 122

Independent variables:

Functional
Dependent variables CIG vs. WLCG CIG vs. MSCG Pre-measurement health R? n
Loneliness at post-intervention n.s. —0.15% 0.73% 0.13t 0.61 124
Negative social interactions at followup —0.161 n.s. 0.66% —_— 0.46 126
Life satisfaction at followup n.s. 0.15t 0.80% —_— 0.64 126

T P < 0.05.
¥ P < 0.001.
§ P < 0.01.

* CIG = coping intervention group; WLCG = waiting list control group; MSCG = mutual support control group. n.s. = not significant.

protocol multiple regression analyses are shown in Table
4. Table 4 also shows that the per-protocol analyses found
additional positive effects of the coping intervention on
loneliness at post-intervention (8 = —0.15, P < 0.05; ES =
0.04) and on life satisfaction at followup (B = 0.15, P <
0.05; ES = 0.13), compared with mutual support. Besides
the coping intervention, loneliness and life satisfaction at
pre-intervention were also significant predictors (“pre-
measurement” in Table 4; B8 = 0.73, P < 0.001, and B8 =
0.80, P < 0.001). In addition, the coping intervention sig-
nificantly decreased negative social interactions at fol-
lowup (B = —0.16, P < 0.05; ES = 0.25), compared with no
intervention (the waiting list control group). Negative so-
cial interactions at followup were also predicted by nega-
tive social interactions at pre-intervention (“pre-measure-
ment”; B = 0.66, P < 0.001). Although the coping
intervention reached statistical significance in explaining
action-directed coping, functional health status, loneli-
ness, life satisfaction, and negative social interactions only
when compared with one of the control conditions, the
coping intervention in all cases proved to be superior to
both the control conditions.

DISCUSSION

This randomized controlled trial aimed to investigate the
effects of teaching patients with rheumatic diseases action-
directed coping and coping by seeking social support. In
the present trial, a coping intervention was compared with
a mutual support control group and a waiting list control
group. The results show that, at post-intervention, the
coping intervention resulted in more action-directed cop-
ing than in the mutual support groups and that, compared
with standard medical care (the waiting list control group),
the coping intervention improved the patients’ functional
health status. The same results were found when we in-
cluded only those patients who attended at least 5 of the
10 sessions of the coping intervention. Moreover, in these
patients additional positive effects of the coping interven-
tion were found, on loneliness at post-intervention and on

life satisfaction at followup, compared with mutual sup-
port. In these patients, the coping intervention also re-
sulted in fewer negative social interactions at followup, in
comparison with standard medical care.

The question whether the changes achieved are mean-
ingful can be discussed on the basis of the effect sizes.
Because all patients in the coping intervention group were
being treated with standard medical care, effect sizes rep-
resent the additional effects beyond those achieved by
regular treatments. Intention-to-treat effect sizes in this
study were 0.18 for action-directed coping, 0.08 for func-
tional health status in general, and 0.23 for mobility range,
which is low but normal for this kind of trial (29). More-
over, the effect size on mobility range was higher than
effect sizes on disability achieved in other patient educa-
tion trials in rheumatic diseases; meta-analyses of psy-
chobehavioral (30) and psychoeducational (31) interven-
tions found weighted average effect sizes of 0.05 and 0.10,
respectively. It is unclear whether these effect sizes are
based on intention-to-treat analyses. Moreover, the effect
sizes of drug treatments on disability are somewhat higher,
0.34, or even similar, 0.21, to the effect size on mobility
range in our study, whereas the drug studies are likely to
be subject to publication bias (failure to publish negative
findings) (30,31).

What constitutes a “clinically meaningful change” is
very hard to define; it depends on the level and the char-
acter of the health problem (20). For a patient population
with a chronic disease affecting the patients’ lives in many
aspects, the effects achieved would appear to be valuable.
With regard to functional health status in rheumatic dis-
eases, lack of a decrease is important and a modest effect
may be clinically significant. Moreover, the positive effects
on functional health status and quality of life that were
found in the present study are in accordance with the
standards for arthritis patient education developed by a
task force of the National Arthritis Advisory Board in the
United States: “In order for a program to meet the stan-
dards . . . it must demonstrate its effectiveness in main-
taining or improving health status (i.e. pain, functional
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ability, psychological state, social functioning and/or qual-
ity of life)” (32,33). Consequently, we recommend that
patient education interventions like the coping interven-
tion described in this article be incorporated into regular
care. However, as the effects on action-directed coping and
functional health status did not persist up to followup,
maintenance sessions are recommended.

To reach the patients who were most likely to benefit
from the coping intervention, selection criteria with regard
to diagnosis, disease duration, age, social support, and
functional health status were applied. The results should
be interpreted accordingly; based on the results of the
present study we can conclude that the effects described
can be obtained in a selected group of patients.

The coping intervention increased action-directed cop-
ing but, unexpectedly, did not increase coping by seeking
social support, although it was specifically aimed at teach-
ing patients both types of coping. Nevertheless, the focus
on action-directed coping and coping by seeking social
support in the coping intervention obviously had a posi-
tive influence on the patients’ functional health status.
More specifically, our study suggests that teaching patients
to cope with their disease by solving problems in a sys-
tematic and social support-seeking way not only leads to
more action-directed coping but also increases the pa-
tients’ functional health status.

In studies comparing the effects of 2 or more interven-
tions, differences in treatment credibility can influence the
outcome. This did not seem to be the case in the present
study, as the coping intervention group and the mutual
support control group did not differ in treatment credibil-
ity. This finding is supported by the fact that the numbers
of patients who attended fewer than 5 meetings of the
coping intervention and mutual support groups were al-
most equal (n = 19 and n = 18, respectively). Also, the
results were probably not due to a social desirability re-
sponse set, as social desirability was measured for incor-
poration as a possible confounder in multiple regression
analyses. Furthermore, the supervisors as well as the par-
ticipating patients were naive to the expected outcomes
and to the procedure in the other study group, both the
coping intervention and the mutual support were pre-
sented to patients and supervisors as being equal in faith-
fulness, and the supervisors of the mutual support ses-
sions (placebo intervention) were selected by an external
organization. Extensive process evaluation (unpublished
observations) revealed that the implementation of both the
coping intervention and the mutual support was in accor-
dance with the program and that the patients were equally
satisfied with both programs, as were the supervisors.

The intention-to-treat analyses did not include those
patients who decided not to enter the study after random-
ization but before pre-intervention (n = 15). The random-
ization process assigned 6 of these patients to the waiting
list control group, 5 to the coping intervention group, and
4 to the mutual support control group, which may indicate
that the decision not to enter the study was not made
because these patients did not agree with the study group
in which they were placed. The intention-to-treat study
sample seems to be representative of the original group of
participants, as the 2 groups did not differ significantly in

personal or disease characteristics (age, sex, marital status,
family income level, level of education, diagnosis, and
duration of the rheumatic disease or diseases). The main
reasons that patients gave for not entering the study were
illness, personal problems, and family problems. There
were no differences in the reasons for not entering the
study between patients who had been placed in different
study groups.

Long-term effects of the coping intervention could only
be found in patients who had attended at least 5 sessions;
intention-to-treat analyses revealed no effects on any of the
outcome measures at followup. The patients who were
excluded from the per-protocol analyses (n = 37) because
they had attended fewer than 5 sessions of the coping
intervention (n = 19) or mutual support (n = 18) had a
significantly higher score on loneliness at pre-intervention
than the per-protocol study group (n = 131). The 2 groups
did not differ significantly on any of the other patient
characteristics or outcome measures at pre-intervention.
This indicates that the per-protocol study group was com-
parable to the intention-to-treat study group in most char-
acteristics, except for experiencing significantly less lone-
liness. It is remarkable that the patients of this per-protocol
study group showed improvements in loneliness at post-
intervention and in negative social interactions at fol-
lowup, despite the fact that it was precisely these patients
who were less lonely at the start of the intervention.

This study is not without limitations. Data were ob-
tained from as large a sample as was economically and
practically feasible. Power calculations for arthritis patient
education studies are often based on an effect size of 0.20
(30). To achieve a power of 80%, based on an effect size of
0.20, a total sample of 1,176 patients (n = 392 in each
study group) would have been necessary (29), which was
not feasible in the present study. Consequently, the power
to detect effects in this study is less than 60%, making it
difficult to avoid a Type II error. This may explain why the
coping intervention did not differ significantly from the
mutual support control group as well as from the waiting
list control group for the outcome measures investigated,
although results from multiple regression analyses with
each outcome measure did suggest superior effects of the
coping intervention when compared with both control
groups.

In summary, the results indicate that a coping interven-
tion aimed at increasing action-directed coping and coping
by seeking social support in adult patients who have had
one or more rtheumatic diseases for more than 1 year, and
who have a somewhat limited social environment and
functional health status, increases these patients’ action-
directed coping and functional health status. The study
suggests that patients who attend at least half of all ses-
sions of the coping intervention obtain additional benefits
in that loneliness and negative social interactions decrease
and life satisfaction improves. Because of the positive
effects of the coping intervention, this may be a good
intervention to incorporate in standard health services.
However, maintenance sessions are recommended to make
the positive effects endure.
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