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Abstract: There are numerous reviews and meta-analyses that confirm that psychological 

therapy is efficacious for patients with rheumatoid arthritis (RA) in terms of managing pain. 

Therefore, the literature has moved on to answer additional questions: 1) What types of inter-

ventions are most strongly supported by the current evidence? 2) Do different patients benefit 

from different approaches? 3) When is it best to intervene? 4) What modalities are best for 

administering the intervention? 5) What model of care should we be proposing that will result in 

widespread implementation and will ensure access for patients with RA? This review concludes 

that cognitive behavioral therapy (CBT) is the most efficacious treatment for pain management 

in RA; however, there are indications that mindfulness may have particular benefits for patients 

with a history of depression. CBT is most effective when administered early in the course of 

the disease. However, there is at present little evidence to confirm whether or not psychosocial 

interventions are effective for patients with comorbid psychological disorders. One of the 

major challenges is ensuring access to effective interventions for patients, particularly early on 

in the course of the disease, with a view to preventing physical and psychological morbidity. 

A stepped-care model is proposed; however, we urgently need more, better-quality trials of 

minimal interventions, particularly in Internet-delivered CBT, which appears promising and 

may form the cornerstone of future stepped-care models for providing psychosocial care to 

patients with RA.

Keywords: pain, pain management, cognitive behavioral therapy, psychosocial treatment, 

coping, psychosocial, psychotherapy

Introduction
Pain management programs, typically based on self-regulation or cognitive behavioral 

approaches, have a long history in the management of chronic pain. A description of 

the most commonly used interventions is listed in Table 1. In the most recent Cochrane 

review,1 there was a clear efficacy of cognitive behavioral approaches to pain manage-

ment on pain, disability, and mood. Although studies demonstrate the overall efficacy 

of these approaches, the effect sizes are small both at posttreatment and at follow-up.1–3 

The fact that cognitive behavioral therapy (CBT) is efficacious for chronic pain is not a 

controversial claim, and researchers have now turned their attention to considering how 

the efficacy of existing programs can be improved.4 However, many of these studies 

include patients with heterogeneous chronic pain conditions, and only a small number 

of the trials have focused specifically on rheumatoid arthritis (RA).

There have been two specific meta-analyses of psychological interventions for RA 

and both of these confirmed evidence of efficacy of psychosocial interventions targeting 
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Table 1 A list of interventions that have been trialed as psychosocial approaches to pain management for patients with RA, discussed 
in this review, a brief description, and the level of evidence

Therapy Description Level of evidence and comments

CBT CBT aims to identify unhelpful patterns of behavior and attitudes  
toward RA and to change these. Hence, the behavioral components  
include strategies to help achieve a balance of rest versus activity,  
while the cognitive strategies aim to encourage an attitude of realistic  
optimism toward the illness. CBT includes some or all of the following  
strategies, including psychoeducation, relaxation, pacing and goal  
setting, attention diversion, problem solving, assertiveness training,  
cognitive challenging, and managing high-risk time and relapse.

Level I evidence.

Definitely efficacious.

Demonstrated both in patients with chronic  
pain generally and for patients with RA  
specifically.

Dosage of at least six sessions is necessary.

Expressive writing Participants are asked to write about stressful times in their lives as  
a form of emotional expression.

Level I evidence.
Definitely efficacious.
One head-to-head trial with CBT found CBT  
was more effective than expressive writing.

Mindfulness Mindfulness-based intervention teaches patients to adopt a  
nonjudgmental and observant stance in relation to their experiences.  
Although there are different variants of mindfulness, they typically  
include a meditative component. Unlike CBT, mindfulness explicitly  
encourages participants not to attempt to change, but rather to  
accept their experiences.

Level II evidence (Level I evidence for  
chronic pain).
Definitely efficacious.
One head-to-head trial of CBT compared it  
to mindfulness, where CBT outperformed  
mindfulness in the whole sample. However,  
patients with a history of clinical depression  
did better with mindfulness.

Problem solving Problem solving is often a component of CBT in the context of pain  
management, but it can be a stand-alone treatment. Patients are taught  
to identify problems, brainstorm potential solutions, evaluate each  
solution, and then implement the solution and review its effect.

No evidence for RA, specifically, but Level II  
evidence for older patients who have arthritis  
and a clinical depression.
Possibly efficacious.

IFS-based psychotherapy IFS focuses on having patients attend to their experiences in a mindful  
way and uses self-compassion to encourage dialogue with part of the  
self. Patients are taught to identify the thoughts and emotions that  
are associated with pain, fatigue, disability, and deformity and use  
an internal dialogue to respond to them.

Level II evidence.
Possibly efficacious.

ACT ACT shares overlap with both CBT and mindfulness. ACT focuses  
on accepting internal experiences without judgment and on clarifying  
values that are important to an individual in order to commit to  
acting in accordance with one’s values.

No evidence specifically for RA.
Level II evidence for chronic pain.
Definitely efficacious for chronic pain, unclear  
for RA.
One head-to-head trial of CBT and ACT for  
chronic pain, no differences between the  
treatments.

Notes: The following descriptors are used: Level I evidence: a systematic review or meta-analysis of RCTs is available; Level II: an RCT is available. Definitely efficacious: two 
or more RCTs from different researchers are available. Possibly efficacious: a single RCT or multiple RCTs from a single group of researchers are available.
Abbreviations: ACT, acceptance-and-commitment therapy; CBT, cognitive behavioral therapy; IFS, internal family systems; RA, rheumatoid arthritis; RCT, randomized 
controlled trial.

pain specifically in samples with RA. Astin et al2 found that 

psychological interventions led to improvements not only 

in pain and disability but also in psychological functioning, 

but with small effect sizes (Cohen’s d=0.18–0.27). There was 

some indication that these programs could be more effective 

for patients earlier in the disease trajectory, but this could 

not be confirmed statistically. A more recent meta-analysis3 

found similar results. That is, psychological interventions 

targeting self-regulation led to moderate effects on physi-

cal activity levels (Hedge’s g=0.45) but smaller effects on 

pain, disability, anxiety and depression, and disability  

(Hedge’s g values =0.17–0.38), which were largely main-

tained at follow-up. Knittle et al3 also investigated moderators 

of outcome and found that interventions that included more 

components and treatments administered earlier in the course 

of RA were more efficacious.

Randomized controlled trials (RCTs) and meta-analyses 

confirming the efficacy of psychological interventions have 

led to guidelines that include the need for patients with 

RA to have access to psychological approaches as part of 

their disease management plans. For example, the recent 

European League Against Rheumatism (EULAR)5 recom-

mendations indicate that patient education should be part 

of integrated care for all patients with RA based on Level I 

evidence. Similarly, British guidelines recommend access to 

multidisciplinary care for those in need in the first 2 years 
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of RA.6 However, while these meta-analyses and reviews 

are able to determine whether, on average, psychosocial 

interventions are efficacious in the treatment of RA, the 

data leave a number of unanswered questions, which this 

review discusses.

First, there are insufficient data to determine on a 

meta-analytic basis whether or not one particular type of 

intervention is better than any other. Second, even if one 

intervention is more efficacious, on average, than another 

overall, do particular subgroups of patients preferentially 

respond to different approaches? Third, because the majority 

of studies focus on patients with RA regardless of the level 

of psychosocial distress, can we be sure that patients who 

present with comorbid psychological problems also benefit 

equally from these approaches? Fourth, although effica-

cious interventions exist, how can we meet the challenge of 

providing these interventions in a timely manner to patients 

with RA?

Relative efficacy of different 
approaches
Numerous approaches to pain management have been trialed, 

and a recent systematic review7 has attempted to determine 

which of these approaches is best supported by the literature. 

This review of 31 studies found consistent evidence for 

expressive writing and CBT of at least 6 weeks’ duration, 

but it found mixed evidence for counseling, psychotherapy, 

mindfulness, and shorter-duration CBT.7 These results are 

based on review and comparison of individual studies, and 

relatively few studies have directly compared more than 

one psychosocial treatment modality. However, those that 

have were able to determine differential efficacy of various 

treatment options.

Lumley et al8 compared the two interventions that were 

supported by the previously described systematic review.7 

In a 2×2 design, they randomized 264 adults with RA to 

receive a CBT oriented coping skills training program com-

pared to arthritis education; and either a written emotional 

disclosure program or a controlled writing condition. This 

allowed the authors to determine whether each intervention 

was efficacious; and whether the combination was superior 

to either when administered alone. The results indicated that 

CBT resulted in decreased pain and improved psychosocial 

outcomes, which were maintained at 12-month follow-up. 

There were no interactions between written emotional dis-

closure and CBT, indicating that the inclusion of written 

emotional disclosure did not facilitate the efficacy of CBT. 

There were some effects of written emotional disclosure in 

the short-term, specifically on disease activity and disability, 

but pain also increased in those who received the written 

emotional disclosure intervention. Further, the positive 

results of written emotional disclosure were not maintained 

at follow-up. Hence, the authors concluded that CBT should 

be recommended to patients with RA.

While the results of this trial concur with those of a 

systematic review7 and the broader Cochrane review1 of 

psychological interventions for pain management, CBT is 

typically a broad-based approach that has many components. 

Interventions that fall under the umbrella of CBT, typically, 

have two important aims. These are to change behavior and 

to change people’s beliefs or attitudes. In the case of RA, 

behavior change is usually helping patients to achieve a 

balance between rest and exercise, through strategies such 

as pacing, goal setting, problem solving, and relaxation 

strategies. Cognitive change helps patients to develop a 

more optimistic but realistic attitude toward the illness and 

to manage other stresses in their lives. For example, a typi-

cal CBT-oriented program for RA includes psychoeducation 

about RA, relaxation and attention diversion, goal setting and 

pacing, cognitive therapy including challenging thoughts, 

problem solving, and communication training, with skills 

in managing relapse.9 Some studies include all these com-

ponents and others select a combination from among these. 

Therefore, although CBT appears to be the most efficacious 

approach to pain management in RA, it is unclear which 

strategies are most efficacious.

Sharpe and Schrieber10 conducted a dismantling trial in 

104 patients with RA. They compared an intervention includ-

ing the cognitive components of CBT with an intervention 

including the behavioral components with a broad-based 

CBT program. Contrary to expectations, they found that it 

was the group that received cognitive components of treat-

ment that outperformed one of the other two active treat-

ments on three of the seven outcomes. Specifically, those 

who received cognitive therapy or CBT outperformed those 

receiving only behavioral therapy and a wait list on tender 

joint counts and inflammation, as assessed by C-reactive 

protein, while cognitive therapy and behavioral therapy 

outperformed CBT and the wait list on anxiety. At 6-month 

follow-up, the only difference between groups was on tender 

joints again favoring the cognitive therapies. These results 

suggest that the cognitive components of intervention are 

important and that therefore researchers and clinicians need 

to ensure that a sufficient dosage of the cognitive compo-

nents is included in broad-based CBT programs. Although 

CBT is the most strongly evidence-based intervention, to 
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the author’s knowledge, there are only two RCTs that have 

compared treatment efficacy for CBT with another credible 

psychological therapy for patients with RA.

Zautra et  al11 compared a CBT program focused on 

pain reduction with a mindfulness-based stress-reduction 

intervention and an education-alone condition. They found 

that both the CBT program and the mindfulness program 

were more efficacious than education alone; however, there 

was evidence for the superiority of CBT on pain outcomes 

and inflammation for the whole sample (n=144). Notably 

there were subgroup differences, which are discussed in the 

following paragraphs. However, in a more recent trial com-

paring the same three conditions, the same team12 reported 

that mindfulness and CBT were differentially effective on 

different outcomes. In 143 participants who completed 

daily diaries, they found that mindfulness produced the 

broadest results in terms of producing greater reductions 

in daily recorded pain, fatigue, and catastrophizing, as well 

as stress reactivity, perceived control, and disability in the 

morning. These large, well-controlled studies11,12 allow more 

confidence that mindfulness-based interventions are likely to 

be an efficacious alternative treatment for patients with RA 

and concur with the results of a recent systematic review and 

meta-analysis for pain management associated with condi-

tions other than RA.13 Considering that there are relatively 

few studies of mindfulness in RA, available meta-analyses 

and systematic reviews have not been able to compare CBT 

with mindfulness.3,7 However, mindfulness-based interven-

tions certainly show promise and may even be a preferred 

intervention under some circumstances.

Are some interventions more 
effective for particular patients?
The previously reviewed studies indicate that there is strong 

evidence for the efficacy of CBT as an effective intervention 

for managing pain in RA, and emerging evidence supports 

the use of mindfulness-based interventions. However, there 

are limitations to the literature. It is notable that the major-

ity of studies that have been reviewed do not select patients 

who screen positive for high levels of distress or depression, 

yet depression affects a substantial minority of patients with 

RA. In fact, a meta-analysis of the rates of depression in RA 

indicates that 16.8% of patients meet the criteria for a major 

depressive episode,14 and many more have scores in the 

clinical range on questionnaires. This raises the possibility 

of whether or not the results of trials conducted in unselected 

patients are likely to be generalizable to patients who have 

comorbid psychological difficulties.

Zautra et  al11 conducted subgroup analyses based on 

those patients who had a history of a major depressive 

episode compared to those patients with RA who did not. 

Although the main study results favored CBT for the entire 

sample, for those with a history of depression, mindfulness 

was more efficacious for those with a depression history on 

measures of affect and joint function. This result is consistent 

with well-replicated findings in the depression literature for 

the efficacy of mindfulness-based interventions in reduc-

ing relapse for depression among those with a history of 

depressive episodes. In a meta-analysis, it was found that 

mindfulness-based interventions reduced the risk of relapse 

in patients with a prior history of three or more episodes 

of depression by 43%, but not in those with only two prior 

episodes.15 In the RA study,11 it was the presence of a current 

or previous diagnosis of depression (rather than a recurrent 

history) that led to better outcomes with mindfulness relative 

to CBT. It may be that the presence of a chronic physical ill-

ness in itself is a risk factor for the development of depression, 

and therefore, patients with a history of fewer episodes of 

depression are as likely to benefit from mindfulness as those 

who, in the absence of an illness, have a history of recurrent 

depression. While this is speculative, and requires replication, 

these results do suggest that if a patient with RA has a his-

tory of depressive episodes, mindfulness-based interventions 

should be considered, particularly if the patient has already 

had CBT and failed to benefit. However, although this study 

is helpful in elucidating the conditions under which CBT 

and mindfulness may be indicated, because participants were 

not currently depressed, whether either CBT or mindfulness 

alone is efficacious in patients currently depressed cannot be 

answered by this study.

Psychosocial treatments for  
patients with comorbid 
psychological problems
While there is evidence that psychosocial interventions 

improve depressive symptoms for people with RA,2,3 studies 

to date have not selected patients with comorbid depressive 

illness or elevated levels of distress. Yet, patients with RA 

commonly do have heightened levels of depressive illness, 

with a recent meta-analysis estimating that 16.8% of patients 

with RA meet criteria for a major depressive episode.14 

Although anxiety disorders are less well investigated, avail-

able research suggests that heightened anxiety is even more 

common than elevated depression,16 and that comorbidity 

between the anxiety and depression is also common.17 More-

over, there is evidence that patients with high baseline levels 
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of depression and anxiety do more poorly with psychosocial 

interventions,18 indicating that the approaches may be less 

effective with patients with high levels of depression or 

anxiety; or that these patients may need a larger dose of 

therapy than typically delivered in these programs. As such, 

it is an enormous limitation of the literature that, although the 

majority of studies do not exclude patients with anxiety and 

depressive disorders, patients are not selected on this basis. 

It is therefore possible that the approaches known to be effec-

tive for patients with RA are not effective in ameliorating the 

psychological disorders that are common in these groups.

Searches revealed a single study that had addressed the 

treatment of depression in RA specifically. Parker et al19 ran-

domly allocated 54 patients with a major depressive disorder 

and RA to receive 1) CBT plus an antidepressant; 2) CBT 

plus a placebo; and 3) an attention placebo plus an antidepres-

sant. In the main analyses, there were no differences among 

the groups, except that by 15-month follow-up, the patients 

who had received an antidepressant were more anxious than 

those who had not. In post hoc analyses, those who received 

an antidepressant did better than the patients in a group that 

declined antidepressant medication, who were used as a 

control group; however, the addition of CBT did not further 

enhance the effects of antidepressant medication. Unfortu-

nately, the results from this study are difficult to interpret, 

considering the small sample size, nonrandomized control 

group, and null effect in the main preplanned analyses. How-

ever, these results do question whether interventions that were 

shown to be efficacious in people without depression would 

be equally effective in people with RA who are comorbidly 

depressed. However, searches of depression in the context of 

arthritis, generally (rather than RA specifically), give more 

reason for optimism.

As part of a large multicentered study (IMPACT),20 Lin 

et  al21 investigated the efficacy of improving depression 

care for older adults with arthritis and a comorbid major 

depressive illness. The IMPACT study20 was a large study 

of 1,801 older adults (.60  years of age) in 18 primary 

care practices who were randomized to receive screening 

and intervention for depression (where indicated) or usual 

care. Both medication (antidepressant medication) and/or 

psychological intervention (problem-solving therapy) were 

offered to affected patients in the active arm.20 In the 1,001 

participants from the IMPACT study20 who had arthritis (the 

majority had osteoarthritis), improving the primary care 

management of depression through the use of antidepressant 

medication and/or problem-solving therapy led to reductions 

in depressive symptoms in the intervention group compared 

to the control group.21 In addition, there were gains in the 

intervention group for both pain and functional outcomes, 

including quality of life. Although encouraging, the majority 

of individuals in this study had osteoarthritis, rather than 

RA, and all were aged .60 years. Problem-solving therapy 

is known to be particularly efficacious in the management 

of older adults, which may be due to its particular suitability 

for individuals with early cognitive decline22,23 and, as such, 

the generalization of these results to younger patients with 

RA is unknown. Further, ,50% of the intervention group 

received problem-solving therapy in the course of the trial; 

while in the larger sample, there was evidence that those 

who receive problem-solving therapy had improved depres-

sion outcomes,20 whether this is true of the subsample with 

arthritis was unclear. Hence, there is a clear need for studies 

that demonstrate whether or not existing treatments that are 

most strongly evidence based (eg, CBT) for patients with 

RA are also effective for those with comorbid psychological 

difficulties or whether alternate approaches (such as problem-

solving therapy or mindfulness) are more efficacious. In the 

meantime, it is therefore important that patients are offered 

psychological interventions relatively early in the course of 

their illness,6 which could help to prevent the development 

of depression.

The benefits of early intervention
The most recent meta-analysis of psychological interventions 

for patients with RA confirms that early intervention is more 

effective than intervening later in the course of RA.3 In RA, 

the first 2 years of illness is seen as particularly important for 

intervention, considering that RA is typically most active in 

terms of inflammation during this early period and therefore 

early intervention can prevent long-term damage.6 However, 

there is only one trial that has investigated the efficacy of 

psychological intervention (CBT) in this critical first 2-year 

period of the disease. Sharpe et al24 randomized 53 people 

with recently diagnosed RA to receive either CBT in addi-

tion to routine care or routine care alone. The short-term 

results showed that CBT was associated with improved joint 

functioning and depression in comparison to routine care. 

This cohort was followed up over 18 months, and there was 

evidence 18 months later of relative improvements in the 

CBT group compared to the control group in terms of dis-

ability and mood (both anxiety and depression), indicating 

that CBT had prevented a deterioration in disability and the 

development of clinically significant depressive symptoms.25 

Further, 5 years later, the CBT group had used fewer health 

care resources, to the point that providing the intervention 
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was more than offset by the savings to the health service.26 

The difficulty with accessing incident cases of RA has pre-

cluded replication of these results, although other studies 

that have tried to intervene relatively early have also had 

promising results.

The only other trial that has specifically focused on early 

intervention (first 8 years) also investigated the efficacy of an 

individually tailored CBT program as an adjunct to routine 

care.27 In this study, participants chose two of four modules: 

pain, fatigue, negative mood, and social relationships. Inter-

estingly, despite the typical focus on pain management in 

CBT programs, the most commonly chosen module was the 

fatigue module. Compared to routine care alone, the CBT 

group had reduced fatigue and depression and improved 

social support at posttreatment assessment. These results 

were also maintained at 6 months’ follow-up.

These results are interesting because, although there has 

been an increase in recent years in research targeting fatigue 

as a primary outcome, a Cochrane review28 found that the 

evidence for psychosocial interventions effectively targeting 

fatigue remains low. However, other individual RCTs have 

shown a positive benefit of cognitive behavioral interventions 

targeting fatigue in patients with RA (eg, Hewlett et al29). 

Indeed, Hewlett et al29 found benefits not only on fatigue but 

also on pain associated with RA. Considering that fatigue is 

a common symptom of RA, the individualized approach that 

Evers et al27 developed may be a useful way forward for clini-

cians to target the symptoms of most concern for individual 

patients with RA. Unfortunately, although the results of the 

trial were positive, because the authors did not compare the 

individualized version of CBT with a standard protocol, it is 

difficult to know whether or not the individualization of the 

protocol added to its efficacy. Nonetheless, this trial certainly 

suggests that interventions targeting symptoms other than 

pain should be developed and evaluated, and that these could 

be used in conjunction with known effective interventions 

focusing on pain.

How can we improve access to 
psychosocial care?
Despite the positive results, reviewed earlier from individual 

RCTs, meta-analyses, systematic reviews, and consensus 

guidelines advocating for the availability of psychosocial 

interventions for patients with RA, in practice, most patients 

do not get access routinely to these programs, particularly not 

early in the course of their illness. In fact, there is evidence 

from large-scale surveys (n=1,210) of patients with inflam-

matory arthritis that the majority would accept psychosocial 

programs with a focus on self-management if offered them 

(66%); however, less than a quarter of these reported even 

being asked about psychosocial issues by a rheumatology 

professional (23%). Most patients wanted help specifically 

with pain and fatigue (82%) or managing the emotional con-

sequences of living with RA (57%) and its impact on work 

and leisure activities (52%).30 However, these programs are 

not routinely available in most rheumatology settings.

The gap between the demand for psychological therapy 

and its availability is not limited to patients with RA.31 One 

model that has been proposed as a potential solution to this 

mismatch is a stepped-care approach. In a stepped-care model, 

brief but effective interventions are offered to a population 

universally (or to those who screened positive for distress), 

and only if patients fail to benefit from the brief approach 

requiring minimal resources are more intensive psychosocial 

services offered. The efficacy of a stepped-care model rests 

upon the efficacy of minimal interventions, which are typi-

cally those administered in the form of self-help or Internet-

delivered interventions. Although in the RA literature, there 

is a long history of self-management approaches that have 

been shown to result in improvements in disability and pain, 

most of these are facilitated face-to-face in group formats.32 

However, in a small, interview-based study, 78% of patients 

(n=100) with either psoriatic arthritis or RA indicated that 

they would find an Internet-delivered psychosocial program 

to be acceptable.33 Given the increases in technology, if the 

interventions that have been found to be effective in face-

to-face formats could be shown to be effective when admin-

istered over the Internet, this could make implementation of 

effective psychosocial interventions more likely. However, 

the RA literature in this regard is in its infancy.

In the more general pain management area, meta-analyses 

confirm the early potential of pain management approaches 

when delivered over the Internet, although the need for more 

and better-quality research trials has been stressed.34 Despite 

the need for additional and better-quality evidence, the 

meta-analysis revealed that Internet-delivered CBT (iCBT) 

programs were effective for patients with chronic pain in terms 

of pain severity and disability, although mood effects were less 

robust.34 A recent trial, however, which selected 52 patients 

with chronic pain on the basis of their heightened levels of 

distress, found significant impacts of iCBT on both mood and 

pain outcomes, indicating that interventions that specifically 

target psychological symptoms can be effective in the context 

of chronic pain.35 Importantly, from the point of view of a 

stepped-care model, a large recent trial of The Pain Course36 

in 490 patients with chronic pain has shown that providing 
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therapist support did not enhance the outcomes of an iCBT 

program for chronic pain.37 In that study, Dear et al36,37 found 

similar results in terms of completion of the Pain Course, 

regardless of whether therapist support was routinely offered, 

offered in response to a request from the participant, or not 

offered at all. Further, outcomes were also indistinguishable 

from the three conditions. This is important because reducing 

the requirement for a therapist to support patients with weekly 

telephone contact through a program is likely to consider-

ably improve the likelihood of implementation of Internet-

based programs. Hence, if these results could be shown to 

be generalizable to those with RA, iCBT could become an 

important solution for increasing the availability of effective, 

and universal, psychosocial care for patients.

There have now been a few trials of Internet-delivered 

therapy for RA. Shigaki et al38 found that patients with RA 

who volunteered for the Internet-based intervention were 

highly adherent and the majority completed intervention. 

Although improvements were seen in quality of life and self-

efficacy at posttreatment evaluation, which were maintained 

at follow-up, there were no improvements seen in measures 

of disability or mood. Trudeau et al39 found similar results in 

a study of iCBT in patients with arthritis. That is, improve-

ments in coping strategies and self-efficacy were observed, 

but outcomes such as disability and mood were not found to 

be improved following treatment. Although these results are 

encouraging, the sample from the study by Trudeau et al39 was 

a group of patients who predominantly had osteoarthritis, and 

therefore, it is not clear how generalizable these results are to 

patients with RA. However, Internet-delivered interventions 

specifically targeting an increase in physical activity have 

been found to be efficacious for patients with RA, resulting 

in significantly greater increases in the primary outcome 

of physical activity.40 Overall, these results are consistent 

with a systematic review41 of Internet-delivered self-help 

psychological interventions for people with health problems, 

which found that there was moderate evidence for efficacy 

in pain and overall promising results for Internet-delivered 

interventions across health conditions, with the exception of 

diabetes. Nonetheless, there is currently insufficient evidence 

to confirm that Internet-delivered approaches in RA are suf-

ficiently well supported to advocate their use as a first line 

of treatment; however, further research into such approaches 

are urgently needed.

Future directions
Despite the efficacy of psychological treatments, particu-

larly CBT, for pain management in patients with RA, the 

programs provide on average only small gains in the primary 

outcomes.1–3 This is likely because patients with RA have 

different needs. Some have difficult psychosocial issues even 

early in the illness,42,43 while others do not have elevated levels 

of distress. Therefore, one would not necessarily expect that 

large effects in psychological outcomes would be observed 

for the entire group. Further, some patients respond well to 

tight medical control early in the course of the illness and 

have relatively low levels of inflammation and even achieve 

remission,44 whereas others have high levels of pain and 

inflammation. Again, the combination of patients in these 

trials with good disease outcomes, as well as those who are 

very disabled by their illness, probably lowers the effect sizes 

that can realistically be achieved. Nonetheless, even taking 

these factors into account, on the basis of the very small 

effect sizes achieved (particularly in the long-term), most 

would argue that there is considerable room for improve-

ment in our protocols. As indicated in this review, CBT is the 

most widely used and evidence-based intervention for pain 

management.1 It is possible that there are ways to increase 

the efficacy of existing programs, such as by increasing the 

dose of effective components (such as cognitive therapy, as 

described by Sharpe and Schrieber10) or by adding to exist-

ing protocols.

One area that has been largely neglected in the field of 

pain management is the inclusion of family members in pain 

management approaches. There is only one study that has 

investigated the efficacy of the inclusion of family members 

in behavioral intervention for patients with RA.45 This study 

showed that while both versions of the intervention were 

effective compared to control, the behavioral program that 

involved families was more efficacious in the short-term than 

the same program without family involvement. However, by 

6-month follow-up, the two programs were equally effica-

cious.41 Nonetheless, considering that this was a small study, 

it seems probable that it was underpowered to detect differ-

ences between groups, and these results suggest that further 

research focusing on family-based interventions would be 

worthwhile. This is particularly the case because research 

suggests that those individuals who experience the highest 

level of depressive symptoms typically report low levels of 

satisfaction with their social support.45 However, there may 

also be other interventions that encourage individuals from 

a family systems approach without necessarily requiring 

family members to be present for therapy.

A recent proof-of-concept study investigated the efficacy of 

an internal family systems (IFS)-based psychotherapy in RA.46 

IFS focuses on having patients attend to their experiences in a 
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mindful way and uses self-compassion to encourage dialogue 

with part of the self. Patients are taught to identify the thoughts 

and emotions that are associated with pain, fatigue, disabil-

ity, and deformity and use an internal dialogue to respond to 

them. In comparison to a group that completed an educational 

program, participants in the IFS group reported improvements 

in pain and physical function. Further, at 1-year follow-up, 

benefits remained in pain and depression. Interestingly, IFS 

shares a number of components with traditional CBT, and 

in particular, mindfulness and acceptance–and-commitment 

therapy (ACT, often referred to as the third wave in CBT47). 

For example, both IFS and CBT use strategies that result in 

identifying and subsequently distancing oneself from one’s 

thoughts and feelings. For CBT, identifying patterns between 

thoughts and feelings and challenging beliefs lies at the core 

of CBT for RA. The main difference between CBT and IFS 

is that in CBT, there is a focus on challenging the content of 

thoughts to be more helpful and realistic, whereas in IFS, 

the compassionate voice is evoked, which may or may not 

specifically challenge the content of the thought.48 However, 

some recent variants of CBT, such as compassion-focused 

therapy, use similar strategies.49 There are also overlaps with 

ACT, which has been gaining in popularity in recent years as 

an approach to pain management.13 ACT focuses on accepting 

internal experiences without judgment and clarifying values 

that are important to an individual in order to commit to acting 

in accordance with one’s values. There are many similarities 

between ACT and CBT, but one major difference is that ACT 

explicitly does not challenge cognitive content but, rather, relies 

on a process of diffusion, which encourages patients to accept 

their thoughts as observations, nonjudgementally.

Evidence to date supports the efficacy of ACT for pain 

management; however, Veehof et al13 were only able to identify 

three RCTs on the role of ACT in pain management in their 

systematic review and meta-analysis of third wave treatments. 

Further, none of these was in patients with RA. There has 

since been another large, well-conducted RCT that compared 

ACT with CBT.50 This study found that both treatments led 

to comparable improvements in patients with chronic pain, 

although there was some evidence to indicate that patients may 

have had a preference for ACT over CBT. While these data are 

encouraging, there are currently insufficient data to recom-

mend ACT for the management of pain in patients with RA, 

because these patients were ones with heterogenous chronic 

pain conditions. It is important to point out that in the area of 

anxiety, for which CBT and ACT have shown equivalence at 

posttreatment and in early follow-ups, long-term follow-ups 

have demonstrated the advantage of cognitive approaches over 

the long-term, because the effects of CBT tend to increase 

over time and the opposite is true for ACT.7,51 Second, ACT is 

yet to be used specifically with patients with RA.

Conclusion and recommendations
In conclusion, there is now no doubt that psychological 

intervention for the management of pain in patients with RA 

is efficacious and therefore can be considered to be evidence 

based.1–3 Further, the most strongly evidence-based treatment 

is CBT7 and it is most efficacious if offered early in the course 

of the disease.3 Indeed, the evidence for psychosocial inter-

ventions as an adjunct to medical management in patients 

with RA has led various international bodies to recommend 

that patients be given access to these interventions, early in 

the course of their illness.5,6 However, implementation of 

routine psychosocial intervention services has been less suc-

cessful and remains a challenge, and the majority of patients 

typically report not having even discussed the psychological 

challenges of living with RA with their treating physicians.30 

Hence, the primary challenge is to determine how relatively 

expensive interventions (eg, face-to-face psychological treat-

ments of at least six sessions) can be made more accessible to 

patients with RA from the time when they are diagnosed.

In other settings, such as cancer care, stepped-care 

programs usually involve first screening patients for high 

levels of distress. For those who screen positive, a clini-

cal assessment is conducted to determine whether or not 

a psychological disorder or unmet psychological need is 

present. Where an unmet psychological need is identified, 

patients are then offered a less-resource-intensive interven-

tion in the first instance. Those patients who fail to derive 

benefit from the less intensive intervention, are then offered 

the full face-to-face intensive intervention, as required (see 

protocols for ongoing clinical trials53,54). However, there are 

problems with simply adopting this model and translating it 

into practice in RA.

First, there is no evidence, as previously discussed, that 

psychological interventions are more efficacious for patients 

who are highly distressed. Therefore, screening for depres-

sion and distress may be unnecessary in patients with RA 

because evidence is not available to suggest that interven-

tions are effective in patients with psychological difficulties, 

in addition to RA. Rather, the evidence would support the 

universal application of less-resource-intensive options (eg, 

Internet-based approaches) for patients as close to diagnosis 

as possible. These interventions would focus on helping 

patients to manage their illness, as well as to learn coping 

strategies for managing pain and other symptoms and for 
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managing the emotional consequences of living with RA24–26 

with a view to preventing the development of psychological 

difficulties associated with RA. Those patients, who over the 

course of the illness subsequently become distressed, could 

then be offered more-intensive versions of psychosocial 

interventions (eg, face-to-face sittings).

While this model is intuitively appealing, it is urgent that 

we get more data on the efficacy of less-resource-intensive 

interventions, such as Internet-based therapy, specifically 

for RA. Until such time as we have efficacious interven-

tions that require few resources, such a stepped-care model 

would be premature. Indeed, the success of such a model 

would rely on a number of factors that are not yet known: 

1) the efficacy of the low-resource intervention; 2) the 

degree to which participants were willing to engage in the 

intervention; and 3) the subsequent identification of those 

patients who require psychosocial intervention and support 

following the minimal intervention. However, implementa-

tion remains the leading problem in ensuring that patients 

with RA have their psychosocial needs met, and therefore, 

it is important to ensure that evidence-based psychosocial 

interventions are translated into optimal service provision 

for patients.
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