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Abstract

Objective: To investigate the contributions of physiotherapy and occupational therapy to self-management
interventions and the theoretical models used to support these interventions in chronic disease.

Data sources: We conducted two literature searches to identify studies that evaluated self-management
interventions involving physiotherapists and occupational therapists in MEDLINE, the Cochrane Library,
CINAHL, EMBASE, AMED (Allied and Complementary Medicine), SPORTdiscus, and REHABDATA
databases.

Study selection: Four investigator pairs screened article title and abstract, then full text with inclusion
criteria. Selected articles (n = 57) included adults who received a chronic disease self-management
intervention, developed or delivered by a physiotherapist and/or an occupational therapist compared
with a control group.

Data extraction: Four pairs of investigators performed independent reviews of each article and
data extraction included: (a) participant characteristics, (b) the self-management intervention, (c) the
comparison intervention, (d) outcome measures, construct measured and results.

Data synthesis: A total of 47 articles reported the involvement of physiotherapy in self-management
compared with |0 occupational therapy articles. The type of chronic condition produced different yields:
arthritis n = 21 articles; chronic obstructive pulmonary disease and chronic pain n = 9 articles each. The
theoretical frameworks most frequently cited were social cognitive theory and self-efficacy theory. Physical
activity was the predominant focus of the self-management interventions. Physiotherapy programmes
included disease-specific education, fatigue, posture, and pain management, while occupational therapists
concentrated on joint protection, fatigue, and stress management.

Conclusions: Physiotherapists and occupational therapists make moderate contributions to self-
management interventions. Most of these interventions are disease-specific and are most frequently based
on the principles of behaviour change theories.
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Introduction

In response to a global rise in chronic health condi-
tions and the aging of the population, a self-man-
agement agenda has been adopted to mitigate the
impending increase in healthcare costs. The goal of
this self-management agenda is to empower
patients to be actively involved in managing their
health issues, which is a transition from medical
management to behavioural management.!

This global rise in chronic diseases will also
result in an increase in the prevalence of disabil-
ity.? As a result, there has been a call for greater
involvement of rehabilitation professionals in the
chronic disease management approach® and some
work has been done already with disease-specific
groups such as stroke.*> Rehabilitation has been
defined as a process that assists persons who expe-
rience disability and are likely to have difficulty
achieving optimal functioning within their envi-
ronment.® Self-management of a disabling condi-
tion is seen as one solution to the increasing
demands made upon rehabilitation services by
people with long standing disease and disability.
Since physiotherapists and occupational therapists
spend considerable time with their patients during
the rehabilitation process, patients often use the
opportunity to informally discuss management
strategies of longer term issues.’

Although there is an opportunity for physiothera-
pists and occupational therapists to develop a com-
munity-based role around self-management of
chronic conditions, it is not known the extent to
which therapists are currently engaging in this role.
Such knowledge would be useful to identify gaps in
service delivery or areas where trainees might need
education to fulfil such roles. We undertook a scop-
ing review following the guidelines set out by Levac
et al.® and Arksey and O’Malley® to determine the
extent of the involvement by physiotherapists and
occupational therapists in self-management interven-
tions for persons with chronic disease, as well as the
theoretical models used to support the interventions.

Methods

For this review we defined self-management as
‘involving (the person with the chronic disease)
who engages in activities that protect and promote
health, monitoring and managing the symptoms and
signs of illness; managing the impact of illness on
functioning, emotions and interpersonal relation-
ships: and adhering to treatment regimes’.!° It ena-
bles participants to make informed choices, to adopt
new perspectives and generic skills that can be
applied to new problems as they arise, and to prac-
tice new health behaviours. A self-management
programme is a multi-component strategy that aims
to promote and support adequate self-management
for persons with chronic diseases. Chronic diseases
are permanent conditions that result in residual dis-
ability, are caused by non-reversible pathological
alteration, require special training of the patient for
rehabilitation, and are expected to require a long
period of supervision, observation, or care.!!

One of the authors (AL) undertook two litera-
ture searches: one to identify studies that evaluated
self-management interventions involving physio-
therapists, and the second to identify (self-manage-
ment) studies involving occupational therapists.
MEDLINE (1948-January 2013), the Cochrane
Library, CINAHL (1981-January 2013), Embase
(1980-January 2013), AMED (Allied and
Complementary Medicine) (1985—January 2013),
SPORTdiscus, and REHABDATA databases were
searched utilizing separate strategies for occupa-
tional therapy and physiotherapy. PEDro was also
included in the search for physiotherapy articles
and OTseeker was included in the search for occu-
pational therapy articles.

To identify the physiotherapy-specific studies,
the MeSH headings and keywords searched
included chronic disease combined with self-care
or self-management and physical therapy modali-
ties, physical therapy specialty, physical therapy,
or physiotherapy. To identify the occupational
therapy-specific studies, the MeSH headings and
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keywords searched included chronic disease
combined with self-care or self-management and
occupational therapy or vocational rehabilitation.
A manual search of the reference lists of relevant
articles was also conducted to identify any studies
missed using this search strategy.

Studies were included if: (1) they involved a
multi-component intervention that contained ele-
ments of self-management that were either devel-
oped or delivered by an occupational therapist and/
or a physiotherapist; (2) the evaluation included a
control group, as we wanted to look at the most
rigorous interventions and best quality studies; (3)
they recruited a sample of people >18 years of age;
(4) they were written in the English language.
Studies were excluded if they only involved phar-
macological interventions, focused only on car-
egivers, or assessed a single outcome.

After the initial search was completed, all arti-
cles were screened by title and abstract. This was
completed by four pairs of investigators. Following
this, full text screening was completed on the
remaining articles to determine eligibility based on
the inclusion and exclusion criteria. In cases where
it was unclear who developed or delivered the self-
management intervention, we included articles if
one of the authors was a physiotherapist or an
occupational therapist.

The investigator pairs undertook independent
reviews of each article before reaching consensus
about inclusion, exclusion, and data extraction.
Agreement between each pair of investigators was
assessed through kappa statistics. Data extraction
was conducted by the same four pairs of investiga-
tors who did the screening of articles and included:
(a) participant/sample characteristics (chronic
disease, country, sample size, mean age, sex);
(b) description of the self-management interven-
tion (objective, theoretical framework, who
designed/delivered the intervention, the format,
content, and dosage); (c) details about the compari-
son intervention; and (d) information regarding the
outcome measures used, the construct that they
measured, as well as their relevance to the objec-
tive of the intervention. Each investigator was then
asked to either agree or disagree with the reported
result of the self-management intervention. A sec-
ond data extraction form was created to obtain

additional detail about the components of the self-
management intervention and the contribution of
physiotherapy or occupational therapy to its design
or delivery. Agreement and consensus by pairs was
achieved after completion of the data extraction
forms for each eligible article.

All of the information on the data extraction
forms was summarized in table form by two physi-
otherapists who were independent to the extraction
process. Separate tables were created for each dis-
ease group and for each profession involved in the
intervention. The details of each included article
were condensed under the following headings: first
author, country, study design, sample size, age,
theory/model, self-management objective, com-
ponents of the self-management intervention,
strategies used to deliver the self-management
intervention, description of the physiotherapy, and
occupational therapy role in the self-management
intervention, interpretation of the results by the
authors. (See Table 1, available online, for a sum-
mary of all self-management interventions included
in this review.)

Results

A total of 57 articles were included in this review.
See Figure 1 for details of the articles included at
each stage of the process. Agreement within pairs
was moderate to very good (Kappa = 0.45-0.91).
A summary of each article by chronic condi-
tion is available in Table 1, available online. There
is a greater involvement by physiotherapy (n = 34
articles) compared with occupational therapy (n =
9 articles) in the development and delivery of
self-management reported in the literature
included in the review, while collaborative prac-
tice by the two professions (n = 14 articles) was
most consistently reported in arthritis studies.
Physiotherapy contributed to self-management
interventions in the following diseases: diabetes
mellitus (1), chronic fatigue (1), coronary artery
disease (1), ankylosing spondylitis (2), arthritis
(2), rheumatoid arthritis (4), osteoarthritis (3),
lymphedema (1), cancer (3), chronic obstructive
pulmonary disease (8), and chronic pain (7) (see
Table 2). Occupational therapy was primarily
involved in self-management interventions for
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Figure I. Included articles.

patients with the following diseases: diabetes
mellitus (2), ankylosing spondylitis (1), arthritis
(1), rtheumatoid arthritis (3), chronic obstructive
respiratory disease (1), and chronic disease (1).
Jointly, the two professions were involved with
self-management in coronary artery disease (1),
arthritis (5), rheumatoid arthritis (2), osteoarthri-
tis (1), chronic pain (2), chronic disease (2), and
fibromyalgia (1) (see Table 2). There were areas
of practice, such as chronic fatigue, cancer, and
lymphedema, where physiotherapy was the only
rehabilitation professional participating in the
self-management intervention.

Both professions were primarily involved in
disease-specific interventions; only two of the
studies involved generic self-management inter-
ventions.!?!3 One of these studies modified the
self-management component to include rehabilita-
tion principles in the programme.!?

The length of the interventions ranged from four
to 12 weeks, although some were offered over 12
to 24 months. Most of the interventions were tested
using a randomized controlled trial design (n = 50),
while other designs used were quasi-experimental
(n = 5), retrospective cohort (n = 1), and rand-
omized controlled trial pilot (n = 1).

Twenty of the 57 articles did not describe an
underlying theory in the development or support of
the intervention. The two theories that were used
most frequently to explain the intervention were
social cognitive theory and self-efficacy theory,
which are closely linked. The Health Belief
Model, 416 the Trans Theoretical Model of
Behaviour Change,!¢-18 Social Learning Theory, !>
Social Ecological Theory,?*2! Goals System
Theory,?® Rationale Emotive Theory,”?> and the
Skilled Helper Model?® were also listed as support-
ing the underlying self-management intervention.
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Table 2. Number of studies included by disease and by profession.

Disease Physiotherapy

Occupational therapy

Physiotherapy + Total

occupational therapy

Ankylosing spondylitis 2 |
Arthritis
Unspecified
Osteoarthritis
Rheumatoid Arthritis
Chronic pain
Cancer
Chronic disease
Chronic fatigue
COPD
Coronary artery disease
Diabetes
Fibromyalgia
Lymphedema
Total
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COPD: chronic obstructive pulmonary disease.

There were two diseases, chronic obstructive pul-
monary disease and chronic pain, where only 25%
of the studies reviewed had a theoretical underpin-
ning for their self-management intervention. In dis-
cases like arthritis, where self-management has a
long-standing history as part of the overall man-
agement of the condition, a theory was more con-
sistently identified as being fundamental to the
self-management intervention.

The objectives of the reviewed studies were
generally framed as an enquiry about whether an
intervention that was directed at a health behaviour
affected the outcome. For example, did self-man-
agement strategies with a focus on exercise and
dietary practices,?® self-monitoring,' symptom
management,?*25 education about a disease,?® or
joint protection practices!427 alter the outcome of
an impairment, such as limb volume,?8 function,!’
or health service utilization?!225 In some articles,
the study objective focussed on self-manage-
ment, 230 and in others the study objective was
stated as educational 20

The components of the self-management
approach delivered by physiotherapists and occu-
pational therapists addressed rehabilitation-related
issues, such as education, physical activity and

strengthening exercises, pain management, fatigue
management, risk factor modification, dyspnea
management, ergonomics, relaxation, energy con-
servation, joint protection, and assistive devices.
There were also issues covered which some thera-
pists may consider outside their scope of practice.
These topics were related to nutrition, medication,
and emotional management such as stress manage-
ment, communication techniques, and cognitive
behavioural techniques. Emotional management or
stress management were cited as part of the self-
management intervention for eight of the studies in
which physiotherapists participated!”2°34 and
three studies where both physiotherapists and
occupational therapists were involved.2233:36
Physiotherapists ~ delivered self-management
interventions most frequently in outpatient depart-
ments (usually situated in hospital settings) (n = 20),
in the home (n = 5), in primary care (n = 4), and in
community-based settings (z = 2). Self-management
was offered in a private practice setting in one study.
Occupational therapists most frequently provided
the self-management intervention in an outpatient (n
=4), in the home (n» =2), in primary care (n = 1), and
one study offered self-management online.?! The
settings where self-management was offered jointly
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by physiotherapists and occupational therapist
included outpatient departments (» = 3), commu-
nity-based settings (n = 3), the home (n =2), primary
care (n = 1), and research centres (n = 1). Telephone
support in addition to the intervention was offered in
six studies set in the home, in an outpatient setting,
or in primary care.?02437-41

The strategies used to deliver the self-manage-
ment interventions involved some aspect of behav-
ioural change consistent with self-management
principles. These included goal setting, barrier
identification, problem solving, goal modification,
peer support, action planning, and self-regulation.
Coaching and self-regulation were strategies that
were identified in multiple disease groups. Health
coaching has been described as an established
method used to support patient self-management
and to sustain behaviour change and associated
health-related outcomes.*>*? Self-regulation can be
defined as an iterative, guided, goal-directed pro-
cess that requires an individual to be self-reflective
while engaging in a change process aimed at task-
and time-specific outcomes.** Of the studies
included in this review, there was variability in the
number of strategies used in the delivery of the
self-management intervention. In fact, several
studies used education as their primary strategy,
which alone can be viewed as inconsistent with the
active involvement of the patient.*>-47

The role played by the two professions varied.
In 32 out of 55 articles reviewed, the physiothera-
pist or occupational therapist was involved in the
design and the delivery of the self-management
intervention. In the remaining 23 studies, the phys-
iotherapist or occupational therapist was either
involved in the design or the delivery, but usually
the latter. There were some differences in involve-
ment by disease group. For example, in interven-
tions that were not disease-specific, the
physiotherapist was involved in both the design
and delivery, whereas for disease-specific self-
management interventions, like those for chronic
obstructive pulmonary disease, the physiotherapist
typically delivered an intervention that was
designed by another health professional (often a
registered nurse and a respiratory therapist).
Physiotherapists also contributed to the delivery of

the physical training component of the self-man-
agement interventions for patients with cancer
rather than the intervention design, while the cog-
nitive behavioural component was often led by a
psychologist and a social worker. In studies where
the physiotherapists and occupational therapists
were both involved, there was not a significant dif-
ference in their contribution to either the design or
delivery of the intervention.

All of the studies used established outcome
measures to assess the results of the intervention.
Disease-specific outcomes were used in some stud-
ies; other outcomes included knowledge, function,
emotional well-being, cognition, physical activity,
quality of life, health status, work absenteeism,
patient and provider satisfaction, health service utili-
zation, caregiver burden, adherence to joint protec-
tion, and energy conservation techniques and
impairment measures such as pain, sleep, disease
activity, glycemic control, and strength. A total of 18
studies measured self-efficacy as a way of determin-
ing whether the participants’ confidence had played
a role in increasing the self-management of symp-
toms and behaviour change. These included studies
of patients with arthritis (n = 15),14-17.19.27,29,36,39.45.48-
2 chronic pain (rn = 3),°35 general chronic disease
(n = 2),1213 and coronary artery disease (n = 1).18
Eleven of these studies reported increases in self-
efficacy. Only two studies used standardized out-
comes to assess self-management behaviours.!226

Most studies used multiple outcome measures
and reported both significant and non-significant
findings (see Table 3). Most studies relied on
patient report, however six studies used perfor-
mance measures as well to assess outcomes, such
as hand grip strength, walking speed (6MWT),
mobility (TUG), lower extremity performance,
endurance (step test, stair climbing), and function
(functional lifting). One study reported positive
findings on these outcomes,!® while five studies
reported non-significant findings with the perfor-
mance measures used. 233,233,356

Discussion

The results of this scoping review show that both
physiotherapists and occupational therapists are
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Table 3. Summary of results reported by authors.

Physiotherapy studies ~ Occupational Physiotherapy and
therapy studies  occupational therapy studies
Significant positive findings 6 I 2
Mixed findings 22 4 8
(significant and non-significant findings)
Non-significant findings 8 4 2
Significant negative findings 2 I -

involved in self-management interventions and
describe how these interventions are being evalu-
ated. In the studies reviewed, physiotherapists
played a greater role than occupational therapists in
self-management and both professions played the
greatest role in studies involving arthritis. The
degree of rehabilitation involvement may relate
more to established advocates for disease organiza-
tions rather than lack of professional leadership in
self-management. Physical activity was the most
frequently described focus of the self-management
intervention that involved physiotherapists, in
addition to other issues such as fatigue manage-
ment, posture, disease-specific education, and pain
management. In studies where occupational thera-
pists were involved, physical activity was also
cited as the focus of the self-management interven-
tion, along with other issues such as fatigue man-
agement, joint protection, and stress management.
These results show that there is a significant over-
lap between the two professions in the areas they
address through their self-management involve-
ment. It was somewhat surprising that other forms
of emotional management were not included as a
component of self-management offered by occupa-
tional therapists, for whom strategies around psy-
chological health would be more commonly part of
their scope of practice.

The principles of rehabilitation that assist peo-
ple to accept and adjust to a different level of func-
tioning subsequent to a catastrophic event or a
progressive illness®’% are very similar to the pro-
cesses advocated in self-management. They differ
in that the autonomy of the patient in self-manage-
ment is paramount, and problem identification and
goal setting are entirely the responsibility of the

patient. The development and implementation of
the action plan, which might equate to the practice
schedule outlined by the therapist, is also the
responsibility of the patient in self-management.
Similarities and differences between the processes
have been discussed in the literature.’3%%0 The
focus of goal setting in rehabilitation is to optimize
function (e.g. improve endurance or coping skills),
whereas the focus for self-management is life goals
(e.g. participating in recreation or returning to
work); however, the focus of the life goals often
requires strategies to manage issues such as endur-
ance or coping skills, which if not addressed may
impact optimal functioning. The contact time phys-
iotherapists and occupational therapists have with
patients enables them to identify issues impacting
health and full participation in activities and roles.

The focus of the theoretical approaches used in
the studies reviewed was behaviour change. The
theory most frequently used was social cognitive
theory, where the underlying premise is that the
participants’ self-efficacy for a particular activity
can increase as a result of the self-management
intervention, and there was evidence that this asso-
ciated behaviour change could affect a certain
health outcome. Understanding the concepts
underlying behaviour change theories is crucial to
delivering self-management programmes, and
therefore university curricula, as well as those
offering continuing education and professional
development, need to ensure that both professions
are adequately prepared to integrate rehabilitation
theories and models alongside those typically used
in self-management interventions.

Increased dialogue within each profession is
needed about which rehabilitation principles would
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make contributions to persons being able to better
manage their chronic disease. There were only
three studies where both professions contributed
together!%13 or occupational therapy contributed
alone®’ to generic chronic disease programmes that
have been evaluated as part of larger, complex
interventions. It will be important moving forward
to determine the unique contribution that can be
made by physiotherapy and occupational therapy
to the self-management portion of the intervention
as part of the active ingredient in these complex
interventions.

None of the studies we reviewed examined how
the skills acquired by the patient could be inte-
grated into the functioning of the inter-professional
team and into the interactions between the patient
and the healthcare professional. If self-management
is to have an optimal effect, the self-management
strategy adopted by the patient needs to be
integrated into the overall healthcare plan and
approach. A continuance of provider-directed care
may stunt the ongoing development of self-man-
agement skills by the patient. An initiative to move
this area forward would be to encourage healthcare
providers to gain skills in partnership based roles.°!

Clinical messages

e Social cognitive theory was most fre-
quently used to explain the self-manage-
ment interventions: the underlying premise
is that the participants’ self-efficacy for a
particular activity increases as a result of
the self-management intervention.

e The majority of studies focused on physi-
cal activity and arthritic conditions were
the most commonly studied.

Contributors

This scoping study was initially conceived by JR. AL per-
formed the literature searches and JR, AL, JH, LL, NM,
LW, SW, GB, and KMG contributed to the discussion
about the methodology for the article, and comprised the
investigator pairs who screened all articles and performed
data extraction on the eligible articles. SS and CM collated
and summarized the extracted data. The first draft of the

article was written by JR with contributions from AL and
SS. All authors critically reviewed the article and their
input was incorporated into the final draft. All authors
have approved this final version of the article.

Conflict of interest

The author declares that there is no conflict of interest.

Funding

This research received no specific grant from any fund-
ing agency in the public, commercial, or not-for-profit
sectors.

References

1. Taylor D and Bury M. Chronic illness and the expert
patient. Sociol, Health Illness 2007; 29: 27-45.

2. World Health Organization. World Report on Disability.
Geneva, 2011.

3. Jansma FI, Twillert SV, Postema K, et al. Physical and
rehabilitation medicine and self-management education:
A comparative analysis of two approaches. J Rehabil Med
2010; 42: 808-814.

4. Jones F and Riazi A. Self-efficacy and self-management
after stroke: a systematic review. Disabil Rehabil 2011;
33:797-810.

5. Lindsay S and Vrijhoef HJ. Introduction — A sociological
focus on ‘expert patients’. Health Sociology Review 2009;
18: 139-144.

6. Stucki G, Cieza A and Melvin J. The International
Classification of Functioning, Disability and Health (ICF):
a unifying model for the conceptual description of the
rehabilitation strategy. J Rehabil Med 2007; 39: 279-285.

7. Walton DM, Macdermid JC and Neilson W. Recovery
from acute injury: clinical, methodological and philosoph-
ical considerations. Disabil Rehahabil 2010; 32: 864—874.

8. Levac D, Colghun H and O’Brien K. Scoping reviews:
Advancing the methodology. Implementation Science
2010; 5: 2-9.

9. Arksey H and O’Malley L. Scoping studies: Towards a
methodological framework. Int J Social Res Methodol
2005; 8: 19-32.

10. Gruman J and Von Korft M. Indexed bibliography on self-
management for people with chronic disease. Washington,
DC: Center for Advancement in Health, 1996.

11. Timmreck TC. Dictionary of health services management.
2nd ed. Owings Mills, MD: National Health Pub., 1987.

12. Richardson J, Letts L, Chan D, et al. Rehabilitation in a
primary care setting for persons with chronic illness - a
randomized controlled trial. Primary Health Care Res
Dev 2010; 11: 382-395.

13. Siu AM, Chan CC, Poon PK, et al. Evaluation of the
chronic disease self-management program in a Chinese
population. Patient Ed Counsell 2007; 65: 42-50.

Downloaded from cre.sagepub.com at PENNSYLVANIA STATE UNIV on March 5, 2016


http://cre.sagepub.com/

Richardson et al.

1075

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

217.

28.

Hammond A, Lincoln N and Sutcliffe L. A crossover trial
evaluating an educational-behavioural joint protection
programme for people with rheumatoid arthritis. Patient
Ed Counsell 1999; 37: 19-32.

Hammond A and Freeman K. The long-term outcomes
from a randomized controlled trial of an educational-
behavioural joint protection programme for people with
rheumatiod arthritis. Clin Rehabil 2004; 18: 520-528.
Hammond A, Bryan J and Hardy A. Effects of a modular
behavioural arthritis education programme: a pragmatic
parallel-group randomized controlled trial. Rheumatol
2008; 47: 1712-1718.

Heuts P, de Bie R, Drietel M, et al. Self-management in
osteoarthritis of hip or knee: A randomized clinical trial
in a primary healthcare setting. J Rheumatol 2005; 32:
543-549.

Izawa KP, Watanabe S, Omiya K, et al. Effect of self
monitoring during cardiac rehabilitation: A randomised
controlled trial. Am J Phys Med Rehabil 2005; 84: 313—
321.

Sweeney S, Taylor G and Calin A. The effect of a home
based exercise intervention package on outcome in
ankylosing spondylitis: A randomized controlled trial. J
Rheumatol 2002; 29: 763-766.

King DK, Strycker LA, Toobert DJ, et al. Outcomes of a
multifaceted physical activity regimen as part of a diabe-
tes self-management intervention. Ann Behav Med 2006;
31:128-137.

McKay HG, King D, Eakin E, et al. The diabetes network
internet-based physical activity intervention. Diabetes
Care 2001; 24: 1328-1334.

van Lankveld W, van Helmond T, Naring G, et al. Partner
participation in cognitive-behavioural self-management
group treatment for patients with rheumatoid arthritis. J
Rheumatol 2004; 31: 1738-1745.

Van Rooijen AJ, Viviers CM and Becker PJ. A daily phys-
ical activity and diet intervention for individuals with type
2 diabetes mellitus: A randomized controlled trial. South
African J Physiother 2010; 66: 9—15.

Effing T, Kerstjens H, van der Valk P, et al. (Cost)-
effectiveness of self-treatment of exacerbations on the
severity of exacerbations in aptients with COPD: the
COPE I study. Thorax 2009; 64: 956-962.

Gallefoss F. The effects of patient education in COPD in a
1-year follow-up randomised, controlled trial. Patient Ed
Counsell 2004; 52: 259-266.

Cohen JL, van Houten Sauter S, De Vellis RF, et al.
Evaluation of arthritis self-management courses led by lay
persons and by professionals. Arthritis Rheum 1986; 29:
388-393.

Hammond A, Young A and Kidao R. A randomized con-
trolled trial of occupational therapy for people with rheu-
matiod arthritis. Ann Rheumatic Dis 2004; 63: 23-30.
Tidhar D and Katz-Leurer M. Aqua lymphatic therapy
in women who suffer fro breast cancer treatment-realted
lymphedema: a randomized controlled study. Support
Cancer Care 2010; 18: 383-392.

29.

30.

31

32.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

Riemsma R, Taal E, Brus H, et al. Coordinated individual
education with an arthritis passport for patients with rheu-
matoid arthritis. Arthritis Care Res 1997; 10: 238-249.
Taal E, Riemsma R, Brus H, et al. Group education for
patients with rheumatoid arthritis. Patient Ed Counsell
1993; 20: 177-187.

Korstjens I, May A, van Weert E, et al. Quality of life after
self-management cancer rehabilitation: A randomized
controlled trial comparing physical and cognitive-beah-
vioural training versus physical training. Psychosomatic
Med 2008; 70: 422—429.

May AM, Korstjens I, van Weert E, et al. Long-term
effects on cancer survivors’ quality of life of physical
training versus physical training combined with cogni-
tive-behavioural therapy: results from a randomized trial.
Support Care Cancer 2009; 17: 653—663.

May AM, Van Weert E, Korstjens 1, et al. Improved physi-
cal fitness of cancer survivors: A randomised controlled trial
comparing physical training with physical and cognitive
—behavioural training. Acta Oncologica 2008; 47: 825-834.
Gustavsson C and von Koch L. Applied relaxation in the
treatment of long-lasting neck pain: A randomized con-
trolled pilot study. J Rehabil Med 2006; 38: 100—107.
Lindroth Y, Brattstrom M, Bellman I, et al. A problem-
based education program for patients with rheumatoid
arthritis: Evaluation after three and twelve months.
Arthritis Care Res 1997; 10: 325-332.

Laforest S, Nour K, Gignac M, et al. Short-term effects
of a self-management intervention on health status of
housebound older adults with arthritis. J Applied Gerontol
2008; 27: 539-567.

Bendixen RM, Levy CE, Olive ES, et al. Cost effective-
ness of a telerehabilitation program to support chronically
ill and disabled elders in their homes. Telemedicine and
e-Health 2009; 15: 31-38.

Pariser D, O’Hanlon A and Espinoza L. Effects of tel-
ephone intervention on arthrtis self-efficacy, depression,
pain and fatigue in older adults with arthritis. J Geriatr
Phys Ther 2005; 28: 67-73.

Stenstrom C. Home exercise in rheumatoid arthritis
functional class II: Goal setting versus pain attention. J
Rheumatol 1994; 21: 627-634.

Bourbeau J, Julien M, Maltais F, et al. Reduction of hos-
pital utilization in patients with chronic obstructive pul-
monary disease — A disease-specific self-management
intervention. Arch Intern Med 2003; 163: 585-591.
Maltais F, Bourbeau J, Lacasse Y, et al. A Canadian,
multicentre, randomized clinical trial of home-based pul-
monary rehabilitattion in chronic obstructive pulmonary
disease: Rationale and methods. Can Respir J 2005; 12:
193-198.

Huffman M. Health coaching: a new and exciting tech-
nique to enhance patient self-management and improve
outcomes. Home Healthcare Nurse 2007; 25: 271-274.
Olsen J and Nesbitt B. Health coaching to improve healthy
lifestyle behaviours: an integrative review. Am J Health
Promotion 2010; 25: el—e12.

Downloaded from cre.sagepub.com at PENNSYLVANIA STATE UNIV on March 5, 2016


http://cre.sagepub.com/

1076

Clinical Rehabilitation 28(11)

44,

45.

46.

47.

48.

49.

50.

S1.

52.

53.

54.

55.

56.

57.

Maes S and Karoly P. Self-regulation assessment and
intervention in physical illness. Applied Psychol 2005; 54:
267-299.

Callahan LF, Mielenz T, Freburger J, et al. A randomized
controlled trial of the people with arthritis can exercise
program: symptoms, function, physical activity, and psy-
chosocial outcomes. Arthirtis Care Res 2008; 59: 92—-101.
Meeus M, Van Oosterwijck J, Van Alsenoy V, et al. Pain
physiology education improves pain beliefs in patients with
chronic fatigue syndrome compared with pacing and self-
management education: A double blind randomized con-
trolled trial. Arch Phys Med Rehabil 2010; 91: 1153—1159.
Jull G, Sterling M, Kenardy J, et al. Does the presence of
sensory hypersensitivity influence outcomes of physical
rehabilitation for chronic whiplash? — A preliminary RCT.
Pain 2007; 129: 28-34.

Solomon DH, Warsi A, Brown-Stevenson T, et al. Does
self-managment education benefit all populations with
arthritis? A randomised controlled trial in a primary care
physician network. J Rheumatol 2002; 29: 362-368.

Bell M, Lineker S, Wilkins A, et al. A randomized con-
trolled trial to evaluate the efficacy of community based
physical therapy in the treatment of people with rheuma-
toid arthritis. J Rheumatol 1998; 25: 231-237.

Barlow J and Barefoot J. Group education for people with
arthritis. Patient Ed Counsell 1996; 27: 257-267.

Hughes SL, Seymour RB, Cambell RT, et al. Long-term
impact of Fit and Strong! on older adults with osteoarthri-
tis. The Gerontologist 2006; 46: 801-814.

Hopman-Rock M and Westhoff MH. The effects of a
health educational and exercise program for older adults
with osteoarthritis of the hip or knee. J Rheumatol 2000;
27: 1947-1954.

Asenlof P, Denison E and Lindberg P. Individually tai-
lored treatment targeting activity, motor behavior, and
cognition reduces pain-related disability: A randomized
controlled trial in patients with musculoskeletal pain. J
Pain 2005; 6: 588—603.

Hurley MV, Walsh NE, Mitchell HL, et al. Clinical effec-
tiveness of a rehabilitation program integrating exercise,
self-management, and active coping strategies for chronic
knee pain: A cluster randomized trial. Arthritis Rheum
2007; 57: 1211-1219.

Jessep SA, Walsh NE, Ratcliffe J, et al. Long-term clini-
cal bennefits and costs of an integrated rehabilitation
programme compared with outpatient physiotherapy for
chronic knee pain. Physiotherapy 2009; 95: 94-102.
Bennell KL, Hinman RS, Metcalf BR, et al. Efficacy of
physiotherapy management of knee joint osteoarthritis: a
randomised, double blind, placebo controlled trial. Ann
Rhem Dis 2005; 64: 906-912.

Ferrucci L, Guralnik J, Simonsick E, et al. Progessive
versus catastrophic disability: A longitudial view of the
disablement process. J Gerontol A Biol Sc Med Sci 1996;
51A: M123-M130.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

Gurlanik J, Ferrucci L, Balfour J, et al. Progessive versus
catastrophic loss of the ability to walk: Implications for
the prevention of mobility loss. J Am Geriatr Soc 2001,
49: 1463-1470.

Gutenbrunner C. Commentary on physical and rehabili-
tation medicine and self management education: A com-
parative analysis of two approaches. J Rehabil Med 2010;
42: 815-817.

Jansma FF and Lettinga AT. On making a difference: The
case of self-management education and physical and reha-
bilitation medicine. J Rehabil Med 2011; 43: 465-466.
Redman BK. Patient self-management: potential harms to
control. Chronic Illn 2010; 6: 151-153.

Taylor D and Bury M. Chronic illness, expert patients and
care transition. Sociology of Health and Illness 2007; 29:
27-45.

Spadaro A, De Luca T, Massimiani MP, et al. Occupational
therapy in ankylosing spondylitis: Short-term prospective
study in aptients treated with ani-TNF-alpha drugs. Joint
Bone Spine 2008; 75: 29-33.

Lorig K, Feigenbaum P, Regan C, et al. Comparison of
lay-taught and professional-taught arthritis self-manag-
ment courses. J Rheumatol 1986; 13: 763-767.

Nour K, Laforest S, Gauvin L, et al. Behvaiour change
following a self-managment intervention for housebound
older adults with arthritis: an experimental study. /nt J
Behav Nutrition Physical Activity 2006; 3: 1-3.

Effing T, Zielhuis G, Kerstjens H, et al. Community
based physiotherapeutic exercise in COPD self-manage-
ment: A randomised controlled trial. Respir Med 2011;
105: 418-426.

Gallefoss F, Sigvald Bakke P and Kjaersgaard P. Quality
of life assessment after patient education in a randomized
controlled study on asthma and chronic obstructive pul-
monary disease. Am J Respir Crit Care Med 1999; 159:
812-817.

Lawlor M, Kealy S, Agnew M, et al. Early discharge care
with ongoing follow-up support may reduce hospital read-
missions in COPD. Int J COPD 2009; 4: 55-60.
Monninkhof E, Van der Valk J, van der Palen J, et al.
Effects of a comprehensive self-management programme
in patients with chronic obstructive pulmonary disease.
Eur Respir 2003; 22: 815-820.

Moore J, Fiddler H, Seymour J, et al. Effect of a home
exercise video programme in patients with chronic
obstructive pumlonary disease. J Rehabil Med 2009; 41:
195-200.

Norweg AM, Whiteson J, Malgady R, et al. The effective-
ness of different combinations of pulmonary rehabilita-
tion program components: A randomized controlled trial.
Chest 2005; 128: 663-672.

Frost H, Klaber Moffett JA, Moser JS, et al. Randomised
controlled trial for evaluation of fitness program for
patients with chronic low back pain. BMJ 1995; 310:
151-154.

Downloaded from cre.sagepub.com at PENNSYLVANIA STATE UNIV on March 5, 2016


http://cre.sagepub.com/

Richardson et al.

1077

73.

74.

75.

Lamb SE, Lall R, Hansen Z, et al. A multicentred ran-
domised controlled trial of a primary care-based behav-
ioural programme for low back pain. The Back Skills
Training (BeST) trial. Health Technol Assess 2010; 14:
1-281.

Turner-Stokes L, Erkeller-Yuksel F, Miles A, et al.
Outpatient cognitive behavioural pain management pro-
grams: A randomized comparison of a group-based multi-
disciplinary versus an individul therapy model. Arch Phys
Med Rehabil 2003; 84: 781-788.

Azad N, Molnar F and Byszewski A. Lessons learned from
a multidisciplinary heart failure clinic for older women: a
randomised controlled trial. Age Ageing 2008; 37: 282-287.

76.

77.

78.

Cedraschi C, Desmeules J, Rapiti E, et al. Fibromyalgia:
a randomised controlled trial of a treatment programme
based on self-management. Ann Rheum Dis 2004; 63:
290-296.

Tidhar D and Katz-Leurer M. Aqua lymphatic therapy in
women who suffer from breast cancer treatment-related
lymphedema: A randomized controlled study. Support
Care Cancer 2010; 18: 383-392.

Klaber Moffett JA, Jackson DA, Richmond S, et al.
Randomised trial of a brief physiotherapy interven-
tion compared with usual physiotherapy for neck pain
patients: outcomes and patients’ preference. BM.J 2005;
330: 75.

Downloaded from cre.sagepub.com at PENNSYLVANIA STATE UNIV on March 5, 2016


http://cre.sagepub.com/

