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Abstract
Background: Rheumatoid arthritis (RA) is a systemic and immunologic disorder, which is characterized with feet, wrist and knee
inflammatory destruction and morning stiffness. It mainly results in joint deformity and reduced ability, which can propagate into
low quality of life (QOL). Recently, QOL has been demonstrated as one of the most important factors in male’s life and studies have
showed the negative effect of physical and emotional stress on QOL.
Objectives: This study aimed at evaluating the effect of stress management on QOL in females with RA referring to Baqiyatallah
hospital during years 2012 to 2013.
Methods: Fifty female patients with RA that had referred to Baqiyatallah hospital between March 2012 and March 2013 were evaluated in 2 equal groups, matched by age. The patients were enrolled conveniently. The intervention group members were trained
with a 10-session stress management program and the control group did not undergo any intervention. The world health organization quality of life (WHOQOL-BREF) questionnaire was filled-out by both groups (α = 0.641) and the results were compared by
suitable statistical tests.
Results: Significant difference was observed in QOL between the intervention and control groups (effect size of 2 = 0.845). No significant difference was seen in mean QOL results in early post-test and late follow-up test; however, a significant difference was seen
between post-test and pre-test in the intervention groups (P < 0.05).
Conclusions: This study demonstrated that stress management could benefit QOL in RA patients. The results suggest that the stress
management package can be beneficial in these patients along with other medications.
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1. Background

provement in the quality of life related to health care (7).

Rheumatoid Arthritis (RA) is a systemic disease with
unknown etiology. It is characterized with symmetrical,
permanent, and destructive inflammatory synovitis. However, its severity depends on genetics and socio-economic
patterns. The patients are usually between 25 and 50 years
old with a male to female ratio of 1:3 (1-3). There are nearly
half a million patients with RA in Iran (4). As joints are
among the most important components of the body and
are involved in daily activity, RA is associated with reduced
Quality of Life. Therefore, endeavors have been made to
evaluate and reduce patients’ inabilities (5, 6).
Based on world health organization’s (WHO) definition, quality of life is “A state of complete physical, mental,
and social well-being not merely the absence of disease”.
This means that the measurement of health and the effects
of health care must include both an indication of changes
in the frequency and severity of diseases and an estimation
of well-being, and this can be assessed by measuring im-

In psychology, stress is a feeling of strain and pressure.
Symptoms may include a sense of being overwhelmed,
feelings of anxiety, overall irritability, insecurity, etc. It
may also cause more serious conditions such as cardiovascular disease. Furthermore, stress is related to negative effects on patients. It has been shown that stress contributes to the initiation and development of specific diseases, however, chronic diseases (such as RA) are associated
with higher stress and this vicious cycle can worsen the disease and increase stress (8).
Although, small amounts of stress may be desired,
beneficial, or even healthy, higher amounts of stress can
reduce mood and patients quality of life over time (8).
Regarding this information, there are several cognitivebehavioral methods, which can help people reduce the
amount of stress by controlling their environment and
their stability (2-5). Stress management systems, using
cognitive-behavioral methods, could help patients recog-
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nize, evaluate, and omit stress-full events from their lives
and maintain in a more stable situation (6, 9). Studies
have demonstrated that omitting and controlling stress
can improve the course of chronic illnesses and help patients cope with their disease.

All sessions were held publicly. In the control group, the researchers only explained some general information without any intervention.
The intervention group was evaluated for QOL twice; 2
days and 1 month after the end of the last session.

2. Objective

3.1. Ethical Considerations

Therefore, this research attempted to determine the
effect of stress management system (based on cognitivebehavioral methods) on controlling stress and quality of
life in females with RA that had referred to Baqiyatallah
hospital during years 2012 and 2013.

3. Materials and Methods
This was a non-randomized or quasi-experimental
study on 150 conveniently selected females with RA referred to the rheumatology ward of Baqiyatallah hospital
(Tehran-Iran) between March 2012 and March 2013. The patients were diagnosed by a rheumatologist using physical
examinations and para-clinical tests. Furthermore, a 12month gap was allocated between diagnosis and the study
initiation for treatment stability. Patients with known
chronic diseases rather than RA and psychological disorders were excluded from the study. Demographic information was gathered and documented in a researcher provided checklist (age, education, marital status, residency,
and disease duration). At the end, 50 patients, with the
mentioned inclusion criteria, were included in the current study. Patients with severe acute diseases and sudden
physical or psychological stress during the study were excluded.
All patients filled out the WHOQOL- BREF (a brief questionnaire of WHOQOL-100) before starting the program.
The Persian-translated questionnaire was used, which was
evaluated and validated by Yousefy et al. with Cronbach alpha of 0.76 to 0.82 (10).
The patients were divided to 2 groups of 25; intervention (with stress management educational package) and
control (without any intervention). Patients were allowed
to freely choose their group at the start of the study. In
the intervention group, after explaining the protocol, the
stress management educational program with cognitivebehavioral methods was applied in 10 separate sessions
consisting of the following stages, 1- introduction, 2- stress
recognition and signs, 3- stress criteria and levels, 4- stressors, 5- confronting Stresses, 6- recognizing stress-prone individuals, 7- recognizing stress reducer tools, 8- stress reducing guidelines, 9- stress reducing skills, and 10- the relationship between stress and chronic illnesses such as RA.
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The information of all patients was confidential; all individuals participated anonymously and the data were expressed as a whole. After discussion about the aim of this
study, a written informed consent was taken from the patients before any data collection. No safety or medical procedures were neglected and the researchers were bind to
the declaration of Helsinki ethical codes. This study was approved by the ethics committee of the Faculty of Medicine.
3.2. Statistical Analysis
All Quantitative data were expressed as mean ± standard deviation (SD) and tested for normality by the
Kolmogorov-Smirnov test. Qualitative data were demonstrated by frequencies and percentages. For further analysis, independent sample t test and chi-square were executed for comparing means between the 2 groups. Also,
paired t test was used for pre- and post-test in both groups.
A P value of less than 0.05 was considered as significant. Data were analyzed by SPSS version 20.0 (SPSS, Inc.,
Chicago, IL, USA).

4. Results
All demographic data are summarized in Table 1. The
groups were matched for age, literacy, marital status, and
place of residence. Mean WHOQOL-BREF pre-test score was
88.62 ± 5.41 and 87.0 ± 6.59 for intervention and control
groups, respectively; with no significant difference (P >
0.05). Mean WHOQOL-BREF post-test score was 116.87 ±
9.90 and 81.58 ± 7.92 for intervention and control groups,
respectively, with a significant difference (P = 0.0001). By
eliminating the pre-test confounder effect, there was a significant difference between the 2 groups’ post-test results
(119.25 vs. 79.2; P = 0.0001, 2 = 0.845) (Table 2), which demonstrates that stress management could increase the variance of QOL in RA patients by 84%.
The intervention group was followed 1 more times per
month after the last session. The mean WHOQOL-BREF
score was 118.87 ± 8.76. There was no significant difference
between post test and follow-up test results, demonstrating a steady state after the study (P = 0.001 and effect size =
0.918).
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Table 1. Demographic Data of the Patients Included in the Studya , b

Intervention

Control

P Value

42.12 ± 10.47

44.98 ± 9.11

0.638

Age

0.857

Education
Illiterate

2

3

Nonacademic

18

16

Academic

5

6

-

9.87 ± 1.11

Smoking

5 (20)

6 (24)

0.557

Married

20 (80)

19 (76)

0.456

RA duration

0.412

Living Place

a
b

Rural

7 (28)

9 (36)

Urban

18 (72)

16 (64)

Values are expressed as mean ± SD or No. (%).
None of the parameters differed significantly between groups.

Table 2. Quality of Life in Females with Rheumatoid Arthritis in Pre-Test and Post-Test and With Eliminating the Effect of Pre-Testa

Pre-Test

Mean ± SD
Min-Max

Post-Test

Control

Intervention

Control

Intervention

P Control

P Intervention

87 ± 6.5

88.62 ± 5.5

81.58 ± 7.9

116.78 ± 9.9

0.111

< 0.001

75 - 98

70 - 92

68 - 95

100 - 136

79.2

119.25

After correcting By Pre-test
P value
a

0.637

< 0.001

Significant differences were seen between RA patients’ pre-test and post-test; and post-test between intervention and control patients.

5. Discussion
Rheumatoid Arthritis is a multi-systemic disease,
which effects all races and is found all over the world.
Physical inability is one of the most important components of treatment, however, psychological burden has
been discussed in the recent years. Rhee et al. demonstrated that mood disorders are present in more than 70%
of the patients suffering from RA (11). In another study,
RA was associated with stress, anxiety, and depression (2).
Waheed et al. demonstrated that all rheumatologic disorder patients have at least one psychological disorder due
to the chronic course of the disease (12). As indicated by
the literature, most studies have considered the physical
aspects of diseases. Therefore, efforts on other aspects of
chronic diseases are of a high priority.
There are studies, which have demonstrated the effect
of physical and emotional stress on chronic disease; all of
which showed that an increase in stress is associated with
poor prognosis. On the other hand, using self-evaluating
Iran J Psychiatry Behav Sci. 2017; 11(3):e9605.

stress management could increase mood, stability, and
shortening of disease course. For example, in the author’s
previous studies (13-16), stress management programs had
a lowering effect on anxiety, depression, and RA symptoms.
Other studies have demonstrated the same results (10-13).
In this study, the stress management educational program was evaluated regarding cognitive-behavioral methods on QOL in RA patients. The results indicated higher
QOL after 2 days and at least 1 month after the program
in comparison to the control group. These results can
suggest the efficacy of the Stress Management educational
program as a co-treatment with conventional medication.
These results were positively comparable with the studies
of Waheed et al. (12), Dehghani et al. (17), Anthony et al. (18),
and O’Donnel et al. (19).
The theory behind this study is a well-known vicious
cycle; RA patients have negative views about their abilities
and thus withdraw from normal activities. This becomes
a new stress and results in depression, low mood, and low
compliance in drug consumption. Chronic diseases (such
3
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as RA) exacerbate and make the patients more prone to
complications and lead to withdrawal from the society and
greater stress. Breaking this cycle can be as effective as
medication, regarding similar results (12-17).
There are many stressors, which can effect hormonal
imbalance and nervous system activities as well as immunologic reactions. This means that stress can have negative effects on infectious diseases and rheumatologic disorders. There are studies, which have demonstrated that
physical and emotional stresses could interfere with treatment of chronic diseases such as cancer, allergies, and lifethreatening infections. Stresses can target central and autonomic nervous systems, leading to adrenalin and corticosteroid release, which results in higher pain and lower
QOL. Patients can identify stresses by stress management
educational programs with cognitive-behavioral methods
and work towards eliminating them. In other words, lowering stress in chronically ill patients could improve their
illness and QOL together (12-16).
Although the current study was well designed, it had
some limitations. Females were selected as samples due to
their higher prevalence in the population; however, generalization to male subjects needs further investigations.
On the other hand, patients were only selected from one
center, thus further studies with a larger sample size and
multiple centers is required. Using other behavioral methods rather than the Stress Management educational program regarding cognitive-behavioral methods and evaluating other chronic disorders may be reasonable suggestions for further studies.
5.1. Conclusions
The results demonstrate that stress management education could improve RA severity and QOL of patients.
This protocol is recommended alongside drug-therapy in
chronic illnesses such as RA.
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