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Abstract

Objective: To assess the effects of WeChat platform-based continuing care for arthritis on patients’ self-management, self-
efficiency, quality of life (QoL), and medication compliance.

Methods: A study was conducted on arthritis patients recruited between December 2017 and February 2018 and divided into two
groups. The intervention group received continuing care from the WeChat platform and regular follow-ups, while the control group
only received regular follow-ups. The outcomes in both groups were assessed using questionnaires twice: before the study (T0) and
eight weeks after T0 (T1), which consists of the evaluation of self-management, QoL, self-efficacy, and medication compliance.

Results: There were 23 people in each of the intervention and control groups completed two outcome measures. At eight
weeks, participants in the intervention group showed an improvement in psychological QoL, cognitive symptom manage-
ment, and self-efficacy, compared to the control group (QoL scores: mean difference in change between groups was
12.29, 95% CI: 4.51, 20.07, p < 0.001; cognitive symptom management: mean difference in change between groups was
0.65, 95% CI: 0.24, 1.05, p < 0.001; self-efficacy: mean difference in change between groups was 0.69, 95% CI: 0.14, 1.24,
p < 0.05). Self-management, self-efficacy, and psychological quality of life were significantly improved in the intervention
group before and after the intervention (p < 0.05).

Conclusion: Using the WeChat platform for continuing care is useful in improving the psychological state, self-efficacy, and
self-management ability of patients with arthritis. The study is relevant to Clinical Practice.
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Introduction
Arthritis generally refers to a chronic disease caused by
inflammation, infection, degeneration, and trauma in
human joints and their surrounding tissues.1 Some types
of it include rheumatoid arthritis (RA), ankylosing spondyl-
itis (AS), and osteoarthritis (OA). Arthritis is a growing
public health problem in adults worldwide.2 It cannot be
cured due to the degenerative changes in the joints, which
manifest as joint stiffness, swelling, pain, progressive
joint destruction, and even disability, all of which signifi-
cantly affect health-related quality of life (QoL).3 As a
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chronic disease, arthritis requires long-term medication and
functional exercise at home. For this reason, family con-
tinuing care is indispensable and crucial as it contributes
to improved medication compliance, self-management
ability, and patient QoL.

Arthritis is one of the most common causes of disability,
greatly impairing QoL due to pain and joint dyskinesia.4 Its
prevalence is high worldwide, especially in Europe and
North America.5 In China, the overall prevalence of arthritis
among middle-aged and older adults was 31.4% in 2014.6

As the population ages, the prevalence of arthritis is
expected to increase. Moreover, its prevalence may
worsen poverty if patients fail to manage their arthritis, as
it can affect their ability to work and live independently.7

The incidence of arthritis symptoms and health-related
QoL is closely related to the level of self-management.
Self-management education includes formulating and
implementing scientific and effective rehabilitation plans,
changing poor health behaviors, and correcting any miscon-
ception about the disease. To improve the self-efficacy of
patients and slow the progression of arthritis, more aware-
ness must be raised about its etiology, symptoms, treatment,
prognosis, and dos and don’ts during acute and chronic
stages.

As a chronic disease, continuous care outside the hos-
pital is crucial. Various health problems caused by arth-
ritis often occur at home, which requires patients to
acquire certain knowledge and self-management skills
to monitor their condition after discharge and better
cope with symptom changes. Continuing care enables
patients to receive collaborative and continuous nursing
care in different settings, such as hospitals different
departments within hospitals, homes, or healthcare facil-
ities. It generally refers to patients accepting the dis-
charge plan drawn up by the hospital, then returning to
their homes or communities for continuous follow-up
and guidance.8 The core concept of continuing care is
the self-management of patients in the long-term
rehabilitation process. By utilizing a series of health edu-
cation and promotion methods, including discharge plan-
ning, home care, and case management, it can enhance
patients’ health knowledge and consequently improve
their ability, confidence, and enthusiasm in conducting
self-management, lower readmission rate, and reduce
medical costs, thus enhancing treatment compliance
and QoL. Continuing care is believed to be a method
that does not require a big investment, but still provides
the immediate effects of disease control.

To date, studies have proven that Arthritis Self-Management
Programs (ASMPs) can enhance disease-related knowledge and
self-care skills, enable patients to self-monitor their physical
conditions, improve QoL, reduce healthcare expenditure, and
relieve major symptoms.9 The first organized and implemented
program is the ASMP, which was developed by Lorig and his
colleagues at Stanford University Medical Centre in the early

1980s.10 Drawing on the research experience of ASMP,
many organizations attempted to carry out the program and
explore the practicability effectiveness for the general arthritis
population in their region.11 However, to our knowledge, the
results of various studies to date have been inconsistent.
Besides, the intervention of ASMP is expensive in terms of
human and material resources, making it unsuitable for arthritis
patients.

The pattern of continuing care has been changing in
recent years since the rapid growth of the Internet. In
January 2011, WeChat was launched by Tencent as an
instant voice communication software where users can
chat individually or in groups by sending voice and text
messages, videos, and pictures using mobile phones and
computers. By December 2016, the monthly number of
active WeChat users reached 889 million. The WeChat
health management platform may open a new path of con-
tinuing care because of its low cost and high efficiency.
Moreover, arthritis patients can have access to it anytime
and anywhere.

This study aims to develop a continuing care platform
for arthritis patients using WeChat based on the ASMP.
We then implement an eight-week intervention to evalu-
ate its effectiveness for self-management, self-efficiency,
QoL, and medication adherence. To the best of our
knowledge, a recent WeChat-based intervention for arth-
ritis patients built on a foundation of solid theory and
rigorous experimental design has not yet been carried
out.

Conceptual framework

The Roy Adaptation Model and the self-efficacy theory were
used to guide the study. The Roy Adaptation Model regards
humans as an open system with adaptive ability. There are
four parts of the process that interact with the environment:
input (stimulus), control process (adaptation mechanism),
effect (adaptation mode), and output (adaptation result). The
mode of adaptation defined by the Roy Adaptation Model
includes physiological, self-concept, role function, and inter-
dependence patterns.12 Self-efficacy, as a key variable promot-
ing cognitive regulation mechanisms improving adaptation
mode and adaptation results, is a belief index that evaluates
whether a person can successfully complete a behavioral
goal. The self-efficacy theory empowers individuals with
chronic disease to live with their illness, allowing them to
adapt to the disease.13

Together with Roy’s Adaptation Model and the self-
efficacy theory, and based on domestic and foreign studies
on arthritis, this study constructs a theory-intervention model
of continuing care for individuals with arthritis based on the
WeChat platform. The continuous symptom, as a long-term
stimulation, significantly bothered individuals with arthritis.
Therefore, it is important that they learn how to adapt.
Providing continuing care through the WeChat platform can
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provide disease-related knowledge and guidance on symp-
toms and life management. Timely and convenient guidance
can help improve patients’ coping mechanisms and produce
better adaptive outcomes. Meanwhile, functions such as
doctor-patient communication and groups for sharing patient
experiences on the WeChat platform can have an impact on
patients’ self-efficacy, and ultimately improve their self-
awareness and QoL.

Through the WeChat public accounts and groups, con-
tinuing care based on the WeChat platform for patients
with arthritis pushes information on disease knowledge,
life, and symptom management. Moreover, it provides
other related knowledge, such as building doctor–patient,
nurse–patient, and patient–patient communication plat-
forms. It raises patient cognition of diseases and self-
efficacy and promotes self-management ability. These can
eventually lead to an improved QoL and the relief of
chronic symptoms.

Methods

Study design

A controlled before-and-after design was employed in this
study, as illustrated in Figure 1. In addition to self-care
and regular follow-ups, the WeChat platform-based con-
tinuing care was only tested on the intervention group,
not the control group. The outcomes in both groups were
assessed using questionnaires twice: at baseline (T0),
which was before the WeChat platform was applied for
the intervention group and eight weeks after T0 (T1).
This evaluation consists of self-management, QoL, self-
efficacy, and medication compliance. Ultimately, the
lasting effects of using the WeChat platform for continuing
care were expected to be evident.

Participants

Four criteria for patients’ eligibility for the study were
established: (a) should have been diagnosed with arthritis
with continuous joint pain for more than three months;
(b) should be older than 18 years old, conscious, and has
independent thinking capability; (c) should have a smart-
phone, be capable of using WeChat, and be able and
willing to complete a questionnaire, and (d) must have vol-
untarily given informed consent and agreed to participate in
eight weeks of interactive learning using the WeChat plat-
form. Patients with severe mental disorders and attention
or hearing impairments were excluded.

Data collection

We contacted doctors and nurses in the rheumatology and
immunology department of two third-class A hospitals in
Xiamen City. Subsequently, we approached patients who

met the inclusion criteria and agreed to participate in the
study in December 2017. A convenient sampling method
was adopted. The sample was estimated using the two-
sample mean test formula: setting the significance level at
α = 0.05. We calculated the control and experimental
groups with 25 people each. Considering an estimated
follow-up loss rate of 20%, we determined a sample size
of 64 people. Patients were divided into two groups of 32
each, according to the enrolled hospital, to avoid sample
contamination, and asked all of them to fill out a baseline
questionnaire. The intervention group was included in the
WeChat small management and micro-clinic discussion
groups. Both the intervention and control groups completed
the questionnaires after eight weeks of WeChat platform
intervention. Post-intervention data collection was com-
pleted in February 2018.

Ethical considerations

All participants signed a consent form before participating in
the study after being informed of the purpose of the research
and their cooperation. Only the researchers of this group
have access to all forms of the materials and data used in
this study. The data will be used for the overall analysis.
The data of a certain research object will not be selected sep-
arately for publication and analysis, and the personal informa-
tion of the research objects will be well protected. Participants
will receive health information about the disease without
potential harm. This study was approved by the university
ethics committee (XDYX2019003).

Intervention

The main intervention modes of the WeChat platform-based
continuing care for patients with arthritis are a WeChat
public account and WeChat group management. The
WeChat public account is presented in a three-level structure
consisting of chronic disease classification, self-management,
and management tools. The chronic diseases were classified as
rheumatism, RA, AS, gout, and OA. Self-management
includes the contents of management principles, life manage-
ment, drug management, and symptom management. Expert
consultation, planning, and other secondary directories are
listed under management tools.

We expanded the secondary catalog by pushing articles,
such as WeChat text and pictures, including the introduc-
tion of various diseases, relevant examinations, diet and
exercise, misunderstandings, drug effects, dealing with
fatigue, pain and sleep disturbance, tips for life manage-
ment, common knowledge about drugs, and planning.

Various approaches have been applied to the manage-
ment of WeChat groups. A small-group management
system ensures the effectiveness of interventions. The
WeChat intervention group was established for every 10–
12 patients. The intervention was carried out in batches,
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but the maximum interval for each batch should not exceed
15 days. The administrator, guided by the WeChat platform
theory-intervention model for chronic disease continuous
nursing, regularly forwarded the contents of the public
account to the WeChat group for patients to learn.
Patients punched in when they read and spoke in the
group. The administrator recorded the speech, while other
staff members simultaneously monitored the page views
of the pushed content regularly, and gave reminders to
patients who repeatedly failed to read the educational
content on time for more than three consecutive
occurrences.

A large group communication platform was established
to provide a broad doctor–patient, nurse–patient, and
patient–patient communication platform, which include
administrators, professional doctors, nurses, and target
patients. The question-feedback solution mechanism was
well implemented in this platform. The manager regularly
inquired about the problems existing in the customization
of patients and other issues encountered during the inter-
vention process, which professional clinical doctors
responded to at 20:00–21:00 every Monday, Wednesday,
and Friday. We offered a one-to-one private guide for
those who were unwilling to openly discuss their own pro-
blems in the WeChat group. We also gave verbal encour-
agement and praise for members who read articles on
time and performed actively in the WeChat group.

Our team considered the medical knowledge and
account management experience of the WeChat production
and management team members. To ensure visual

convenience for elderly people, the font should not be
less than size 18, picture color should not be distracting,
and the materials should be simple and easy to understand.
The materials on the WeChat platform are based on Dr
Lorig’s research in the field of online intervention for arth-
ritis and authoritative books in this field. They are also sup-
plemented by rheumatoid-related medical books and online
resources that ensure the intervention content is as effective
as possible. All articles were reviewed by group members
and experts before being published online.

Measures

We used a self-administered general questionnaire to assess
patients’ baseline characteristics, including age, gender,
education, family income, and so on. We used the SF-12
to assess QoL before and after the intervention. SF-12
scale is a simplified version of the SF-36. It is a simple
questionnaire developed by the Boston Institute of Health
Education of the USA to reduce the burden and time of
respondents.14 Many studies have proven that it has little
difference with SF-36 in reliability and has been widely
used in many countries to investigate the QoL of the
general population or people suffering from special dis-
eases.15 The scale consists of 12 items and eight dimen-
sions: general health (GH), physical function (PF), role
physical (RP), bodily pain (BP), vitality (VT), social func-
tioning (SF), role emotional (RE), and mental health (MH).
The GH, PF, RP, and BP were calculated to obtain the phys-
ical component summary (PCS), while SF, RE, MH, and

Figure 1. Consort flow diagram of the study.
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VT were calculated to obtain the mental component
summary (MCS). The scale uses a hundred-mark system to
score points. The higher the total score, the higher the QoL.
The Cronbach’s α value of the total scale was 0.862, the
split reliability was 0.841, and the subscale coefficients were
all above 0.7, which indicates that the reliability of the ques-
tionnaire is good. The content validity of the scale between
PCS items was above 0.6, that of MCS items was above
0.7, while it was 0.19 between PCS and MCS; confirmatory
factor analysis was used to extract eight factors with a cumu-
lative contribution of more than 90% for rotation. The
extracted common factors were consistent with the eight
dimensions of the scale, indicating good validity.

The Chinese version of the Arthritis Self-efficacy
Scale-8 (ASES-8) was used for the assessment of patients’
self-efficacy. It was translated by Gao Lei and developed on
the basis of the ASES compiled by Lorig.16 It includes two
items from the ASES pain dimension, four items from the
ASES other symptom dimensions, and two newly added
items used for the evaluation of treatment in patients with
pain and fatigue symptoms. Each item uses the 1–10
scoring method; the higher the score, the higher the level
of self-efficacy. The Cronbach’s α coefficient for the ori-
ginal scale was 0.89. The Cronbach’s α coefficient of the
Chinese version was 0.920, and the retest reliability was
0.986, which is good. After a principal component analysis,
one common factor was extracted. The factor load of each
item was above 0.652, the cumulative variance contribution
rate was 66.24%, and the structural validity was good.

We used the Chronic Disease Self-Management
Behaviour Scale (CDSMS) to assess patients’ self-
management levels. The CDSMS was developed by the
Center for Chronic Disease Education and Research at
Stanford University and mainly includes three subscales
(15 items in total): exercise, cognitive symptom manage-
ment, and communication with doctors. This scale has
been widely used in studies on the self-management of
patients with chronic diseases.17 The Cronbach’s α coeffi-
cient of the scale is 0.72–0.75, indicating good reliability.
The exploratory factor analysis extracted three common
factors, which had high factor load and cumulative variance
contribution rates of 70.62%, 75.35%, and 79.74%, respect-
ively, indicating good structural validity.

Medication adherence was assessed using the MMAS-8.
The MMAS-8 was compiled by Morisky in 2008 includes a
total of eight questions to examine the medication compli-
ance of patients with chronic diseases.18 An answer of
“yes” would be given 0 points, while “no” would be
given 1 point, while five items are in the opposite direction.
A total score of 8 indicates good compliance, 6–8 indicates
medium compliance and less than 6 indicates poor compli-
ance. The reliability analysis of the Chinese version of the
MMAS-8 showed that Cronbach’s α coefficient of internal
consistency was 0.65, and the intragroup correlation coeffi-
cient was 0.8.

Data analysis

The data were analyzed using SPSS version 22, which
included both statistical description and analysis. The data
encompassed quantitative and qualitative data. The former
included scores for QoL, self-management, self-efficacy, and
medication compliance, and the latter included demographic
information such as gender, education level, work status,
family monthly income, marriage, and family residence. We
also calculated the differences in QoL, self-efficacy, self-
management, and medication adherence before and after inter-
vention, which were also quantitative data in both groups. For
quantitative data, the statistical description was presented as
mean (standard deviation), while qualitative data were pre-
sented as N (percentage). Statistical analysis of quantitative
data was carried out using t-tests (including two independent
sample t-tests and paired samples t-test), while Chi-square
tests were used for qualitative data.

Results
In the experimental group, one person failed to fill in the
baseline questionnaire, two exited due to worsening phys-
ical condition, six quit the process, and 23 participants
finally completed the intervention. In the control group,
three participants failed to complete the questionnaire,
and six did not report back for a follow-up during the
control period. There were a total of 23 participants in the
control group who completed the intervention (Figure 1).

The demographic data of the 46 subjects showed that the
age of the subjects ranged from 23 to 68 (42.52± 11.53)
years old. Among them, 91.3% were married, and 89.1%
were employed. The overall education level and income
were moderately high, 17 were in junior college or above,
20 were in senior high school, and 9 were in junior high
school or below. Monthly household income was above
average, with four cases earning less than 3000 RMB, 16
cases earning 3000–6000 RMB, 14 cases earning 6000–
10,000 RMB, 8 cases earning 10,000–20,000 RMB, and
four cases earning 20,000 RMB or more. Nine cases
(19.6%) lived in rural areas, 16 (34.8%) lived in towns, and
21 (45.7%) lived in urban areas. Among them, 38 (82.6%)
paid medical expenses by medical insurance or public
expenses. The primary caregivers of 29 patients (63.0%)
were the patients themselves, and those of 16 patients
(34.8%) were spouses or children. Only a small number of
people had morning stiffness lasting longer than 30 min, and
84.8% did not have morning stiffness or only experienced it
for less than 30 min. There was no statistically significant dif-
ference in the demographic data analysis of the patients (p>
0.05), indicating high comparability (Table 1).

Table 1 also presents the initial scores for psychological
and physiological QoL, self-management behavior, self-
efficacy, and medication compliance, which were not sig-
nificantly different between the intervention and control

Jingmeng et al. 5



Table 1. Baseline characteristics of the intervention group and control group.

Items

Intervention Control F/t P value

(n= 23) (n= 23)

Age (years) 40.78 (9.28) 44.26 (13.40) −1.02 0.312

The degree of recent joint pain 2.39 (1.20) 3.04 (1.15) −1.89 0.066

Time of illness 5.78 (6.61) 6.29 (5.80) −0.28 0.785

Gender 0.348 0.555

Male 12 (52%) 10 (43%)

female 11 (48%) 13 (57%)

Education 1.529 0.675

≤junior high school 6 (26%) 3 (13%)

senior high school 10 (43%) 10 (43%)

≥junior college 7 (31%) 10 (43%)

Work status 0.898 0.343

employed 22 (96%) 19 (83%)

unemployed 1 (4%) 4 (17%)

Family monthly income 4.036 0.401

≤3000 RMB 1 (4%) 3 (13%)

3000–6000 RMB 11 (48%) 5 (22%)

6000–10000 RMB 6 (26%) 8 (35%)

10000–20000 RMB 3 (13%) 5 (22%)

≥20000 RMB 2 (7%) 2 (7%)

Marriage 4.381 0.112

Unmarried or widowed 0 (0%) 4 (17%)

Married 23 (100%) 19 (83%)

Family residence 0.187 0.911

Rural areas 8 (35%) 4 (17%)

Towns 5 (22%) 8 (35%)

Cities 10 (43%) 11 (48%)

Medical payment method 0.151 0.697

(continued)
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groups (p > 0.05). This indicates that the two groups were
comparable at the outset.

Following eight weeks of intervention, significant differ-
ences were observed between the groups in terms of total psy-
chological QoL scores, cognitive symptom management
scores, and self-efficacy scores (p<0.05). The mean differ-
ence in changes in psychological QoL scores between the
two groups was 12.29 (95% CI: 4.51, 20.07; p<0.001),
while for cognitive symptom management and self-efficacy,
the mean differences were 0.65 (95% CI: 0.24, 1.05; p<
0.001) and 0.69 (95% CI: 0.14, 1.24; p<0.05), respectively.
The intervention group showed increase scores in self-

management (exercise) and self-management (communication
with doctors) scores, while the control group showed a
decreasing trend without intervention. The intervention
group showed statistically significant improvements in these
measures (p<0.05), but the improvements were not statistic-
ally significant when compared to the control group (p>
0.05). More detailed information can be found in Table 2.

Discussion
Quality of life measurement is a practical method that pro-
vides healthcare professionals with a better understanding

Table 1. Continued.

Items

Intervention Control F/t P value

(n= 23) (n= 23)

Own expense 3 (13%) 5 (22%)

Medical insurance or public expenses 20 (87%) 18 (78%)

Caregiver 3.495 0.174

On one’s own 16 (70%) 13 (75%)

Spouse or child 7 (30%) 9 (39%)

Other relatives or friends 0 (0%) 1 (4%)

Morning stiffness time 5.641 0.130

<30 min 22(96%) 17(76%)

30–60 min 0 (0%) 3 (13%)

1–2 h 1 (4%) 1 (4%)

>2 h 0 (0%) 2 (7%)

QoL

Physiological 50.81(6.50) 48.61(6.82) 1.117 0.27

Psychological 47.74(10.93) 52.20(8.49) −1.546 0.129

Self-management

Exercise 1.20(0.66) 1.25(0.60) −0.236 0.815

Cognitive symptom management 1.96(0.64) 2.10(0.78) −0.625 0.535

Communicate with doctors 2.41(1.04) 2.45(1.08) −0.138 0.891

Self-efficacy 4.93(1.77) 4.26(0.79) 1.67 0.105

Medication adherence 3.47(1.70) 3.39(1.40) 0.166 0.869

Jingmeng et al. 7
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of the effectiveness of the management plan for arthritis
patients.19 Continuing WeChat nursing interventions are
effective in promoting the QoL of such patients. This
study focused on developing a continuous care model for
arthritis patients based on WeChat platform and investi-
gated its impact on enhancing their QoL, self-efficacy,
and self-management abilities. The results showed a signifi-
cant improvement in patients’ psychological well-being,
cognitive symptom management, and self-efficacy follow-
ing an eight-week intervention period.

It is well known that patients with arthritis have poor
QoL and are prone to fatigue.20,21 Our research findings
demonstrate that the continuity of care provided through
the WeChat platform can enhance the psychological and
physiological QoL for arthritis patients. While the latter
did not attain statistical significance, this may be attributed
to the small sample size used in our study. Nevertheless, our
research suggests that the WeChat platform has enormous
potential in improving the overall QoL for arthritis patients,
similar to the positive outcomes achieved by Trudeau
et al.’s four-week web-based intervention and follow-up
survey on RA or OA patients.22 This study’s results were
also in line with those of Chitkar et al., who found that a
two-month instruction period using a mobile app-based
program improved specific aspects of PF and quality of
life in knee OA patients, including fatigue/energy, PF,
and pain.23 Through careful nursing intervention, arthritis
patients can benefit from improved diet, medication man-
agement, and joint exercise, which can effectively alleviate
joint pain and promote their physical and mental well-
being.24 The WeChat platform for chronic disease continu-
ity provides a myriad of benefits, including the dissemin-
ation of disease knowledge and symptom management
skills via public account push notifications, as well as facili-
tating communication between patients and healthcare pro-
viders, nurses, and fellow patients through WeChat groups.
This enhances arthritis patients’ understanding of the
disease and its treatment, allowing them to make more
informed decisions about medication, exercise, and diet.
Ultimately, this results in better cooperation with doctors’
treatment plans, improved treatment effectiveness,
reduced arthritis reactions, relief from joint pain, enhanced
PF, and better MH outcomes.

Studies showed that patients with arthritis expect more
knowledge and home-care skills.25 Patients also seek to
improve their understanding of arthritis through formal
health education.26 In addition to sending management
skills and knowledge through a public account, the
WeChat platform provides a medical communication plat-
form for patients, doctors, and nurses. Studies have
shown that utilizing the WeChat platform for health educa-
tion has led to increased self-management levels among
hemodialysis patients.27 This internet-based remote health
education program offers unique advantages. In this
study, it was found that the cognitive symptom

management of arthritis patients in the intervention group
improved following the WeChat platform intervention.
Patients’ self-management ability in facing pressure, man-
aging symptoms, setting goals, and learning to relax
among other aspects could be enhanced.28 One participant
in this study reported feeling pain after taking a bath in a
hot spring joint, suspecting the hot spring aggravated the
joint pain. The doctors gave the right analysis: the join
was not protected from the warm waters. Through the
WeChat group, patients can not only ask questions about
their own problems and receive advice from a professional
but they can do so in a collective environment as well. They
are willing to share their experiences and even remind each
other to implement management plan properly, which
greatly improves their symptom management ability.
However, there was no significant difference in the level
of exercise between the intervention and control group
after the intervention with WeChat, which may be related
to the living conditions of patients and the restriction of
the duration of intervention. Most patients were on the
job, and it was difficult to significantly change their living
habits and time planning in a short period of time.

This study revealed that the WeChat platform manage-
ment application offers an opportunity to effectively
improve the self-efficacy of patients with arthritis. When
patients recognize their own health problems and have the
skills to deal with them, their self-efficacy can be enhanced,
and they are more likely to make behavioral changes and
improve their QoL. A study found that self-efficacy is an
important factor affecting joint dysfunction.29 A higher
level of self-efficacy is conducive to promoting self-
management, thereby reducing disease symptoms and
joint dysfunction. Interventions should gather feedback
from arthritis patients and be tailored to provide adherence
support when necessary.30 Intervention through WeChat
can ensure the accessibility and feasibility of support for
patients.31

Implications

Combined with the Roy Adaptation Model and self-efficacy
theory, this study takes self-efficacy as a key variable to
produce adaptive ways and results through a cognitive
adjustment mechanism. Disease and symptom management
were conducted through a WeChat public account and
WeChat group communication, which provided a platform
for communication between doctors, nurses, and patients.
Self-efficacy in patients with arthritis must be promoted
to develop their self-management ability, alleviate chronic
symptoms, and ultimately improve their QoL.

The WeChat platform, as a means of providing continu-
ous care, is an invaluable resource for enhancing the psy-
chological well-being of patients and bolstering their
cognitive capacity to manage symptoms associated with
arthritis. Simultaneously, it has the potential to elevate
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patients’ sense of self-efficacy. These endeavors hold
promise in augmenting patient quality of life, alleviating
the burdensome responsibilities and complexities faced by
medical personnel. If the WeChat platform intervention
mode of continuous care for chronic diseases is effective
and widely used, it can promote the cognitive level of
family members about the disease and its related symptoms.
It would enable patients and their families to properly
manage the disease and its medical treatment. In addition,
it can also reduce the number of treatments, lower
medical costs, and improve the medical treatment effect.
For hospitals, the reduction in medical treatments can
lighten the workload and ease the difficulty of medical
staff, as well as rationalize the allocation of medical
resources. The improvement in these functions is also
very important for cancer care. By strengthening self-
management strategies and self-efficacy, patients are
empowered to better attend to their health, and concur-
rently, an improvement in their psychological well-being
engenders confidence in confronting the adversities posed
by the disease, fostering greater cooperation with medical
professionals.

Limitations

The intervention was only conducted for eight weeks;
whether an extension can achieve a better effect needs to be
further verified. After the intervention, the patients needed to
be supplemented. During the study, there were nine cases of
sample loss in each group. The reasons for the high loss rate
may be related to the long questionnaire; some patients
lacked patience due to illness, resulting in the questionnaire
not being carefully filled in. In addition, the loss of patients
in the control group may be related to being aware of not
accepting WeChat intervention. We suggest that future
studies extend the intervention time and maintain the tracking
time to obtain a more obvious effect. The sample size could be
expanded based on this study to improve the credibility of the
WeChat platform on patients with arthritis and drawmore reli-
able conclusions.

The sample size was also too small, which may affect the
statistical power. However, this trial could be a reference
for future RCTs with a large number of participants.
Also, other drugs or comorbidities may have affected the
results, especially in terms of physical symptoms. The
lack of randomisation also limits the scientific validity of
our conclusions, and we will carry out high-quality rando-
mised controlled trials in the future.

Conclusion
The WeChat platform-based continuing care is a useful tool
for improving patients’ psychological state and their cogni-
tive symptom management ability with arthritis. At the
same time, it can improve the self-efficacy level of patients.

This can contribute to improving patient QoL and reducing
the workload and difficulty of medical staff.
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