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ABSTRACT
Background: In order to help rheumatoid arthritis (RA) patients in carrying out and attaining
relevant self-care behaviors and adaptation to the physical limitations of this disease and, consequently, promoting their level of health status, an education program based on the PRECEDE
component of the PRECEDE–PROCEED model targeting patients with RA was developed. This
paper describes the planning of a RA Patient Education Program (RAPEP) designed to promote
their quality of life.
Methods: The development of the program began with a comprehensive review of the literature.
This included a review of the signs and symptoms of RA, accompanying functional disabilities,
previous educational programs and the effect of the disease on the patient’s quality of life. Besides, in order to help inform RAPEP program development, and organize the survey according to
the factors identified in the PRECEDE model a cross-sectional survey was applied on a non-probability sample of 181 outpatients in Yazd, center of Iran.
Results: The quality of life (QOL) problem identified was the considerable low role functioning,
health perception and physical functioning due to chronic pain. One of the most significant modifiable behavioral factors impacting pain and functional limitations was self-care behaviors in RA
patients. Higher level of knowledge, attitude, self-efficacy, enabling factors and social support is
associated with better self-care behavior.
Conclusions: The PRECEDE component of the PRECEDE–PROCEED model provided a comprehensive conceptual framework for the development of RAPEP aiming at RA patients in Yazd.
Further research to evaluate this educational program is suggested.
Keywords: Rheumatoid Arthritis; Educational Program; PRECEDE Model

INTRODUCTION
Rheumatoid Arthritis (RA) is a
chronic, painful and progressive disorder characterized with the inflammation of the joints, which affects 1%
of t h e world population [1-2]. Rheumatoid arthritis can have a remarkable
influence on the patients’ quality of life
(QOL) [3].
Previous studies have shown that
health education programs on arthritis
management may result in positive
changes in patients’ behavior and
health status. A comprehensive review

of arthritis patient education studies [4]
showed that 77% to 87% of the studies
reported positive changes in several
factors. Several packaged arthritis interventions reviewed help patients with
arthritis increase their abilities and reduce pain and functional limitations
[4]. In addition, other intervention programs may be helpful in reducing pain
and disability and in increasing selfcare behaviors.
A significant preference in managing RA is adaptation of the treatment
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regimen with daily disease activity.
This presumes sufficient treatment and
pertinent educational support by health
promoters and healthcare providers. In
addition, the patient has an influential
role in managing the disease. The patients have to learn to adapt rest, exercise and medication to the intermittently changing disease activity [5].
Hence, empowering of RA patients toward self-care in the management of
the disease is important. Moreover,
physical activity and exercise are priorities in managing arthritic diseases.
Considering the obvious efficacy of
exercise, physical activity and self-care
education programs, clinical practitioners and health promoters have suggested the participation of arthritis patients in these interventions [4].
The PRECEDE phase of the
PRECEDE_PROCEED
framework
was applied to plan RAPEP. PRECEDE is an acronym for Predisposing,
Reinforcing and Enabling Causes in
Educational Diagnosis and Evaluation
which provides a framework for planning in health education and promotion
[6-7]. PRECEDE phase constitutes of
five stages: 1) social diagnosis, 2) epidemiological diagnosis, 3) behavioral
and environmental diagnosis, 4) educational and organizational diagnosis,
and 5) administrative and political diagnosis. Applying the actions outlined
in stages 1-5 of the PRECEDE phase to
perform a cross-sectional survey and
also a literature review we tried to develop the educational program of RAPEP.
In order to help RA patients in
carrying out and attaining relevant selfcare behaviors and adaptation to the
limitations of RA and, consequently,
promoting their level of health status
an education program targeting patients
with RA was developed. In the case of
being successful, the program should
help RA patients in promoting their
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level of self-care behaviors and health
status and consequently their healthrelated QOL.
This paper describes the planning
of a RA Patient Education Program
(RAPEP) designed to promote their
health- related quality of life. Although
the PRECEDE–PROCEED model has
been applied in chronic diseases research [8-10], its application on RA
patients, especially in developing
countries like Iran, has not well been
examined, therefore, another aim of
this study was to explore if the PRECEDE component of the PRECEDE–
PROCEED model can provide a conceptual framework for the development
of a RA education program in developing countries, like Iran.

Materials and Methods
The development of the RA education program began with a comprehensive review of the literature. This
included a review of the signs and
symptoms of RA, accompanying functional disabilities, treatment, costs of
the disease on the patient, educational
programs developed for patients with
arthritis and the effect of the disease on
the patient’s health-related QOL and
health status. Moreover, the effects of
some of psychological variables like
self-efficacy and social support on RA
patients reviewed. Along with literature review, in order to help inform our
program development, and organize
the survey according to the factors
identified in the PRECEDE model a
cross-sectional survey was applied.
A non-probability sample of 181
RA patients in a Rheumatology Clinic
in Yazd, center of Iran was recruited to
participate in a study which was conducted to find out the problems of RA
patients in Iran, as a developing country. Patients who (a) had been positively diagnosed with RA in accor-
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dance with American Rheumatism Association rheumatoid diagnosed standards; (b) had suffered from RA for a
period exceeding six months; (c) had
the minimum age of 18 and (d) had no
audio-visual or psychological problems
met the inclusion criteria. The purpose
of the study, which included their
rights as human subjects for a research
study, was explained to participants
and all signed consent forms. Face-toface private interviews were conducted
in a private room at the rheumatology
clinic for the purpose of data collection. Each interview lasted 20 to 25
minutes.
Measures
Medical Outcomes Study (SF-20)
which is a self-administered short-form
questionnaire was used to measure
health-related QOL. The SF-20 measure has six dimensions; physical, social
and role functioning as well as mental
health, health perception and pain. It
gives six numerical scores (0–100) for
each dimension such that a higher
score indicates better situation in the
dimensions. The only exception is
pain: a higher score indicates more
pain. The SF-20 has been validated in
the United States and Finland [11-12].
Physical functioning is measured with
6 items, role functioning with 2, social
functioning with 1, mental health with
5, health perception with 5 and physical pain with 1 item.
Patients’ health status was assessed by the AIMS2-SF which comprised 26 core items of the full version
AIMS2. The AIMS2-SF measures 5
different domains of health status. Respondents were asked to indicate, on a
5-point Likert scale, how much of the
time during the past 4 weeks they were
limited in physical function (mobility,
walking and bending, self-care, etc.),
role function (work), and social function (social activities and support); and

how much of the time during the past 4
weeks they were bothered by symptoms (arthritis pain) and affect (level of
tension and mood) [13]. When necessary, items were (according to the recommendations of Meenan et al. [14-15]
recoded so that results for all items lay
between 0 and 10.
The self administered, Patient
Knowledge Questionnaire (PKQ) was
developed for use in patients with RA
[16]. The PKQ comprised topics which
had been identified as important by RA
patients in a previous study [17]. We
chose not to include some of the items
because of cultural inappropriateness.
Therefore, a modified version of the
PKQ was used. Thus a questionnaire
with four subscales, eleven questions
and a choice of forty possible answers
(18 of them correct) was provided
which measured the RA patients'
knowledge in four domains: general
arthritis knowledge(2 items), medication and compliance(2 items), exercise
regimens(3 items) and joint protection(4 items). The respondents should
select Yes or No for each answer. A
"don't know" option was provided to
enhance compliance.
Patient Attitude Questionnaire
(PAQ) is a 6-item scale developed to
measure the attitudes towards self-care
behaviors by asking the RA patients to
indicate their level of agreement. A 5point Likert-type scaling was used (0 =
totally agree, 1 = agree, 2 = no idea, 3
= disagree and 4= totally disagree).
The theoretical range was 0 - 24, in
which higher scores indicate more
positive attitude.
Arthritis Self-Efficacy Scale
(ASES) is a valid and reliable instrument developed to measure self-efficacy in patients with rheumatic diseases [18]. The ASES comprises five
coping with pain items, nine function
items and six items related to other RA
symptoms (e.g., fatigue, depression).
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We did not include the nine self-efficacy function items due to logistical
limitations. Therefore, self-efficacy
was presented by the pain and other
symptoms scale scores. In the ASES,
each item is represented by a statement
with which the patient may agree or
disagree. We employed a 4-point Likert-type scale: 0 = not at all, 1 = seldom, 2 = sometimes, and 3 = a lot. The
total possible scores ranged from 0 to
33, higher the score, the greater the
self-efficacy.
Social Support Scale (SSS) is a
four-dimension, 17-item scale developed to measure the level of perceived
social support among the participants.
The 17-items were categorized under
the four dimensions of emotional support (4 items), instrumental support (1
item), informational support (1 item)
and family supportive behaviors (11
items). Each item was rated on a 5point Likert-type scale that ranged
from 0 (not at all) to 4 (very helpful).
Total possible scores ranged from 0 to
68, with the higher scores suggesting
greater social support as reinforcing
factors
Enabling Factors questionnaire
(EFQ) is a 6-item scale developed to
measure the enabling factors of practicing self-care behaviors. A 4-point
Likert-type scaling, 0 = never to 3 =
completely, was used. The theoretical
range for this instrument was 0 – 18,
the higher the scores, the more enabling factors to perform self-care behaviors.
Self-care Behavior Scale (SCBS)
was developed by the authors after a
review of the relevant literature [2, 1920]. The SCBS consists of 17 items.
The respondents were asked to report
the frequency of performing various
self-care activities for their arthritis on
a regular basis (once a month) during
the previous 12 months. The Likerttype scaling ranged from 0 (not at all)
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to 4 (always), resulting in a theoretical
range of 0 to 68 in which higher scores
were representative of higher self-care
behaviors practiced by the participants.
A panel of experts reviewed and
assessed the questions, orally, by evaluating the appropriateness and relevance of the items to RA patients, response format and confirmed them to
be representative of the constructs. The
feedback from the panel of experts was
used to revise and modify the instruments. These instruments were then
pilot tested on a sample of 25 RA outpatients to examine their utility. The
data were used to estimate the internal
consistency of the scales, using Cronbach’s Coefficient Alpha. The content
validity of the scales was also established. This pilot sample was not included in the final sample. A brief description of the scales, number of
items, reliability coefficients in pilot
and final sample, and possible ranges
of the constructs are listed in Table 1.
The SPSS software was used for
the purpose of data analysis in the
cross-sectional study. Pearson Product
Moment
Correlation
Coefficient,
Mann-Whitney U test, and regression
analysis were performed.

RESULTS
The age of the patients ranged
from 18 to 82 years old, with 45.5 as
the mean and 13.6 as the standard deviation. 33.5% (60) of the participants
were younger than 40, 54.1% (98) were
from 41 to 60, and 12.7% (23) were
older than 60 yr. The majority of the
respondents were females (82.4%) and
housewives (70.7%). Seventy one percent of the patients were living with
their spouses. The majority (55%) had
elementary school level of education.
The duration of RA For 65% of the respondents, was more than three years,
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of which, 58.6% had access to a caregiver at home.
As it is shown in Table 1, the
problems identified regarding healthrelated QOL among RA patients were
the significant low role functioning
(20.5%, the less score, the more problem), health perception (35.8%, the less
score, the more problem), physical
functioning (35.8%, the less score, the
more problem) and pain (65.3%, the
more score, the more pain). But, in
terms of mental health, the patients had
the least problem (49.3%).
Moreover, Table 1 shows that the
respondents acquired low score (less
than 50%) in health status (4.54 out of
10), self-efficacy (15.7 out of 33), and
self-care behaviors (32.3 out of 68).
Further analysis of our data showed
that in the self-care behavior domain,
the lowest scores were for "regular exercise especially aquatic exercises,"
“using relaxation methods such as meditation" and "using a heated pool, tub
or shower." During face-to-face interviews, the participating patients said

that they did not know what these methods were or how to use them.
Applying Pearson’s, correlation
analysis, it was found that health status
had statistically significant positive
correlations with all other PRECEDE
variables (Table 2). Moreover, there
was found a statistically significant
correlation between patients' level of
self-efficacy and self-care behaviors. In
addition, as can be seen in Table 2,
there was a statistically significant
positive correlation between social
support
and
self-care behavior
(P<0.05).
Multiple regression analysis was
performed to explain the variation in
health-related QOL score on the basis
of the other PRECEDE variables. As it
is shown in Table 3, all PRECEDE variables (health status, self-care behaviors, predisposing, reinforcing and enabling factors) accounted for 77.3% of
the variation within which health status
and enabling factors were the strongest
predictors of health-related QOL.

Table 1: Scales, mean (sd), possible ranges, number of items and reliability coefficients of precede variables
Studied constructs(scales)

Number
of Items
20
5
1
6
2
1
5
26
12
3
5
4
2

Quality of Life(MOS-SF-20)1
1- Health Perception
2- Pain
3- Physical Function
4- Role Function
5- Social Function
6- Mental Health
Health Status(AIMS 2-SF)2
Total Physical Status
Arthritis Pain (Total Symptom Status)
Total affection status
Total Social Interaction
Work(Total Role Function)
Predisposing Knowledge (PKQ)3
Attitude (PAQ)4
factors

11
6

P

P

Self-Efficacy (ASES)5
P

11

Reinforcing Factors (SSQ)6

17

Enabling Factors (EFQ)7

6

P

P

Self-care behaviors (SCBS)8
P

1

17

Scaling

Cronbach α

Standard scale

0.84
0.78
0.89
0.83
0.79
0.91
0.93
0.94
0.88
0.89
0.79
0.78

Standard scale

Yes/No answers
5-point Likert-type
scaling
5-point Likert-type
scaling
5-point Likert-type
scaling
4-point Likert-type
scaling
5-point Likert-type
scaling

Mean (SD)
35.85(19
65.31(29
35.81(31
20.59(35
45.08(35
49.34(20.6)
4.54(1.5)**
4(2.4)
5.03(2.3)
4.13(1.7)
3.81(1.9)
5.73(2.7)

Possible
Range
0-100
0-100
0-100
0-100
0-100
0-100
0-10
0-10
0-10
0-10
0-10
0-10

0.67

28.7(3.5)
16.1(2.9)

0-40
0-24

0.92

15.7(6.4)

0-33

0.91

46.6(13.9)

0-68

0.67

9.01(2.1)

0-18

0.68

32.3(8.6)

0-68

Medical Outcome Survey Short Form20; 2Arthritis Impact Measurement Scale 2-Short Form; 3Patient Knowledge
Questionnaire; 4Patient Attitude Questionnaire; 5Arthritis Self-Efficacy Scale; 6Social Support Questionnaire; 7Enabling
Factors Questionnaire; 8Self-Care behaviors Scale
122
*The higher Mean Percent, the worse pain
**The lower Mean Percent, the better health status
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Table 2: PRECEDE Variables with health status correlation matrix
Variables
1=Health status
2=knowledge
3=Attitude
4=Self-efficacy
5=Reinforcing factors
6=Enabling factors
7=Self-care behaviors
* P < .01
** P < .05

1
1
0.150**
0.246*
0.673*
0.455*
0.509*
0.558*
P

P

P

P

P

P

2

3

1
0.216*
0.100
0.032
0.092
0.093
P

4

1
0.417*
0.260*
0.345*
0.498*
P

P

P

P

5

1
0.518*
0.480*
0.550*
P

P

P

6

1
0.394*
0.439*
P

P

7

1
0.452*
P

1

Table 3: PRECEDE variables regression analysis
PRECEDE variables
Health status
Predisposing factors
Reinforcing factors
Enabling factors
Self-care behaviors

StandardizedB
0.785
0.046
- 0.036
0.137
0.008

P
value
0.000
0.352
0.399
0.002
0.873

R2
P

0.773

Health-related
Quality of
life

Table 4: Program characteristics (target population, methods, personnel, program costs), Key
Content Areas and Processes
Target
Population
Method/
Duration
Personnel
/ Training
Program
Costs
Key Content Areas

Patients with Rheumatoid Arthritis

One to three times per week; 1.5 hour sessions; 8 weeks—ongoing

Three-person team(layperson, health professional and fitness professional ); At least 6 hours self-care
training and self-help courses +12 hour for exercise training
Accessible classroom/ meeting room or accessible heated pool; textbook; video projection; training costs
and personnel
- Cause, meaning, and how to deal with disease and its consequences; generalizable skills
(e.g., problem solving, decision making, communicating with providers and doctor, cognitive
restructuring/ self-talk techniques etc.); training/ support in adopting and maintaining
health-related behaviors: exercise, relaxation, energy-saving techniques
-Managing problems with pain, depression, sleep; benefits/barriers to exercise; relaxation techniques
- Range-of-motion exercises; some muscle-strengthening exercises; games to promote
socialization, endurance, balance, and coordination; relaxation component
Key Proc- -Experiential educational methods (problem-solving discussions, brainstorming,
demonstration/practice and feedback);
esses
-Self-efficacy-enhancing strategies (goal setting/ contracting, role modeling, peer support and
persuasion, reinterpreting symptoms);
-Behavioral modification techniques (shaping of behavior, repeated practice and feedback,
self-monitoring/diaries, environmental cueing);
-Social support strategies (involvement of significant others, buddy system, allotment of time for
group sharing and feedback)
-Supervised exercise training
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Predisposing factors
Knowledge:
Lack of individual awareness about:
•
Drug treatment and medication-taking
•
exercise regimens,
Keeping in mind that, healthcare providers should
consider the needs and comprehension of the subject’s
age and socioeconomic status to help them obtain
proper and correct information to cope with the
disease.
Attitudes:
More negative attitudes about some items of self-care
behaviors, like:
•
Using heat or splints can release pain
Self-efficacy:
•
Low level of self-efficacy in RA patients;
especially the level of self-efficacy for pain.

Behavioral
Outcomes
Enabling factors
•
•
•
•

the barriers of time and accessibility of specialist
physician preclude regular visits to the doctor
Subjects’ difficulty in getting a timely
appointment
long waiting periods before the patient sees the
doctor
the duration of the visit, which rarely takes more
than five minutes

Health Outcomes
Pain

Low level of Selfcare behaviors

Functional
limitation

Quality of life
Outcomes
The significant
low
role
functioning,
depression,
health perception
and
physical
functioning due
to chronic pain.

Reinforcing factors
Lower level in:
•
emotional support
•
informational support
Ignoring the spouses, who act as caregivers of RA
patients, in educational programs.

Figure 1: A summary of factors related to self-care behaviors in RA patients.

Discussion
Based on our results regarding
health-related QOL and health status and
what was found from other studies [21-22],
the problems identified in RA patients was
the significant low role functioning, health
perception and physical functioning due to
chronic pain. Health-related QOL and
functional disability in RA are key outcomes that determine patients’ requirements for care, and may affect their compliance and satisfaction with treatment
[23]. Moreover, in several studies pain was
usual and one of the most annoying prob-

lems among RA patients, and it inclined to
increase with disease duration [22, 23]. In
addition, there is sufficient evidence that
supports the relationship between pain and
functional limitation in RA and more deficient QOL [23]. According to our findings
in this study others [22, 23]; it has been
proposed that reducing pain and functional
limitation can assist with improving
health-related QOL in RA.
The significant health benefits of
self-care behaviors have been emphasized
in previous studies [24], and it is noted that
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a crucial factor in successful management
of RA is the engaging of patients in proper
self-care behavior [2]. Orem defined selfcare as: "The practice of activities that individuals initiate and perform on their own
behalf in maintaining life, health and wellbeing"[25]. Self-care which improves the
positive perceptions of the own patient and
his/her health and functional ability may
improve QOL, significantly [24]. Callahan
and Pincus suggested that self-management activities are good predictors for well
being and health, and these activities
which include self-care behaviors may intervene between health status and health
outcomes [26]. If this claim is true, the
health care providers must have an obvious
understanding of the factors related to effective self-care behaviors and also, the
outcomes associated with it, so that they
can guide RA patients in performing these
behaviors.
PRECEDE model has been applied
as a successful framework to resolve a
wide range of public health problems [10,
27]. Some studies have suggested that applying the PRECEDE model to prevent,
diagnosis and decrease health problems is
a reliable approach for successful health
education [28]. A concentration upon the
most changeable behaviors related to a
health problem (for example, self-care behaviors of RA patients in this study) and
extensive assessment of the factors related
to these behaviors may help in decreasing
significant human and economic burden of
diseases [29]. Based on the results of the
present cross-sectional study and literature
review it may be concluded that one of the
most important changeable behavioral
factors influencing pain and functional limitations is self-care behaviors in patients
with RA. Figure 1 outlines the factors related to self-care behaviors in RA patients.
The educational phase of PRECEDE
model includes the recognition, classifying
and systematic arranging of the ‘predisposing, reinforcing and enabling factors’
which influence the health-related beha-

125

viors [7]. Based on the model, an organic
hierarchical arrange exists in putting the
adjustable factors that influence self-care
behaviors in order. Predisposing factors
must be modified before enabling factors
and enabling factors have to be changed
before reinforcing factors. In other words,
if RA patients do not have enough knowledge about the disease, and how they
should perform relevant and pertinent selfcare behaviors they may not spend much
effort in performing self-care behaviors.
As Green and Kreuter [7] stated,
predisposing factors are the human being
knowledge, attitudes, beliefs, values, perceptions and self-efficacy which promote
or prevent health behaviors.
Yang et al. found that knowledge of
disease to be correlated positively with
self-care behaviors, concluding that it
might be a significant self-care behavior
predictor [30]. But knowledge alone does
not necessarily lead to behavioral change
in the general population [6-7]. Similar
with Chen and Wang [2] study, there was
not found any significant relationship between knowledge and self-care behaviors
in the present study which shows that in
the respondents despite of having good
knowledge about RA and its related selfcare behaviors, they may not perform these
behaviors, it means that maybe there are
some other factors like self-efficacy that
interact with changing knowledge to the
behavior and therefore, hinders doing selfcare behaviors.
Green and Kreuter stated that though
not totally comprehended, there were relationships between behavior and attitudes
[7]. Similar with their idea, in this study,
there was a significant relationship between attitude and the level of self-care
behaviors in RA patients. As Holman and
Lorig [31] concluded, the proper action in
managing chronic diseases includes the
involvement of patients and their point of
views (attitudes) regarding prescribed
treatment. Therefore, the attitude of patients toward self-care behaviors which are
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recommended as a part of treatment, may
prepare RA patients to practice these behaviors or hinder them from practicing it.
Incorporating strategies to increase
self-efficacy (confidence in undertaking
healthful behaviors) to the program course
may cause improved health outcomes [32].
The unforeseeable course and the altering
disease activity may cause patients to view
their disease as uncontrollable. The feeling
of not being able to control the disease
may result in anxiety and depression in
patients [32]. This, in turn, may lead to increase perceptions of pain and decreased
efforts to involve in daily activities. Therefore, health status will become worse. In
our study, there was found a statistically
significant correlation between patients'
level of self-efficacy and self-care behaviors. As Brekke et al. noted self-efficacy
is not a fixed trait and can be changed [33].
Therefore, program planning for RA patients in which promoting self-efficacy is
one of the most important priorities, is
suggested.
Enabling factors are the needed abilities, skills and resources required to carry
out a health behavior [6-7], hence it is important to find out that which factors are
barriers to self-care behaviors in RA patients. Enabling factors, in the present
study, were one of the most powerful predictors of health status and our findings
showed that the barriers of time and accessibility of specialist physician prevent regular visits to the doctor by respondents,
which is one of the most important selfcare behaviors among RA patients. These
findings are quite similar to those of Tudiver and Talbot [34], who found that these
barriers preclude regular visits to the doctor by men.
Reinforcing factors are the outcomes
of action that determine whether the actor
receives positive (or negative) feedback
and is supported socially afterward [6-7].
RA is a challenge in terms of medical therapy, and often requires social support and
social insurance [33]. Similar with Chen

and Wang’s findings [2], in the present
study, there was a statistically significant
positive correlation between social support
and self-care behavior, as well as health
status. These findings support the idea that
higher level of social support is related to
better self-care [2].
Administrative diagnosis phase of
the PRECEDE model focuses on the administrative and organizational concerns
which must be addressed prior to program
implementation. Green and Kreuter [7] defined administrative diagnosis as the analysis of policies, resources and circumstances, and predominant organizational
situations that could slow down or expedite
the development of the health program.
The objectives of this education program will increase RA patients’ knowledge, attitude, self-efficacy, and how to
deal with disease and its consequences and
training and supporting them in adopting
and maintaining health-related (self-care)
behaviors as well as training them special
exercises and increasing their perceived
level of social support and enabling factors. In order to increase the patients’ level
of perceived social support especially
emotional and informational support their
caregivers should be participated in the
program. Changes will be measured in the
target population’s awareness of (1) the
symptoms of RA, (2) its related self-care
behaviors like medication-taking and exercise regimens, (3) the patients’ level of
pain and functional disability and (4) help
them obtain proper and correct information
to cope with the disease.
The long-term goal of RAPEP is to
help RA patients in improving their level
of health-related QOL and increasing their
significant low role functioning, health
perception and physical functioning due to
chronic pain. Expected outcomes of the
program will be (i) decreasing the current
level of pain and functional disability for
patients joined in RAPEP by at least
20%,(ii) demonstrating an improved
awareness of etiology of RA and, espe-
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cially, its related self-care behaviors and
exercises compared with baseline (i.e.
prior to the educational program) by RA
patients and (iii) having fewer pain and
functional limitations and therefore, having
a higher level of health-related QOL compared with baseline in the patients.
Although lots of studies in this regards have been done before for rheumatic
patients including RA in developed countries, the number of these studies in developing countries are few. Thus, it was believed cautious to set up a baseline determination of the health-related QOL and its
related factors and behaviors regarding
rheumatoid arthritis patients within the
Yazd city’s population along with developing the educational program. Therefore,
the project was begun with a baseline survey to assess these factors about RA.
As Yeo et al., noted, any public
health education planning, have to comprise a comprehensive literature review
and the acceptation of a conceptual framework that will guide the process in a systematic fashion [29]. The PRECEDE component of the PRECEDE–PROCEED
model provided an outstanding conceptual
framework to develop RAPEP aiming at
RA patients in Yazd. The program characteristics are listed in Table 4. This program can be delivered in group format.

Acknowledgements
We would like to thank all those who
participated in the study, specifically, Dr
Rakhshani from Health Education and
Promotion Office, Ministry of Health, Iran
for her valuable input during the study.
The authors declare that there is no conflict
of interests.

References
[1]

[2]

[3]

[4]

Conclusion
This patient education program can
be useful for both clinical and public
health practitioners. For clinicians, this
educational program may be an integral
part of the management of rheumatoid arthritis, patient education and rehabilitation
therapies. As is evident, this is a newly developed program in a developing country
and its efficacy and effectiveness has not
been evaluated, yet. A priority for future
research is to determine the efficacy and
effectiveness of this intervention program
among communities.

127

[5]

[6]

[7]

Gordon MM, Thompson R, Madhok
R, Capell HA. Can intervention
modify adverse lifestyle variables in
a rheumatoid population? Results of
a pilot study. Annals of the Rheumatic Diseases 2002; 61: 66–69.
Chen SY Wang HH. The Relationship between Physical Function,
Knowledge of Disease, Social Support and Self care behavior in Patients with Rheumatoid Arthritis.
Journal of Nursing Research 2007;
15: 183-191.
Taal E, Rasker JJ, Seydel ER,
Wiegman O. Health Status, adherence
with health recommendations, selfefficacy and social support in patients
with rheumatoid arthritis. Patient
Education & Counseling 1993; 20: 6376.
Brady TJ, Kruger J, Helmick CG,
Callahan
LF,
Boutaugh
ML.
Intervention Programs for Arthritis and
Other Rheumatic Diseases. Health
Education & Behavior 2003; 30: 4463.
Minnock
P,
Fitzgerald
O,
Bresnihan B. Quality of life, social
support and Knowledge of disease
in Women with Rheumatoid
Arthritis. Arthritis & Rheumatism
2003; 47: 221-227.
Green LW, Kreuter MW, Deeds SG,
Partridge KB. Health Education
Planning: A Diagnostic Approach.
Palo Alto, CA: Mayfield Publishing
Company. 1980.
Green LW, Kreuter MW. Health
Program Planning: an educational
and ecological approach, 4th ed.

Health Promotion Perspectives, Vol. 1, No. 2, 2011; P: 118-129

[8]

[9]

[10]

[11]

[12]

[13]

[14]

[15]

[16]

New York: McGraw-Hill Higher
Education. 2005.
Bartholomew LK, Koenning G,
Dahlquist L, Barron K. An
educational needs assessment of
children with juvenile rheumatoid
arthritis. Arthritis Care Res 1994;
7:136-43.6.
Barry MA, Purser J, Hazleman R,
McLean A, Hazleman BL. Effect of
energy conservation and joint
protection education in rheumatoid
arthritis. Br J Rheumatol 1994;
33:1171-4.7.
Oh H, Seo W. Decreasing pain and
depression in a health promotion
program for people with rheumatoid
arthritis. J Nurs Scholarsh 2003;
35:127-32.
Stewart AL, Hays RD, Ware JE.
The MOS Short-form general health
survey: reliability and validity in a
patient population. Med Care 1988;
26: 724-35.
Aalto A M, Aro S, Ohinmaa A, Aro
AR, Mahonen M. The validation of
the SF-20 instrument for health
related quality of life in the Finnish
general
population.
STAKES,
National Research and Development
Centre for Welfare and Health
37:1997, Helsinki, Finland.
Guillemin F, Coste J, Pouchot J,
Ghe´zail M, Bregeon C, Sany J.
The French Quality of Life in
Rheumatology Group: The AIMS2SF: a short form of the Arthritis
Impact Measurement Scales 2.
Arthritis & Rheumatism 1997; 40:
1267–74.
Meenan RF, Gertman PM, Mason
JH.
Measuring health status
inarthritis. The arthritis impact
measurement
scales.
Arthritis
Rheum 1980; 23:146–52.
Meenan RF, Mason JH, Anderson
JJ, Guccione AA, Kazis LE.
AIMS2: The content and properties
of a revised and expanded Arthritis
Impact Measurement Scales Health
Status
Questionnaire.
Arthritis
Rheum 1992; 35:1–10.
Hill J. Patient education. In: Hill J,
Stephenson V, editors. Rheumatology

[17]

[18]

[19]

[20]

[21]

[22]

[23]

[24]

[25]

[26]

Nursing: a creative approach.
London: Churchill Livingstone; P.
273-85. 1998.
Kaye EA, Punchak SS. Patient
understanding of the causes and
medical treatment of RA. Br J
Rheumatol 1998; 27:396–8.
Lorig K, Chastain RL, Ung E, Shoor
S, Holman HR. Development and
evaluation of a scale to measure
perceived self-efficacy in people
with
arthritis.
Arthritis
&
Rheumatism 1989; 32, 37-44.
McDonald-Miszczak L, Wister AV.
Predicting Self-Care Behaviors
among Older Adults Coping With
Arthritis: A Cross-Sectional and 1Year Longitudinal Comparative
Analysis. Journal of Aging Health
2005; 17: 836-857.
Katz PP. Education and Self-care
Activities Among persons with
Rheumatoid
Arthritis.
Social
Science Med 1998; 46:1057-1066.
Kosinski M, Kujawski SC, Martin
R, Wanke LA, Buatti MC, Ware JE,
Perfetto EM. Health- related quality
of life in early rheumatoid arthritis:
Impact of disease and treatment
response.
American
Medical
Journal of Managed Care 2002; 8:
231-240.
Jakobsson U, Hallberg IR. Pain and
Quality of life among older people
with rheumatoid arthritis and/or
osteoarthritis: a literature review.
Journal of Clinical Nursing 2002;
11, 430-443.
Guillmen F. Functional disability
and quality of life assessment in
clinical practice. Rheumatology
2000; 39: 17-23.
Edwardson SR, Dean KJ. Appropriateness of self care responses to
symptoms among elders: Identifying
pathways of influence. Research in
Nursing and Health 1999; 22: 329339.
Orem D. Nursing: concepts of
practice. 6th ed. St. Louis: Mosby;
p: 43. 2001.
Callahan LF, Pincus T. Education,
self-care,
and
outcomes
of
rheumatic
diseases:
further
128

Nadrian et al.: Development of a Rheumatoid Arthritis Education Program …

[27]

[28]

[29]

[30]

129

challenges to the “biomedical
model” paradigm. Arthritis Care
Research 1997; 10: 283–8.
Mirtz TA, Thompson M, Greene L,
Wyatt LA, Akagi CG. Adolescent
idiopathic scoliosis screening for
school, community, and clinical
health promotion practice utilizing
the PRECEDE- PROCEED Model.
Chiropractic & Osteopathy 2005;
13: 25-30.
Wilson RW.The PRECEDE model
of mental health education. J Hum
Behav Learn 1986; 3: 35–41.
Yeo M, Berzins S, Addington D.
Development of an early psychosis
public education program using the
PRECEDE–PROCEED
model.
Health Education Research 2007;
22: 639-647.
Yang HC, Chen YC, Mao HC, Lin
KH. Illness knowledge, social

[31]

[32]

[33]

[34]

support and self-care behavior in
adolescents with beta-thalasemia
major. The Journal of Nursing
Research 2001; 9: 114-124.
Holman H, Lorig K. Patients as
partners in managing chronic
diseases. British Medical Journal,
2000; 3: 526-527.
Lorig K, Gonzalez VM. The
integration of theory with practice:
A 12 year case study. Health
Education 1992; 19: 355-368.
Brekke M, Hjortdahl P, Kvien TK.
Self-efficacy and health status in
rheumatoid arthritis: a two-year
longitudinal observational study.
Rheumatology 2001; 40: 387-392.
Tudiver F, Talbot Y. Why don't men
seek help? Family physicians'
perspectives
on
help-seeking
behavior in men. The Journal of
Family Practice 1999; 48: 47-52.

