
https://doi.org/10.1177/1359105321995916

Journal of Health Psychology
2022, Vol. 27(7) 1753 –1782
© The Author(s) 2021

Article reuse guidelines:  
sagepub.com/journals-permissions
DOI: 10.1177/1359105321995916
journals.sagepub.com/home/hpq

Introduction

The prevalence of chronic diseases is increas-
ing (Helgeson and Zajdel, 2017). Chronic dis-
eases can have a significant impact on a 
person’s life habits and relationships, as they 
often require lifestyle changes and the adop-
tion of self-management behaviours required 
to reduce the physical effect of the disease. 
Hence, being diagnosed with a chronic disease 
can be life-changing and precipitate multiple 
physical, psychological and social sequelae. 
Therefore, the support provided to people at 
the point of diagnosis is important. This sup-
port not only needs to ensure that the person 
can manage the physical impact of the disease, 
but also the psychological and social chal-
lenges it brings.

A new diagnosis of chronic disease has 
been likened to a crisis situation that produces 
initial responses of fear, anxiety, depression 
and anger (Martz and Livneh, 2007). The indi-
vidual may experience grief due to the perma-
nent loss of health (Burke et al., 1992). A new 
diagnosis may also present with shock, re-
evaluation of one’s future, stigma and negative 
effects on relationships (Due-Christensen 
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et al., 2018). The emerging physical symptoms 
and associated self-management requirements 
of a new-onset chronic disease may provoke 
significant changes in routines and established 
lifestyle habits often in a sudden manner 
allowing limited time for adjustment.

Moreover, the uncertainty surrounding the 
cause and course of some chronic diseases may 
also be unsettling for patients as individuals 
may appraise the unknown as an outcome that 
engenders fear and anxiety (Carleton, 2016).

Socially, chronic diseases may expose indi-
viduals to stigma and discrimination (Browne 
et al., 2014; Earnshaw et al., 2012; Lempp 
et al., 2006). The disease may limit an individu-
al’s ability to engage in interpersonal relation-
ships perhaps due to fear of being misunderstood 
(Gignac et al., 2013). In addition, the physical 
limitations imposed by chronic diseases may 
limit individuals’ ability to contribute their 
quota in reciprocal social relations; straining 
their relationships and potentially causing feel-
ings of guilt in patients for being a burden on 
their family or friends (Trindade et al., 2018; 
Williams and Wood, 1988). These social issues 
may be distressing for patients.

Adaptation to chronic disease is therefore 
essential as the lack thereof may result in sev-
eral psychological and social challenges for 
patients. Adaptation is a complex and dynamic 
process (Helgeson and Zajdel, 2017; Stanton 
et al., 2007) that requires cognitive, affective 
and behavioural efforts (Dekker and de Groot, 
2018). The process involves coming to terms 
with the disease and modifying one’s lifestyle 
to suit or conform to the new situation (De 
Ridder et al., 2008). Several theories underpin 
the process of adaptation. The primary theories 
highlight the importance of illness perception 
(Leventhal et al., 2016), benefit finding (Moss-
Morris, 2013), self-efficacy and stress reap-
praisal (Lazarus and Folkman, 1984) in 
psychosocial adaptation. Psychosocial inter-
ventions target these theoretical elements to 
enable patients to achieve adaptation.

The process of adaptation may be daunting for 
patients. Therefore, a support system (in the form of 
psychosocial intervention) may be required to equip 

patients with the skills to navigate life with chronic 
disease (Purgato et al., 2016). The first few years of 
diagnosis are considered formative and critical in 
determining patients’ perceptions of their disease 
and the success of adaptation. Interventions that tar-
get this formative period may have a higher chance 
of preventing poor physical and psychosocial out-
comes (Martz and Livneh, 2007). While the need 
for psychosocial interventions in the early formative 
period of chronic disease diagnosis is widely 
acknowledged, little is known about the currently 
available interventions and what they entail.

Psychosocial interventions are likely to have 
several components and modes of delivery and 
would often be complex (Deary et al., 2018). 
For such interventions, precise specifications of 
intervention facets are required to build the evi-
dence base that will inform subsequent devel-
opment and delivery of effective interventions 
(Craig et al., 2008).

The current review sought to collate existing 
psychosocial interventions for adults with 
newly diagnosed chronic disease and to synthe-
size their active ingredients to provide the evi-
dence base for the modelling of future effective 
interventions for this population.

Methods

The current review was conducted in line with 
Joanna Briggs Institute’s (JBI) guidelines for 
systematic reviews (Tufanaru et al., 2017). JBI 
guidelines involve formulating a review ques-
tion, defining inclusion and exclusion criteria, 
locating studies through searching, selecting 
studies for inclusion, assessing the quality of 
studies, extracting data, synthesizing the rele-
vant studies and presenting and interpreting  
the results. The review was registered on 
PROSPERO (CRD42020163806).

Review questions

The review sought to answer four questions:

•• What are the various psychosocial inter-
ventions for patients with newly diag-
nosed chronic disease?
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•• What theoretical models underpin these 
interventions?

•• What are the active ingredients of the 
interventions?

•• How efficacious are the interventions at 
improving physical, psychological, social 
and affective outcomes?

Defining inclusion and exclusion 
criteria

The following eligibility criteria were used: (a) 
use of psychosocial intervention intended to 
facilitate psychosocial adaptation (b) studies of 
all designs (c) adult participants (>18 years) 
with multiple sclerosis (MS), rheumatoid arthri-
tis (RA), type 1 diabetes (T1D), type 2 diabetes 
(T2D), HIV or inflammatory bowel disease 
(IBD) (d) disease duration of 3 years or less (e) 
reporting at least one psychosocial outcome (f) 
papers reported in English. We focused on only 
six chronic diseases for pragmatic reasons. 
These chronic diseases were selected because 
of the extensive self-management practices 
they require in the form of adhering to complex 
drug regimens, dietary restrictions and adjust-
ing to the psychosocial and physiological 
demands of the disease, that are likely to put 
undue psychological stress on patients (Grady 
and Gough, 2014). This review excluded evi-
dence from the grey literature.

Locating studies through searching

An electronic search was conducted on OVID 
EMBASE (1974–2020 Week 21), MEDLINE 
(1946 to 20th May 2020), PsychInfo (1806 to 
May Week 4 2020), PUBMED and EBSCO 
CINAHL from inception to date in line with the 
JBI guidelines for literature search (Aromataris 
and Riitano, 2014). Facet analysis and search 
terms are depicted in Table 1. Boolean combi-
nations of search terms were applied (‘OR’ for 
terms in the same column, ‘AND’ for terms 
across columns). The search strategy was modi-
fied for each electronic database details of 
which are presented in Supplemental S1.

In addition, references of retrieved studies 
were hand-searched to identify other relevant 
studies not captured by the electronic search.

Selecting studies for inclusion

Screening and selection of relevant studies were 
guided by the JBI guidelines for study selection 
(Porritt et al., 2014). The results of the elec-
tronic search were imported into Covidence 
(https://www.covidence.org) to facilitate the 
screening process. Duplicates were automati-
cally removed. One reviewer (SA) performed 
title and abstract screening against the eligibil-
ity criteria. A sample of one hundred (100) stud-
ies was taken by a second reviewer (MD) to 
validate the screening process. A third reviewer 
(AF) was contacted where there were disagree-
ments. Full-text review of tentatively eligible 
studies was then carried out to identify studies 
that met the inclusion criteria.

Assessing the quality of studies

JBI Critical Appraisal Checklist for Quasi-
Experimental (JBI-QE) and randomized con-
trolled trials (JBI-RCT) studies were used for 
non-RCTs studies and RCTs respectively 
(Tufanaru et al., 2017).

The overall quality of RCTs was adjudged 
‘high’ (study reports 10 or more items on the 
checklist including randomization, blinding, 
concealment and power calculations), ‘moder-
ate’ (study reports seven or more items on the 
checklist including at least one of the following: 
randomization, blinding or concealment) or 
‘low’ (study reports fewer than six items). For 
quasi-experiments, it was determined that the 
highest possible overall quality of quasi-experi-
ments will be ‘moderate’ (reports seven or more 
items on the checklist including the use of a 
comparison group). Quasi-experiments with no 
control groups were adjudged to have ‘low’ 
quality even if all other items on the checklist 
are reported.

Studies were not excluded based on method-
ological quality because of the focus (primary) 

https://www.covidence.org
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of this review on intervention components and 
delivery rather than efficacy.

Extracting data

Data extracted included: authors, year of publi-
cation, country, sample characteristics, interven-
tion components, mechanism/theory of action, 
main outcomes and limitations. Intervention 
details were extracted with the COMPASS 
(COMPlex interventions: Assessment, trialS and 
implementation of Services) checklist for psy-
chological interventions (Hodges et al., 2011). 
COMPASS checklist helps to define complex 
interventions by specifying the context, content, 
mechanism of action, target outcomes and 
method of delivery.

Synthesizing the relevant studies

Tabular synthesis of key features (e.g. study 
designs, sample characteristics, type of inter-
ventions, mechanism of action, findings) of 
included studies was undertaken.

In addition, theoretical synthesis (Forbes and 
Griffiths, 2002) was used to identify the various 
components of psychosocial interventions. 
Firstly, intervention contents (including tech-
niques, timing, therapists, etc.) as extracted with 
the COMPASS checklist, were loaded into 

NVIVO 12 (QSR International, Melbourne, 
Australia). Deductive and inductive thematic 
analysis of intervention contents were then per-
formed recursively to identify commonalities in 
the active techniques used by the various studies. 
The deductive analysis was informed by the lit-
erature on adaptation to chronic diseases. For 
instance, initial coding was centred on the con-
cepts of acceptance and stress reappraisal which 
are important to psychosocial adaptation. Themes 
were then refined and defined. A similar approach 
was used to identify the type, setting and timing 
of interventions.

The clinical heterogeneity of the included 
studies precluded the pooling of outcome meas-
ures for meta-analysis. A narrative approach to 
synthesis, utilizing textual descriptions to sum-
marize key study outcomes (Tufanaru et al., 
2017) was undertaken to summarize the impact 
of the various psychosocial interventions on 
physical, affective, psychological and social 
outcomes.

Data sharing statement

As a systematic review, the datasets we used 
were already published articles which are 
accessible online. References to such articles 
are provided as appropriate throughout this 
paper. To ensure replicability of this review, 

Table 1. Facet analysis of review question.

Population 1 Population 2 Intervention

Index term 
(exploded)

HIV/AIDS – Psychosocial support
Rheumatoid arthritis Psychotherapy
Multiple sclerosis Psychoeducation
Type 1 diabetes mellitus Patient support
Type 2 diabetes mellitus Acceptance and 

commitment therapy
Inflammatory bowel disease Cognitive behavioural 

therapy
Free text, 
synonyms, 
alternative 
spelling and 
abbreviations

HIV infection Recent diagnosis CBT
Retroviral infection New onset ACT
Rheumatism New diagnosis Patient education
Crohn’s disease Recently diagnosed Acceptance
Ulcerative colitis Newly diagnosed Commitment
T1D, T2D, PLWH, PLWHA, IBD After diagnosis  
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specific search terms used on each of the five 
databases and the corresponding number of 
results are provided in Supplemental S1. 
Detailed data extraction forms for each 
included study are also provided. Moreover, 
the NVIVO file which was generated during 
the synthesis of intervention facets is also 
attached. These files are accessible via FigShare 
repository.

Findings

Results of the search

The electronic searches yielded 2910 records. 
One additional record was identified through 

reference searching. After removal of dupli-
cates, 1451 papers remained. A total of 1396 
papers were excluded after the title and abstract 
screening. The majority of those studies were 
educational and self-management interven-
tions. Full texts of the remaining 55 papers were 
reviewed. Fourty-three (43) records were 
excluded for reasons stated in the Preferred 
Reporting Items for Systematic reviews  
and Meta-Analysis (PRISMA) chart (Figure 1). 
Reasons for the exclusion of nine additional 
papers (as shown in the PRISMA chart) are pre-
sented in Table 2. Twelve (12) quantitative 
papers that met the eligibility criteria were 
included in this review.
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Figure 1. PRISMA chart (Moher et al., 2009).
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Table 2. Studies excluded for other reasons.

Studies Reasons for exclusion

Feicke et al. (2014) The intervention described in this study appeared to have a psychosocial 
component. The focus, however, was on increasing self-management skills.

Moskowitz et al. (2012) A pilot study. The main study which was conducted in 2017 was included in 
this review instead.

Govender et al. (2014) This study was about a suicide prevention intervention that seemed too 
specific and peculiar to HIV. It was excluded based on its relevance to the 
overarching objective of this review.

Gafvels et al. (2014); 
Rane and Gafvels (2017)

The studies evaluated intervention by a medical social worker. Different 
types of tailored psychosocial interventions were used but studies provided 
no details of such interventions. Therefore, they could not contribute to the 
overarching objective of this review.

Sharpe et al. (2001, 2003) These two studies represent a case series (2001) and the 2-year follow-up 
(2003) reports of a 2001 study (included in this review). The follow-up report 
provided data on the long-term impact of the psychosocial intervention. 
However, the lack of intention-to-treat analysis and inconsistencies with the 
main 2001 study led to its exclusion from this review.

Harper et al. (2014) Non-adult participants (<18 years) were included in this study

Whittemore et al. (2001) This study describes a nurse coaching intervention aimed at increasing 
adherence to dietary and lifestyle modification following an educational 
programme. Excluded for its focus on lifestyle changes and no clear 
psychological component.

General characteristics of included 
studies

Table 3 summarizes the key features and find-
ings of the included studies. The 12 included 
studies had a combined sample size of 900 
(range 9–279) and a median follow-up period of 
7 months (range 1–15 months). A majority of 
the studies were of RCT design with five (5) 
being quasi-experimental studies and one with 
unspecified study design (Brusadelli et al., 
2018). Four studies originated from the USA, 
two from Italy and one each from the UK, 
Australia, Austria, The Netherlands, China and 
South Africa. Majority of the studies were on 
HIV (n = 5), followed by MS (n = 4), with RA, 
T1D and T2D contributing one study each. No 
study was found for IBD. The average duration 
since diagnosis ranged from 4.3 weeks to 
3 years. Studies were published between 1995 
and 2019 with most published within the past 
10 years (n = 9).

Quality assessment

The quality of the included studies ranged from 
low to moderate. For the quasi-experiments, 
baseline characteristics for studies with controls 
were similar in the treatment/comparison groups 
except for one study that differed at baseline on 
per capital income/employment/HIV disclosure 
(Mundell et al., 2011).

All six RCT studies reported the use of rand-
omization but only two studies outlined how 
allocation sequences were generated. Baseline 
characteristics of some studies (Brashers et al., 
2017; Molton et al., 2019; Sharpe et al., 2001) 
differed for the intervention and control groups, 
thereby increasing the risk of selection bias. 
Allocation concealment and blinding of out-
come assessors were used by four studies to 
minimize performance bias. The nature of the 
interventions did not allow for the blinding of 
interventionists and participants and this could 
have resulted in an overestimation of effect 
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sizes. Intention-to-treat (ITT) analysis was used 
by all RCTs except for one study (Brashers 
et al., 2017). Studies generally reported a low 
attrition rate. Only two studies discussed how 
they determined their sample size (Moskowitz 
et al., 2017; Sharpe et al., 2001). Few studies 
reported measures of effect size to indicate the 
magnitude of any improvements attributable to 
the intervention.

Synthesis of evidence

Intervention types and their theoretical underpin-
nings. Three categories of psychosocial inter-
ventions were identified namely, CBT/
CBT-like, uncertainty management and social 
support interventions. Five studies utilized CBT 
interventions based upon the assumptions that 
one’s thought influences their emotions and 
behaviours, that is, Beck’s cognitive theory 
(Beck, 2005).

CBT-like interventions were used by five 
studies and they included positive affect inter-
ventions (PAI), acceptance and commitment 
therapies (ACT), intolerance to uncertainty 
intervention (a blend of ACT and CBT) and a 
distress reduction programme with an unspeci-
fied theoretical framework (Spiess et al., 1995). 
PAI was based on Fredrickson’s broaden-and-
build theory of positive emotions (Fredrickson, 
1998) which posits that certain positive emo-
tions such as contentment can produce enduring 
improvements in patients’ psychological resil-
ience, coping resources, intellectual capacity as 
well as the reversal of lingering negative emo-
tions (Fredrickson, 2001, 2004). ACT was 
based on Hayes’ Relational frame theory (Hayes 
et al., 2001). The goal of ACT was to help indi-
viduals change their relationship with their 
thoughts as opposed to changing the contents of 
such thoughts.

Uncertainty management intervention (UMI) 
based on Brasher’s uncertainty management the-
ory (2001) was used by one study (Brashers 
et al., 2017). UMI differed from intolerance to 
uncertainty interventions which rather focused 
on promoting acceptance to the disease. The 
guiding principle of the uncertainty management 

intervention was that enhancing patients’ com-
munication skills facilitate adaptation to chronic 
disease.

Social support intervention (SSI) was a peer-
led programme that emphasized vicarious expe-
riences (Mundell et al., 2011). Hanson’s systems 
theory framework underpinned the SSI (Hanson, 
1995).

Active techniques used. Overall, eight distinct 
active techniques were identified through the 
thematic analysis of the intervention contents. 
As shown in Table 4, each study utilized an 
average of four of these techniques (range 2–6).

Education. Nine studies used this technique. 
Education constituted the introductory section 
of most interventions including a general over-
view of the intervention. Information on dis-
ease symptomatology and details of treatment 
options were shared with patients to empower 
them to orientate themselves to the disease. 
Moreover, self-management of symptoms, 
‘flare-ups’, lifestyle changes and prevention of 
complications were covered by some psychoso-
cial interventions.

Communication skills development. Commu-
nications with family, healthcare workers and 
friends appeared in seven studies. Communi-
cation skills were geared towards appropriate 
ways of expressing one’s emotions to friends/
family/health professionals to solicit their sup-
port. The recognition of one’s need for help as 
well as strategies for asking for assistance was 
emphasized in these interventions. Further-
more, some interventions addressed relational 
issues such as stigma and discrimination by 
equipping patients with the skills to commu-
nicate their needs to others in a way that will 
foster respect and dignity. Patients were also 
informed about their basic human rights to 
enable them to recognize when they are being 
discriminated against.

Relaxation techniques. To deal with the stress 
of living with chronic diseases, participants 
were taught skills-based relaxation techniques. 
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Such techniques included mindfulness, atten-
tion diversion, engagement in pleasant activi-
ties and biofeedback processes such as paced 
breathing, deep breathing and progressive 
muscle relaxation. Relaxation techniques were 
usually practised through the entire course of 
the intervention as daily homework activities. 
Seven studies utilized this active technique (see 
Table 4).

Cognitive restructuring. Seven studies incor-
porated cognitive restructuring into their inter-
vention. The cognitive restructuring included 
techniques that entreated participants to re-
examine their thoughts on their current dis-
ease condition, identify negative thoughts and 
attempt to change such thoughts. Cognitive 
restructuring strategies used included automatic 
thought recording where patients were asked 
to record and challenge all intrusive negative 
thoughts such as catastrophizing and rumina-
tion. Moreover, forms of positive reappraisal 
such as benefit finding were used to change 
patients’ perceptions and to increase positive 
affect.

Homework. Some psychosocial interven-
tions (n = 6) assigned participants with tasks 
to be completed at home in between sessions. 
Some of these tasks were intended to reinforce 
the adaptive skills taught in previous sessions. 
Other tasks required reflection and keeping a 
daily record of one’s thoughts, emotions and 
other psychosocial responses. Homework activ-
ities either remained constant throughout the 
intervention or additional tasks were added to 
existing homework activities after each session.

Problem solving. This intervention facet 
focused on real-life scenarios and how patients 
could be guided to pursue the best course of 
action in such situations. Emphasis was placed 
on dealing with the daily hassles and situational 
challenges of the disease. Hands-on practical 
skills for dealing with anticipated and unan-
ticipated psychosocial challenges of the chronic 
disease were taught. Five studies mentioned 
this technique.

Acceptance and finding meaning. This com-
ponent highlighted the acceptance of disease-
related limitations imposed on patients as well 
as the instillation of hope and a sense of pur-
pose in the lives of patients. One study illus-
trated acceptance of disease with a metaphor of 
struggling in quicksand where resistance tended 
to worsen one’s situation. Patients were encour-
aged to eschew denial and fully embrace their 
diseased state. Patients were enabled to create 
new future life plans, amend existing plans or 
devise novel strategies for attaining their life 
goals and asked to write down these life goals 
to serve as daily reminders.

Goal setting. Patients were advised on how 
to set small attainable goals. Such goals were 
intended to incite a sense of accomplishment 
in patients. Goal setting involved making a list 
of tasks to be achieved within a timeframe, and 
tracking progress made in attaining each goal. 
Specific details on how goals were set were not 
available. There was no information on whether 
goals were set by patients alone or through an 
agreement between patient and therapist.

Other intervention facets
Timing of intervention. The mean number of 

intervention sessions for all studies was 7.6. 
Studies with fewer sessions than the average 
were labelled ‘brief’ (n = 7) whereas those with 
more sessions were classified as ‘long-term’ as 
shown in Table 4. The median time between 
each session was 1 week (range 1–5 weeks) and 
each session lasted for 60 minutes (range 17.5–
120 minutes). The median duration of interven-
tion was 8 weeks (range 3–24 weeks).

Mode of delivery. All interventions were 
delivered either in individual (n = 7) or group 
format (n = 5). One study used a mixture of face-
to-face contacts and telephone calls to deliver 
the intervention (Molton et al., 2019). Groups 
consisted of a mean of nine participants each 
(range 4–12). One study clustered participants 
according to their age groups to allow for the 
sharing of similar and more meaningful experi-
ences (Calandri et al., 2017).
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Location. Intervention sites were classified 
as medical (at a health facility) or non-med-
ical (outside health facility). For most studies 
(n = 7), intervention took place at the hospi-
tal, clinic or other health facilities. One study 
reported the use of a non-health facility centre 
in the form of a castle with a park as the site of 
intervention (Calandri et al., 2017). Two stud-
ies did not report the location of their interven-
tion (Brusadelli et al., 2018; Moskowitz et al., 
2017).

Therapist, training and fidelity. Three catego-
ries of interventionists were identified – psy-
chologists (n = 9), non-psychologists (n = 2) 
and peer educators (n = 1). In one study, the 
intervention was delivered by facilitators with 
knowledge in public health research (Moskow-
itz et al., 2017). Another study was unclear 
about the qualification of the interventionists, 
naming a ‘study clinician’ as the therapist (Mol-
ton et al., 2019). In addition, one study used 
peers, not as the main interventionist, but as 
language and cultural support staff to assist the 
psychologist (Mundell et al., 2011).

Only two studies provided details of thera-
pist training. The training focused on giving 
information on disease-specific issues and 
equipping therapists with facilitation skills 
through role-playing prior to intervention. 
Measures to ensure strict adherence to interven-
tion protocols were reported in only three stud-
ies. Fidelity was maintained by qualitatively 
reviewing audio recordings of treatment ses-
sions and organizing debriefing meetings 
among facilitators to resolve emerging issues 
after each session.

Questionnaires used for psychosocial out-
comes. Thirty-three questionnaires were used 
by various studies to measure psychosocial 
outcomes as shown in Table 5. Most of those 
assessment instruments were used to meas-
ure depression, anxiety and affect (n = 9). The 
Centre for Epidemiological Studies Depres-
sion Scale (CES-D) was the most widely used 
instrument (n = 3). A majority of the remaining 
questionnaires were used in only two studies. 

This included the Beck’s Depression Inventory 
(BDI), Patient Health Questionnaire (PHQ), 
Hospital Anxiety and Depression Scales 
(HADS), State Trait Anxiety Inventory (STAI), 
Acceptance of Chronic Health Conditions Scale 
(ACHC) and Short Form Health Survey (SF-
12). The remaining instruments were used only 
once.

Effects of interventions on outcomes. Outcome 
measures used in included studies are as shown 
in Table 6. Intervention outcomes were classi-
fied as physical, psychological, affective and 
social outcomes.

Physical outcomes comprised of physical 
health subscales of the generic SF-12 and 
Quality of life scales (QoL). In addition, studies 
reported disease-specific measures such as 
pain, C-reactive protein, Health assessment 
questionnaire (HAQ) scores, Joint dysfunction 
and Erythrocyte Sedimentation Rate (ESR) in 
RA; blood glucose levels (HbA1c) in T1D and 
T2D; disability scores in MS and Viral load and 
CD4 count in HIV. Physical outcomes were 
reported in seven studies, five of which demon-
strated a statistically significant improvement 
in at least one physical outcome. Three out of 
the five CBTs, the PAI and one study with 
unspecified theory produced improvement in 
physical outcomes.

Reported affective outcomes included 
depression, positive affect, negative affect and 
affective well-being. Eight studies reported at 
least one affective outcome measure. The 
majority of studies (n = 7) reported a statisti-
cally significant improvement in at least one 
outcome. Four out of the five studies utilizing 
CBTs reported a decline in negative affect and/
or depression and improvement in positive 
affect. Each of the PAI and UMI studies also 
produced improvements in affective outcome.

Social outcomes were scarcely reported with 
four studies reporting this outcome. Social out-
comes consisted of perceived social supports, 
satisfaction with social support, quality of life 
subscale (social health). All but one (Mundell 
et al., 2011) of the four studies reported signifi-
cant improvements in these outcomes. The 
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UMI study and only two out of the five CBT 
studies had significant improvements in social 
outcomes.

Psychological outcomes included accept-
ance, coping, uncertainty, self-esteem, anxiety, 
denial, attributional beliefs, optimism, psycho-
logical adjustment, psychological distress, 
quality of life subscale, the impact of life event 
and resilience. Psychological outcomes were 
reported in all but one study (Brusadelli et al., 
2018). The Brusadelli et al paper did not report 
the results of their affective and psychological 
outcome measures. The Moitra et al, study 
reported psychosocial outcomes but failed to 
conduct appropriate significance tests on these 
outcomes. Statistically significant improve-
ments were seen in all studies that reported psy-
chological outcomes. The studies that recorded 
such improvements included all studies using 
CBT, PAI, UMI, UI and SSI. Even though no 
significance test was done, the Moitra et al. 
study showed an improvement in all psychoso-
cial outcomes post-intervention.

Discussion

The review found CBT, ACT, PAI, SSI and 
UMI as the existing interventions for adults 
with newly diagnosed chronic diseases. Most 
interventions were grounded in theories such as 
Beck’s cognitive theory for CBT, Hayes’ rela-
tional frame theory for the ACT, Positive emo-
tions theory for PAI, uncertainty management 
theory for UMI and systems theory for SSI. 
Theories provide insight into the underlying 
mechanisms of change for the psychosocial 
intervention (Craig et al., 2008).

Second wave cognitive behavioural therapy 
(CBT) and its variants (CBT-like or third-wave 
CBTs) were the predominant intervention types. 
This finding was not unexpected given CBT’s 
status as the gold standard of psychotherapy 
(David et al., 2018) and the most widely studied 
psychological intervention (Hofmann et al., 
2012). CBT has been successfully applied to 
patients with long-standing T1D (McGrady and 
Hood, 2013), T2D (Safren et al., 2014), MS 
(Hind et al., 2014), HIV (Tobin et al., 2017), RA 

(Sharpe, 2016) and Inflammatory bowel dis-
ease (IBD) (Mikocka-Walus et al., 2015).

Positive affect interventions (PAI) are gener-
ally considered members of the CBT family 
(Forman and Herbert, 2009; Prasko et al., 
2016). While traditional CBT focuses on alter-
ing negative thoughts, PAI rather seeks to 
heighten individuals’ daily experience of posi-
tive emotions and reverse lingering negative 
emotions by enabling patients to focus on their 
strengths and to see life beyond their current 
condition (Prasko et al., 2016) as suggested by 
the broaden-and-build theory of positive emo-
tions (Fredrickson, 2004). Much emphasis was 
placed on optimism and other positive psycho-
logical constructs in PAI as studies have shown 
that these positive emotions are independently 
associated with improvement in health out-
comes (Chida and Steptoe, 2008).

The relational frame theory, which was foun-
dational to ACT, focused on enhancing psycho-
logical flexibility in order to promote acceptance 
to chronic diseases (Hayes et al., 2001; Kuba 
and Weißflog, 2017). In similar studies, ACT 
has shown effectiveness in long-standing MS 
(Gillanders and Gillanders, 2014), type 2 diabe-
tes (Gregg et al., 2007) and other chronic dis-
eases (Graham et al., 2016; Nordin and Rorsman, 
2012) for relieving disease-related distress, 
improving self-management practices and psy-
chological flexibility respectively.

The uncertainty theory asserts that uncer-
tainty is a neutral experience (neither positive 
nor negative), that is, not always linked to anxi-
ety and that although it may be perceived as 
threatening for some individuals, uncertainty 
may also incite hope and optimism in others. 
Therefore, some individuals may seek to reduce 
their level of uncertainty while others will 
attempt to maintain it. The goal of the uncer-
tainty management intervention was thus to 
equip individuals with adaptable communica-
tion skills for them to apply as needed to man-
age their uncertainty.

Most interventions produced the results pre-
dicted by their underlying theories. For CBT, 
significant improvements were seen in depres-
sion as predicted by the cognitive theory, whereas 



1774 Journal of Health Psychology 27(7)

for PAI optimism and positive affect score 
increased as predicted by the positive emotions 
theory. The level of uncertainty and acceptance 
of chronic disease also improved in the ACT 
study in concordance with relational frame the-
ory. Improvements in these outcomes facilitated 
psychosocial adaptation (Bury, 1982; De Ridder 
et al., 2008; Due-Christensen et al., 2018). 
However, most CBT studies were of low quality; 
hence interpretation of the improvements in the 
outcomes should be done cautiously.

The review found education, communica-
tion skills development, relaxation techniques, 
cognitive restructuring, homework, problem-
solving, acceptance and finding meaning and 
goal setting as the active techniques employed 
by psychosocial interventions for adults with 
newly diagnosed chronic disease. Majority of 
the psychosocial interventions identified in this 
review utilized techniques that reflected their 
theoretical underpinnings. For instance, cogni-
tive restructuring and relaxation techniques fea-
tured prominently in studies that used traditional 
CBT interventions whereas acceptance and 
finding meaning were mostly used in third-
wave CBT interventions such as ACT.

Each active technique addressed a specific 
facet of the adaptation process. For instance, 
cognitive restructuring was used to change neg-
ative thoughts or illness perception which is 
known to influence psychosocial adaptation to 
chronic disease (Kocaman et al., 2007; Lazarus 
and Folkman, 1984; Leventhal et al., 2016). 
Similarly, education and communication skills 
were used to reduce uncertainty to the disease, 
consistent with the psychosocial adaptation lit-
erature (Carleton, 2016; Folkman, 2010; 
Visschedijk et al., 2004). Acceptance and find-
ing meaning also made it possible for patients 
to deal with grief due to loss of health by giving 
patients hope and assurance that all is not lost. 
Other techniques such as goal setting and prob-
lem-solving have also been recognized as 
instrumental in coping with chronic diseases 
(Hall and Foster, 1977; Scobbie et al., 2009).

Homework activities were geared towards 
reinforcing learned skills and enabling patients to 
normalize such skills to their daily lives. 

Homework thus addressed the dynamic and 
ongoing nature of psychosocial adaptation 
(Helgeson and Zajdel, 2017; Stanton et al., 2007). 
Consistent with other studies, this technique was 
mostly used in CBT to improve psychosocial out-
comes (Cronin et al., 2015; Hayasaka et al., 
2015).

The active techniques appeared in varying 
doses across the various psychosocial interven-
tions. Due to the heterogeneity of outcome 
measures, meta-regression analysis could not 
be performed to determine the association 
between the number of active techniques (dos-
age) and type of techniques used by the studies 
and the effect that had on specific outcome 
measures (effect size). Notwithstanding, one 
could argue that psychosocial interventions 
having more active techniques (across various 
theoretical frameworks) are more likely to 
achieve positive psychosocial outcomes as the 
varied techniques could help address all facets 
of psychosocial adaptation. It is worth noting 
that there is an ongoing debate about whether 
this eclectic approach is superior to other 
approaches that advocates for strict adherence 
to a particular theoretical framework (Zarbo 
et al., 2016). Clinical trials comparing the effec-
tiveness of these two approaches may help 
bring finality to this debate. It is also important 
to note that the heterogeneous outcomes 
reported by the included studies did not allow 
for conclusions to be drawn about the interven-
tion techniques that were most effective.

Although we did not focus on non-specific 
techniques in psychosocial interventions, we 
acknowledge that such techniques are useful in 
psychotherapy. A typical non-specific technique 
identified in the review was group dynamics 
which generally include cohesiveness, model-
ling and group bond (Chatoor and Krupnick, 
2001). Group therapies are effective if partici-
pants have common characteristics that allow 
them to share their experiences. However, as 
found in the current review, some participants 
experienced isolation or perceived rejection 
from the group resulting in attrition – they were 
worried about being the most disabled or least 
disabled patients in group sessions (Visschedijk 
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et al., 2004). The non-random dropout of partici-
pants might have caused an overestimation of 
the intervention effect in the study.

The interventionists in most studies received 
no training. It is likely that the researchers being 
the developers and implementers of the interven-
tions coupled with the fact that most therapists 
were professional psychologists, meant that no 
special training was required. Nonetheless, 
developing training for interventionists would 
have enhanced the ability for others to fully rep-
licate the various studies and could have 
improved the quality of the studies. Although 
fidelity of intervention protocol was explicitly 
reported by only three studies, other studies 
hinted on fidelity by mentioning the use of treat-
ment manuals (Kiropoulos et al., 2016; Sharpe 
et al., 2001). Treatment manuals spell out the 
requisite elements of an intervention and are usu-
ally used as the basis for assessing fidelity 
(Horner et al., 2006). Similar reviews have found 
the lack of fidelity adherence in most psychoso-
cial interventions (McArthur et al., 2012). The 
lack of treatment fidelity may cause potentially 
effective interventions to appear ineffective and 
lead to faulty conclusions (McArthur et al., 
2012). On the other hand, an intervention could 
appear effective because of the skills of the psy-
chologists delivering the intervention – but not 
effective if delivered by someone else using the 
same treatment protocol.

This review excluded several studies that 
used educational and/or self-management inter-
ventions to improve psychosocial outcomes in 
T1D and T2D because such interventions failed 
to describe clearly their psychological compo-
nents. At best, some of these interventions 
hinted at the use of psychological techniques but 
did not provide enough details to allow for their 
inclusion in the current review. Future studies 
should be explicit about all intervention compo-
nents as recommended by Hodges et al. (2011).

The review did not find psychosocial inter-
ventions for newly diagnosed IBD patients. 
Patients with IBD have several psychosocial 
concerns ranging from impaired body image to 
stigmatization that warrant special attention 
(Sajadinejad et al., 2012). Although interven-
tions exist to support IBD patients, such 

interventions target patients with longer disease 
duration (>3 years) (Timmer et al., 2008). The 
early years of diagnosis are considered forma-
tive (Due-Christensen et al., 2018) and inter-
ventions targeting this period are likely to 
produce desirable results. The development of 
interventions for adults newly diagnosed with 
IBD should, therefore, be of interest for future 
research.

Strengths and limitations

One strength of this review is its focus on six 
chronic diseases that ensured evidence synthe-
sis across several distinct disease domains 
spanning from infectious diseases (such as 
HIV) to autoimmune diseases (such as RA) to 
produce a more comprehensive picture than we 
would have produced if we had focused on one 
chronic disease. Another strength of this review 
was the involvement of three reviewers which 
ensured transparency and objectivity in the 
selection and synthesis of evidence.

The study had some limitations. The current 
review excluded grey literature and papers that 
were not written in the English language. This 
could have resulted in the loss of valuable evi-
dence from non-English speaking countries as 
well as evidence from unpublished studies. 
Nonetheless, the inclusion of five electronic 
databases in the search strategy could be regarded 
as a strength of this review as it increased the 
search coverage and the likelihood of capturing 
the most relevant papers.

The studies included in this review were of 
low to moderate quality with some having low 
internal and external validity. The effect of the 
interventions on psychosocial and physical out-
comes should, therefore, be interpreted with 
caution.

Recommendations

Researchers should take measures to strengthen 
the quality of future studies involving psycho-
social interventions for adults with newly diag-
nosed chronic disease. Such measures may 
include the use of larger samples, a control 
group and a measure of effect size to allow for 
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firm conclusions to be drawn regarding the 
effects of the intervention. Future studies should 
also adhere to known frameworks for develop-
ing complex interventions such as the well-
accepted Medical and Research Council’s 
framework (Craig et al., 2008). This will help 
prevent some of the issues seen in this review 
such as the lack of fidelity adherence in studies. 
We also recommend that researchers adhere to 
the COMPASS checklist when reporting details 
of their intervention methods and delivery to 
allow for replicability of their studies.

It is worth noting that some patients may feel 
too distressed about their new diagnosis and 
may not be immediately receptive of any inter-
vention. Future research should focus on identi-
fying the time after diagnosis, that is, optimal to 
initiate psychosocial interventions for patients 
with chronic disease. In addition, the current 
review found several heterogeneous outcome 
measures that made meta-analysis and other 
further analysis impossible. Future researchers 
should, therefore, consider developing core out-
come measures (COM) for interventions that 
are intended to facilitate psychosocial adapta-
tion in adults with newly diagnosed chronic dis-
ease. The COM would stipulate the minimum 
set of outcomes required to evaluate psychoso-
cial interventions and would make evidence 
synthesis across multiple studies seamless 
(Williamson et al., 2012).

The few studies (n = 12) we found for the 
current review suggests a dearth of research in 
the area of psychological interventions for 
adults with newly diagnosed chronic disease. 
This is inconsistent with the widely accepted 
need to provide support for such patients to 
facilitate adjustment to their diagnosis (De 
Ridder et al., 2008; Due-Christensen et al., 
2019; Stanton et al., 2007). More funding is 
thus required to stimulate more research in this 
area of supporting adaptation in the early stages 
of chronic disease diagnosis. More so, none of 
the studies we found was from poorly resourced 
countries where psychosocial issues are often 
not addressed. It may be useful to develop and 
evaluate future interventions in such poorly 
resourced areas. Perhaps, a strategy to increase 
psychosocial interventions in such settings will 

be to use peer educators as studies have proven 
such therapists to be cheaper but comparatively 
effective alternatives (Andreae et al., 2020).

This synthesis of active ingredients of psy-
chosocial interventions across six chronic dis-
eases is the first of its kind. However, some 
studies have examined related areas (such as 
behavioural change interventions) to identify 
the active techniques of such interventions 
(Cradock et al., 2017). Indeed, a set of taxon-
omy exists for behavioural change techniques 
from which researchers can draw to develop 
their interventions (Michie et al., 2013). The 
synthesized active ingredients in the current 
review could perhaps be a stepping stone for 
future researchers to develop a similar stand-
ardized taxonomy that can inform the develop-
ment of novel psychosocial interventions for 
adults with newly diagnosed chronic disease. 
This taxonomy would allow for more consistent 
and standardized definition and application of 
psychosocial interventions.

Conclusions

Several active techniques were employed in the 
various psychosocial interventions to aid adjust-
ment to newly diagnosed chronic disease. The 
evidence synthesized in this review will be use-
ful in future intervention development as well 
as in the standardization of psychosocial inter-
ventions for adults with newly diagnosed 
chronic disease.
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