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Abstract

Rheumatoid arthritis is a progressive, chronic, and degenerative disease that adversely 
affects the quality of life of individuals. Depending on the individual’s symptoms of 
rheumatoid arthritis, basic and instrumental daily life activities are restricted, and par‐
ticipation of life is adversely affected. Occupational therapy interventions for rheumatoid 
arthritis rehabilitation include self‐management programs (e.g., arthritis self‐manage‐
ment program, bone up on arthritis, self‐management arthritis treatment physical activ‐
ity), splinting techniques for rheumatoid arthritis, and vocational rehabilitation. In this 
chapter, updated information about these approaches is brought together and presented 
to the reader.

Keywords: coping with rheumatoid arthritis, health education, joint protection, energy 

conservation, occupational therapy, rheumatoid arthritis

1. Introduction

Arthritis is a very common health problem which is cause activity of daily living (ADL)–
related and instrumental activity of daily living (IADL)–related functional disability, 
restriction of work and social participation, and fulfilling their life roles [1–6]. Arthritis is 
characterized by inflammation, autoimmune cell activation, and tissue destruction in the 
joints [7–9]. The patients typically complain about joint pain, stiffness, generalized fatigue, 
and reduced quality of life [2, 9–12]. Symptoms are seen in exacerbations and remissions [9]. 
Arthritis has many different types, such as rheumatoid arthritis (RA), psoriatic arthritis, sys‐

temic lupus erythematosus, ankylosing spondylitis, reactive arthritis, and juvenile idiopathic 
arthritis [8].

© 2017 The Author(s). Licensee InTech. This chapter is distributed under the terms of the Creative Commons
Attribution License (http://creativecommons.org/licenses/by/3.0), which permits unrestricted use,
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This chapter focuses on the rheumatoid arthritis and influences person’s life. Rheumatoid arthri‐
tis (RA) prevalence ranges from 0.3 to 1% of the adult population, and female‐to‐male preva‐

lence ratio was 4:1 [10, 13, 14]. It is related to low‐ and middle‐income countries [10, 15, 16].

Rheumatoid arthritis affects people’s life balance and their ability to perform work, leisure, 
self‐care, and rest and sleep decreased [17–19]. In addition, they lose values of activity for their 
life so feel anxious and depressed and influence their health related quality of life [20–22].

Occupational therapist works with not only pain or symptoms management in rheumatoid 
arthritis but also the prevention of functional limitations and adaptation to lifestyle changes 
improve emotional state and social participation to maintain independence in daily living 

activities [11, 19, 23]. Occupational therapy (OT) interventions especially focus on improving 
occupational performance which is negatively affected by rheumatoid arthritis. For this rea‐

son, occupational therapists use some approaches for improving occupational performance 
such as using behavioral change approach, energy conservation approach, relax renovation 
and pain control, fatigue management, maintain ındependence, adaptive device, and home 
adaptations in rheumatoid arthritis [9, 24].

2. Prevalence and incidence

Arthritis includes approximately over 150 diseases and syndromes, and arthritis is the com‐

mon problem and reason of substantial pain, limitation of activity, work, and social participa‐

tion [2, 25, 26]. Rheumatoid arthritis is the most common variety among arthritis types [27]. 
Rheumatoid arthritis is typically diagnosed in adults between the ages 30 and 50, though it 
can develop at any age [28]. It is related to low‐ and middle‐income countries, and one study 
showed high education level is influenced by positive feel pain and functional capacity [15, 

25, 29]. At least 50% of the patients who live in developed countries have lost their ability to 
work in 10 years [25]. Family history is an important risk to occurrence of RA, the risk rate 
of twins increased approximately three to five [27]. The incidence of rheumatoid arthritis is 
thought to be influenced by geographical conditions, the prevalence of rheumatoid arthritis 
according to studies conducted in various nations is: in Turkey 0.57%, in Italy 0.48%, in France 
0.29%,in Lithuania 0.50%, in Serbia 0.35%, in Argentina 0.329%, in Sweden 0.41%, in the USA 
0.5–1.0% of general population [14, 30–33]. According to the 2010 classification criteria, coun‐

tries’ incidence rates are different from each other, for instance, the rate in Catalonia 0.20/1000 
person/years, in Argentina 18.5/100,000 person/years, in Sweden 41/100,000 person/years, in 
Italy 68/100,000 person/years, in the UK 79/10,000 person/years, and in the USA 41/100,000 
person/years [14, 30–32, 34].

3. Pathology

Rheumatoid arthritis is a chronic progressive disease that affects joints and systems [35]. 
Due to the presence of autoantibodies [seropositivity] in rheumatoid arthritis, which is an 
 autoimmune disease, many symptoms have occurred, such as joints and bone destruction 
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and mortality [27, 36, 37]. Although the pathophysiology of rheumatoid arthritis is not clearly 
explained, it is known that genetic and environmental factors affect the development of the 
illness [27, 35, 37]. Environmental effects such as recurrent exposure to exogenous, endog‐

enous, commensal viral, bacterial, silica, alcohol, or smoking are factors that support the 
development of rheumatoid arthritis [27, 35, 38]. T cells, B cells, and pro‐inflammatory cyto‐

kines have a key role in the development of the disease [35, 39]. The presence of HLA‐DRB1, 
particularly HLA‐DRB1, is associated with disease progression by affecting peptides [27]. 
Genetic factors affecting the development of rheumatoid arthritis have been associated with 
anti‐citrullinated protein antibody (ACPA) positive [40]. When ACPA is positive, the risk of 
developing rheumatoid arthritis is increased [37]. The presence of ACPA was detected 10 
years before the diagnosis of rheumatoid arthritis, and it indicated that there is an increase 
in ACPA, such as serum cytokine concentrations, especially before the onset of joint involve‐

ment [27]. In a study conducted on twins, it was reported that the stochastic factors, lifestyle 
and environmental effects, may be more effective than genetic factors in ACPA positivity. It 
is stated that there is a significant relationship between ACPA positivity and smoking in the 
study of smokers who have the DRB1 allele gene [41]. When rheumatoid arthritis is treated 
effectively, there is a decrease in RF and ACPA [27].

4. Diagnosis and special tests

Diagnostic tests play an important role in the diagnosis of RA, but diagnosis is based on clini‐
cal findings [28]. For the diagnosis of rheumatoid arthritis, especially autoantibodies, such as 
RF and anti‐citrullinated protein antibody (ACPA) (tested as anti‐cyclic citrullinated peptide 
(anti‐CCP)), have been used for many years [42]. RF is frequently used in the diagnosis and 
follow‐up of rheumatoid arthritis but is not a distinctive diagnostic parameter because it is 
also detected in other rheumatic diseases [28, 43]. Rheumatoid arthritis causes destruction in 
joints and causes disability, so early diagnosis is very important [43, 44]. Anti‐cyclic citrulli‐
nated peptide/protein (anti‐CCP) is especially used for early diagnosis [44]. The most widely 
used and most reliable test, anti‐ccp2, was accepted as the gold standard in ACPAs in 2010 
[42]. But ACPA is not positive for every rheumatoid arthritis patient [43]. Individuals with 
ACPA positive are 90% estimated to be diagnosed with rheumatoid arthritis within 3 years, 
while 30% of those with ACPA positive [45]. As a result of a joint study by American College 
of Rheumatology (ACR) and European League Against Rheumatism (EULAR) for rheuma‐

toid arthritis diagnostic criteria, ACPA has been included in the current 2010 rheumatoid 
arthritis diagnostic criteria (Table 1) [42].

5. Living with rheumatoid arthritis

In rheumatoid arthritis, loss of function is seen in daily life due to symptoms such as degener‐

ation, pain, swelling in joints, morning impairment, and fatigue based on joint  inflammation 
[46]. In addition, especially effects on hand joints of rheumatoid arthritis also influence inde‐

pendence by causing problems in the individual’s daily life activities [47, 48]. Gradually, 
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changes in the health of individuals lead to limitations in their ability to participate in every‐

day life, such as individual roles, work, school, self‐care, leisure time activities, home work, 
and family functioning, so the quality of life of an individual is reduced [6, 32, 48–51]. The 
daily life of women on rheumatoid arthritis is more affected than men because of the com‐

plex roles such as motherhood, spouse, and nursing [52, 53]. It is a very difficult process to 
live with a chronic disease like rheumatoid arthritis [54]. After the diagnosis, the individual 
learns to live with rheumatoid arthritis in three stages, namely “becoming aware,” “learning 

to live with,” and finally “mastery.” The first stage involves the initiation of medical treatment 

Score

Target population (who should be tested?): patients who

1. Have at least 1 joint with definite clinical synovitis (swelling)

2. With the synovitis not better explained by another diseas

Classification criteria for RA (score‐based algorithm: add score of categories 
a–d;

A score of ≥6/10 is needed for classification of a patient as having definite 
RA)

A. Joint involvement

1 large joint 0

2–10 large joints 1

1–3 small joints (with or without involvement of large joints) 2

4–10 small joints (with or without involvement of large joints) 3

>10 joints (at least one small joint) 5

B. Serology (at least one test result is needed for classification)

Negative RF and negative ACPA 0

Low‐positive RF or low‐positive ACPA 2

High‐positive RF or high‐positive ACPA 3

C. Acute‐phase reactants (at least one test result is needed for 
classification)

Normal CRP and normal ESR 0

Abnormal CRP or abnormal ESR 1

D. Duration of symptoms

<6 weeks 0

≥6 weeks 1

Table 1. The 2010 American College of Rheumatology/European League against rheumatism classification criteria for 
rheumatoid arthritis [42].
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for the twinges problem. In the second stage, as physical life and emotional manifestations 
emerge, there is living with the experience of coping with multiple physical and emotional 
symptoms in daily life. Finally, it increases the quality of life of individuals by learning how 
to set goals and expectations, how to use energy, how to maintain the relationship between 
family and society, and how to manage the medical routine with doctors [53]. İndividuals’ 
disease experience is different from others, and individual responses are influenced by the 
individual’s spiritual characteristics, his/her view of the disease, biological, social, and envi‐
ronmental factors [49, 53, 55]. The person not only that burden from clinical symptoms, but 
also the physical weakness effected her/his life,  so it is important that the individual main‐

tains his/her independence in social and recreational areas [46, 53]. For this reason, although 
the individual has effective treatment, the level of pain, fatigue, and functionality may be low 
[55]. Individuals may lose physical well‐being, independence, privacy, autonomy, control of 
cynicism, restriction of social roles, loss of opportunity to plan for the future, and decrease in 
family and friends relations [54]. Maintaining independence in the lives of individuals with 
rheumatoid arthritis is important for quality of life and well‐being [48].

6. Occupational therapy evaluation

In progress of time, rheumatoid arthritis leads to a decline in well‐being and quality of life, 
depending on the individual’s functional capacity and decreased mobility, decreased productiv‐

ity, and difficulties in daily life performance [6, 51, 56, 57]. For this reason, it is very important to 
implement the evaluation with an interdisciplinary approach [58]. As stated in the “International 
Classification of Functioning, Disability And Health” (ICF), the body structure and functions of 
the individual, as well as the level of activity and life participation and the personal and envi‐
ronmental factors affecting it, must be approached with a holistic perspective [59]. Rheumatoid 
arthritis focuses on evaluating the individual’s disease management, compliance, self‐efficacy, 
comprehension, and range of motion; due to pain and fatigue effect, the individual’s functional 
ability to be restricted and participation in social life is affected [11, 59, 60]. Symptoms of individ‐

uals with rheumatoid arthritis may be fluctuating, so how the individual occupational perfor‐

mance affected by symptoms such as morning stiffness, pain and fatigue, and how to deal with 
it and the use of assistive devices should be evaluated [26]. In addition, how rheumatoid arthritis 
affects the individual’s life and treatment goals and expectations should also be assessed [60].

6.1. Client history

In the past medical history of the individual, age, gender, date of diagnosis, medication and 
adherence, current clinical symptoms, second complications, deformities due to rheumatoid 
arthritis, and previous treatments should be questioned. In the assessment, personal factors 
such as the individual’s point of view of the illness, his/her values, his/her knowledge of 
the illness, self‐efficacy, problem‐solving skills, spiritual activities, his/her feelings should be 
taken into consideration. In addition, the individual’s personal, environmental, and social 
experiences, current activity level, activities restricted by rheumatoid arthritis, difficulties in 
work, leisure activities, family, and friends relations should be questioned [6, 9, 17, 46, 49, 55].
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6.2. Occupational profile

Occupation is defined as everything that a person does in his life, such as physical, men‐

tal, social, and rest occupations, and occupations for productivity, leisure, and self‐care [61]. 
Everybody’s priority and meaningful occupations are different from others. For this reason, 
it is important to determine the occupation and occupational profile of the individuals who 
are affected by the clinical symptoms of rheumatoid arthritis [9, 53]. The individual’s abil‐
ity to cope with stress, where he lived or worked, family and socio cultural expectations, 
community resources, and transport opportunities affect his occupational performance  
[9, 62]. In‐depth interviews with open‐ended questions provide information on individual 
roles, meaningful activities, occupational activity level, priorities, occupational profile, activ‐

ity‐rest balance, individual’s stress perception, social stress, relationship with health profes‐

sionals, comorbidity, and physical fitness [6, 55]. Another effective method for determining 
the occupational profile of an individual is the typical day assessment. Typical day assess‐

ments can provide important information about how a person lives a day, such as habits and 
routines, sleeping, diet, exercise habits, and activity rest periods [6, 55].

6.3. Occupational performance

Occupational therapists work to improve the occupational performance of individuals who 
are affected by the person, environment and occupations from themselves [59]. Occupational 
performance can be evaluated by interviewing and observing the Canadian Occupational 
Performance Measure (COPM) [6, 63]. COPM is revealed by the occupational performance 
and satisfaction of the individual in self‐care, leisure, and productivity activities [26, 64–66]. 
Individual self‐efficacy, stress, sleep posture, use of assistive technology, and exercise habits 
should be considered because they may affect symptoms of rheumatoid arthritis [26]. In addi‐
tion, the person‐centered approach should be used to understand the individual experiences 
in daily life due to rheumatoid arthritis [17, 63]. Activity requirements such as work‐house 
ergonomic conditions, tools and equipment should be assessed while assessing the factors 
that limit the individual’s activities [6, 26]. It should not be forgotten that during the evalua‐

tion of the activity, the symptoms that the individual struggles with may change day by day 
or day to day [23]. For instance, which activity increased the fatigue or pain, or when it is 
more intense, the way the individual follows in the fight with it should be evaluated [67–70].

6.4. Evaluation of body structure

Rheumatoid arthritis is characterized by swelling in the joints, tenderness on palpation, morn‐

ing stiffness, decreased range of motion, and weakening in the muscles due to them [71–73]. 
Therefore, the presence of posture, atrophy, swelling, scar tissue, skin changes, and deformity 
should be observed with the inspection [74, 75]. The increased inflammation symptom can be 
detected such as tenderness and swelling of the joint with palpation in rheumatoid arthritis [9, 

76]. Goniometer is used to determine whether there are any limitations by evaluating passive 
and active ranges of motion [75]. Hand joints are particularly affected by rheumatoid arthritis, 
so manual muscle testing can be used to assess muscle strength; in addition, power grip, pinch 
grip, and tripod grip strength can be evaluated for both hands using Jamar Dynamometer [77]. 
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The use of manual muscle testing is indicated in the general muscle strength instead of the iso‐

kinetic devices because they may provoke inflammation [9]. Surrounding measurement or water 
immersion methods can be used to assess swelling around the joint [77].

7. Patient education

Development of early and progressive treatment for rheumatoid arthritis (RA) made inter‐

ventions to occupational therapy, physiotherapy, and patient education be done earlier [78].

The multidisciplinary teamwork consisting of rheumatologists, occupational therapists, phys‐

iotherapists, surgeons, and other contributing professionals is rather important for obtain‐

ing positive results in RA. Occupational therapy is defined as a treatment method that aims 
to treat and compensate the limited functions of the patients. Occupational therapy helps 
patients manage their daily life activities and improves their self‐care skills [79].

In rheumatoid arthritis, personalized treatment programs consisting of arthritis education 
(individual or group), ADL education, joint protection, fatigue management and exercise 
(especially for the hands and arms), splinting (for the wrist/hand, foot, and neck), assisting 
devices, work and free time counsel, sexual advice, pain relaxation, and stress management 
and self‐management education as required are developed by occupational therapists [3].

OT involves both therapeutic and educational interventions and aims to increase the perfor‐

mance of daily life duties, to facilitate successful organization of the lifestyle, and to prevent 
function loss. Therapists also aim to improve psychological organization of living with arthri‐
tis by helping individuals have the sense of controlling the symptoms more by means of using 
self‐management methods and developing self‐efficiencies of the individuals [79–81].

For individuals with RA, a preventive approach is adopted in order to maintain optimum par‐

ticipation to normal activities, to minimize dysfunction, to protect and help improve health by 
means of providing knowledge about the disease and facilitating positive behavior regarding 
effective learning strategies in improving self‐management skills [81].

Patient education can be defined as planned, organized learning experiences that are devel‐
oped in order to enable and support individuals to organize their health and well‐being and 

to manage living with their condition. Education of the patient is proposed as an inseparable 
part of the management in RA because the individual gets prepared for self‐management 
activities with patient education [82, 83].

A comprehensive review of studies on patient education in patients with arthritis showed a 
positive change in more than one factor in 77–87% of studies [84]. Another comprehensive 
review examined the effectiveness of patient education interventions on health status (dis‐

ease activity, patient global assessment, joint counts, pain, functional disability, and psycho‐

logical well‐being) in patients with RA. At the end of the study was found a small beneficial 
effect of patient education at first follow‐up for psychological status, joint counts functional 
disability, depression, and patient global assessment [85]. A meta‐analysis of psychoeduca‐

tional interventions in arthritis showed that the intervention groups experienced 22% greater 
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 advancement in depression score, 16% advancement in pain over control groups, and an 8% 
greater advancement in disability [86].

Patient education programs are developed based on psycho‐behavioristic theories and holistic 
approaches in order for the patients to assume their self‐care and to acquire problem‐solving 
skills. The attitudes that reduced the risks regarding health were examined, and the fact that 
educational approaches aimed at individuals required behavioral change was emphasized by 
the World Health Organization [9]. In patient education programs, health belief model, social 
cognitive theory, and transtheoretical model are widely used [80, 87].

7.1. Models of health behavior

7.1.1. Health belief model

Health belief model is structured in order to clarify which beliefs are to be targeted in the com‐

municational interventions that result in positive health behaviors. According to the health 
belief model, probability of a person changing his/her behavior in order to prevent the disease 
depends on the person’s realization of the facts that he/she can also catch the disease (per‐

ceived sensitivity), the consequences of the disease may be serious (perceived seriousness), 
cautious behavior will prevent the disease effectively (perceived benefit) and that the benefit 
of reducing the dangers/risks is greater than the damage of getting into the act. The basic struc‐

tures and application proposals for the health belief model are briefly given in Table 2 [88, 89].

Basic structures Application proposals

Perceived sensitivity expresses the person’s belief 
regarding the possibility of catching the disease.

Define the population at risk and the level of risk.

Personalize the risks based on an individual’s characteristics or 
behavior.

Synchronize the perceived sensitivity of the individual with the 
real risk.

Perceived seriousness is defined as the belief 
about how serious a situation and its sequels are.

Indicate the consequences of the risks and conditions.

Perceived benefit expresses the belief regarding 
the effectiveness of a recommended action to 
reduce the risk or seriousness of a disease.

Clarify when, where, and how a person should behave, and what 
the expected positive effects of these behaviors will be.

Perceived barrier is defined as the belief about the 
moral and material cost of the proposed action.

Reduce the perceived barrier by giving assurance, correcting 

misinformation, giving courage, and helping.

Action hints indicate the strategies based upon 

increasing the state of readiness.
Provide information regarding how behavioral change could be 
made, increase awareness and use appropriate reminding systems.

Self‐efficacy reflects the confidence of the 
individual in his/her skill of getting into action.

Provide education and guidance during the recommended action.

Set goals gradually.

Give verbal support.

Show sample for desired actions.

Reduce the anxiety.

Table 2. Basic structures of the health belief model and application proposals [89].
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Other variable factors in the application of the health belief model (age, gender, ethnic back‐

ground, personal characteristics, socioeconomic condition, and educational status) influence 
the individual’s perception of sensitivity, seriousness, benefit, and prevention and thus his/her 
behaviors [90].

7.1.2. Social cognitive theory

Social cognitive theory adopted concepts from sociology and political sciences in order to 
understand the functions and capacity of a group. The theory also integrated concepts of 
humanistic psychology by means of analyzing the processes that formed the basis of self‐will, 
self‐sacrifice, and moral behavior. Moreover, it highlights the fact that perceived targets, per‐

ceived environmental barriers and promoters, outcome expectations, and self‐efficacy influ‐

ence the organization of human behavior, motivation, and well‐being. Perceived self‐efficacy is 
the most important key consideration in this causative structure with the effect of other deter‐

miners. According to the social cognitive theory, social structure is also effective on health as 
much as personal determiners [91, 92].

Social cognitive theory added new concepts to the list of behaviors regarding health that are 
excluded from health belief model. First, it highlighted the motivational role of support and 
role of observational learning through modeling (imitating) others’ behavior [93].

Second significant contribution is the definition of the concept of self‐efficacy (efficacy expec‐

tations), which is distinct from the concept of outcome expectations. Outcome expectations 
are known as predictions of the individual regarding specific actions that would bring ulti‐
mate results, and it is quite similar to the concept of perceived benefit in the health belief 
model. Efficacy expectations are defined as the belief that the actions required to bring results 
can be managed successfully. Both efficacy and outcome expectations are required for the 
behavior (Figure 1) [94].

In the figure mentioned above, Bandura demonstrates this relation [95]. For instance, a woman 
with RA (person) wants to lose weight (behavior) to be healthier (outcome). For the woman 
to achieve this, she has to believe in the fact that both losing weight is beneficial for her health 
(outcome expectation) and that she has the ability to lose weight (efficacy expectation).

7.1.3. Transtheoretical model

The model consists of stages of pre‐contemplation, contemplation, preparation, action, 
maintenance, and termination. At the pre‐contemplation stage, individuals are either very 

Figure 1. The effect of self‐efficacy on behavior [95].
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little aware or not aware at all of the problems; thus, they are unwilling to make a change 
in these problems. Behavioral change within the next 6 months is out of question for the 
individuals at this stage. Contemplation stage is when both the problem and change are 
evaluated and addressed. Individuals at this stage are more open to feedback and informa‐

tion regarding their behaviors, and they think of changing their behaviors within the next 
6 months. In the preparation stage, individuals are usually determined to change their 
behaviors within the next 30 days. These people have tried changing in the past and have 
put some effort in getting prepared for the change. Stage of action is when behavioral 
change or the change occurs and at this stage some explicit changes have occurred in the 
last 6 months in the lifestyles of the individuals. Maintenance stage is when the unlimited 
period begins as the first 6 months of the change begin as well. Changes have already 
turned into habits and recurrence risk of the behavior is decreased. In the termination 
stage, individuals do not have the desire to return to unhealthy behaviors, and the efficacy 
level is 100% [96, 97].

Stages of change clarify the time of changes in individuals’ intention, attitude, and behavior. 
The process of change, on the other hand, helps to understand which experiences individuals 
use in order to change their problematic behaviors. Ten variables consisting of five cognitive 
and five behavioral variables were found to facilitate change. The cognitive ones are emo‐

tions, values, and factors regarding awareness of the individuals, while behavioral processes 
indicate which behaviors individuals do choose on the path to change. Processes guide the 
studies on change, significantly [97, 98].

During the practice of TTM applications, it should be taken into account that not all the indi‐
viduals in the study group are ready for the change, and even if they are thought to be ready, 
not everyone is at the same stage; thus, personalized interventions are required. At the first 
two stages, providing more information regarding change and how it is to be made and giv‐

ing motivational support are very important. At the third and fourth stages, suggestions aim‐

ing at providing support about their self‐efficacy may be made and discussed about, and 
motivational prizes may be benefitted from. At the fifth stage, determination of the conditions 
in order to prevent recurrence and planning of the required steps in order to sustain the 
change in the long term are necessary [98].

7.2. Self‐management

In the last 20 years, self‐management interventions in chronic diseases have gained sig‐

nificance. Self‐management education programs highlight the role of patient education 
in protective and therapeutical health‐care activities and consist of organized learning 
experiences usually designed to facilitate the adoption of health‐promoting behaviors. 
Self‐management interventions often involve various skills regarding the disease, includ‐

ing problem solving, decision‐making, and relations with health professionals [99, 100]. 
Self‐management interventions are person‐centered, and they focus on encouraging active 
participation of the individuals in order for them to develop their well‐being and to manage 
the symptoms [101].
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Self‐management training programs include three main topics: information sharing, behav‐

ioral change (skills development), and psychosocial counseling. Information about the 
diagnosis and symptoms of the disease is provided, and training is provided to develop self‐
management skills to manage these symptoms. The individuals are expected to participate 
actively in these trainings. Self‐management skills are taught through observation and role‐
play within educational groups. Considering the individual needs, individuals are trained 
about joint protection, fatigue management, exercise, pain‐related factors, and sleep adjust‐
ment [102, 103]. Psychosocial counseling can be provided to help individuals feel stronger 
about their self‐efficacy and help them cope with arthritis to enable them to acquire a func‐

tional and socially active lifestyle [101].

The first step needs evaluation of self‐management programs in RA. The first assessment 
is conducted via face‐to‐face interview. The interview is very important for recognizing the 
strong aspects of the individual and the aspects to be supported. A needs evaluation pro‐

vides information about individual’s notice, abilities, obstacles, strong sides, and motivation 
for self‐management. It should also be addressed in demographic and environmental factors 
that may be effective in the behavioral change of the individual during evaluation interview. 
Arthritis patient education programs aim to teach the individual how to organize daily activi‐

ties that are affected by the symptoms of the disease after the initial assessment interview 
with the patient. In other words, the patient is taught how to approach situations related to 
arthritis and how to arrange each individual needs [104, 105].

7.2.1. Self‐management intervention programs for arthritis

7.2.1.1. Arthritis self‐management program

Although there are many different models, perhaps the most well‐known program is the 
arthritis self‐management program (ASMP) developed by Lorig and his colleagues. Arthritis 
self‐management program (ASMP), also known as the arthritis self‐help course (ASHC), is 
the arthritis education program. First developed by Kate Lorig, DrPH, at Stanford University, 
arthritis foundation adopted the program in 1981. The ASMP is a 6‐week series of classes for 
2–2.5 h per session (total 12 h). Standardized course materials have been developed to assess 
pain, fear, depression, and disability in arthritic individuals. It focuses on what people need 
to know about arthritis concerns and aims to learn problem‐solving skills so that individuals 
can adapt to fluctuations in disease activity and disorder levels [106].

Problem‐solving, decision‐making, communication with providers, exercise, relaxation, and 
energy‐saving techniques are utilized in training how to deal with illnesses during the program. 
Self‐efficacy strategies (goal setting/contract, role modeling, peer support and persuasion, rein‐

terpretation of symptoms), experiential training methods (problem‐solving discussions, brain‐

storming, demonstration, and feedback), behavioral change techniques (behavior shaping, 
repetitive implementation and feedback, self‐monitoring/diaries, environmental sign), and 
social support strategies (important other people’s involvement, time sharing, and feedback 
for group sharing) are used during the program [107, 108].
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7.2.1.2. Bone up on arthritis

The bone up on arthritis (BUOA) program is a home‐based self‐management education 
program. It consists of six 2‐h lessons on audiocassettes, supplemented by illustrated print 
materials. The program, the contents of which are similar to the arthritis self‐management 
program, was adopted by the arthritis foundation in 1989. The BUOA concept is based on 
basic disease information, communication, disease management skills, and problem‐solv‐

ing strategies. Coping with depression, sleep regulation and pain management techniques, 
relaxation techniques, and exercise are taught. Self‐efficacy strategies and behavioral strate‐

gies (promoting the repeated application of self‐care behaviors, problem‐solving), similar to 
ASMP training, are used in the training process [109].

7.2.1.3. Self‐management arthritis treatment

Self‐management arthritis treatment (SMART)] program was developed by Healthtrac, Inc. 
and is also known as the arthritis home health program. Course materials including self‐man‐

agement plan, self‐care books, relaxation audiotapes, and an exercise videotape are uploaded 
to attendees’ personal computers. The letter created in the computer environment is transmit‐
ted via e‐mail and communication is provided in this way. The program is intended to teach 
individuals improve in order to use self‐care activities and problem‐solving skills, and enhance 
their self‐efficacy, and to use health‐care services to reduce side effects of medication [109].

7.2.1.4. Physical activity

Physical activity is a core self‐management activity for people with arthritis. The recommenda‐

tion for early treatment of arthritis recommends a professional‐directed therapeutic exercise for 
arthritic individuals. In 2002, the American Rheumatism Academy (ARA) recommended physi‐
cal activity involving individuals exercising aerobic activity and lower extremities for 2–3 days 
per week for 30–60 min [34, 110]. People with arthritis can exercise (PACE) program developed by 
the arthritis foundation in 1987 and revised in 1999, is a group exercise program, preferably 1–3 
times a week. It is applied in two levels according to the skills of the individuals. The advanced 
level includes more aerobic activities. The trainer selects 72 exercises that are appropriate to the 
needs of the group. The program includes endurance exercises and relaxation techniques [109].

8. Joint protection and energy conservation

When the changes that patients with rheumatoid arthritis experienced during the course of 
the disease are examined, permanent and progressive changes have a direct impact on main‐

taining joint independence in daily life, such as joint limitations, edema, general or regional 
pain complaints, and fatigue. From this point of view, ergotherapists use joint and energy 
conservation techniques in the treatment process in order to ensure the independence of the 
individual in daily life, to protect the joints in order for the activities to be performed by the 
individual, and to perform the activity in the most effective manner [39, 79, 111].

Why should we protect the joints?
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8.1. In inflammatory arthritis, the aims of joint protection are to:

• Reduce pain during activity and at rest resulting from pressure on nociceptive endings in 
joint capsules from inflammation and mechanical forces on joints.

• Reduce forces on joints: internal (i.e., from muscular compressive forces, e.g., during strong 
grip) or external (i.e., forces applied to joints while carrying or pulling/pushing objects).

• Help preserve joint integrity and reduce risk of development and/or progression of deformities.

• Reduce fatigue by reducing effort required for activity performance and improve or main‐

tain function [19].

8.2. What can be done in this situation?

• Informing the patient about his/her progress and living conditions.

• Patient joint and energy conservation techniques can be taught.

• Patient splinting techniques can be applied to reduce pain and maintain ideal mechani‐
cal position; assistive device and physical environment modification can be applied to 
make the daily life activities of the patient easier, to provide pain control, and to achieve 
fatigue.

• Depending on the current capacity of the individual, activities at home and at work can be 
re‐organized [19].

9. Joint protection and energy conservation principles

Different authors have identified a variety of principles. A consensus was published by the 
College of Occupational Therapy specialist section in rheumatology [19].

9.1. Joint protection

• Respect pain: use this as a signal to change activities, distribute load over several joints.

• Reduce the force and effort required to perform activities by altering working methods.

• Using assistive devices and reducing the weight of objects.

• Use each joint in its most stable anatomic or functional plane.

• Avoid positions of deformity and forces in their direction.

• Use the strongest, largest joint available for the job.

• Avoid staying in one position for too long.
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• Avoid gripping too tightly.

• Avoid adopting poor body positioning, posture, and using poor moving and handling 

techniques.

• Maintain muscle strength and range of movement [19].

9.2. Energy conservation

• Pace activities by balancing rest and activity, alternating heavy and light tasks, and per‐

forming activities more slowly.

• Use work simplification methods, for example, planning ahead, prioritizing, using labor‐
saving gadgets, and delegating to others when necessary.

• Avoid activities that cannot be stopped immediately if it proves to be beyond the person’s 
ability.

• Modify the environment to suit ergonomic/joint protection practices [19].

10. Assistive technology and reorganization of living areas

When the disease prognosis of the individual is taken carefully, it is necessary to support 
the individual’s maximum independence in life and to be able to cope with pain and fatigue 
in a place where the occupational therapists should primarily emphasize (Table 3) [20]. At 
this point, it is important that the living space of the individual is arranged and a suitable 
auxiliary device is proposed. The term “assistive technology” has replaced the expression 
disability equipment to describe products and services used by people of all ages to gain 
increased autonomy and maximize their occupational performance [19]. Evaluation is made 
within the scope of the concept when a suitable auxiliary device is suggested. This assess‐

ment is effectively an interaction with each other similar to successive gear wheels. Moreover, 
it is impossible for this interaction process to be isolated from the living environment of the 
individual (Figure 2).

The arrangements to be made in the living environment of the individual are made by changes 
in the physical environment and adaptations of assistive devices. This intervention is called 
inclusive design. In other words, “inclusive design” is the term used to describe a design 
process whereby designers “address the needs of the widest possible audience by includ‐

ing the needs of groups who are currently excluded from or marginalised by mainstream 
design practices” [112]. The purpose here is to provide a maximum benefit by intervening 
in a holistic way to individuals who are not in normal life events. Given the external forces 
that  individuals are exposed to in the home and work environment, interventions made with 
a holistic view are important at the point of raising quality of life and ensuring pain control. 
The following are a combination of living room regulations and ancillary technology recom‐

mendations applied to various problems (Tables 4–6) [19].
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Person Technology Social environment

Age/gender Quality of performance Physical environment in which it will be used

E.g., home, workplace

Functional abilities Cultural issues

Functional needs Comfort Attitudinal factors

Lifestyle

Occupational adaptation Appearance Political environment

Personal preferences Cost

Feelings about self Availability Economic environment

Feelings about devices Support requirements

Table 3. An example of relationship between person, social environment, and technology.

Figure 2. The dynamic relationship between person, social environment, and technology.

Activity limitation Mainstream design Assistive technology Home adaptation

Bathing Modern wet room area Portable bath lift Level access shower with shower seat

Toileting Wall‐mounted toilet installed 
at the appropriate height

Raised toilet seat Toilet plinth fitted between floor and 
toilet to raise height

Personal hygiene Bidet Bottom wiper Electric bidet with wash/dry facility

Personal care Powered toothbrush/shaver Tubing to enlarge grip, 
easy grip handles

Table 4. Personal care and hygiene.
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11. Splinting techniques for rheumatoid arthritis

There are various important wrist and hand structures that may be affected by the inflamma‐

tory and degenerative process experienced by people with rheumatic conditions. Therefore, 
hand splints are a recommended conservative option for occupational therapists to prescribe 
to support vulnerable structures, reduce pain, and optimize function, and they have been 
used for many years [113]. Evidence continues to emerge regarding the clinical effectiveness 
of splints with the most robust evidence reporting their ability to reduce levels of the wrist 
and hand pain when worn [62].

The splints given to individuals must be made appropriately to the client. Because splinting 
is aimed at improving activity performance by reducing the pain and fatigue of individuals. 
Splints that are made of standard uniform type may damage the client [114].

Activity limitation Mainstream design Assistive technology Home adaptation

Mobility Intercom Small mobility aids manual 
wheelchair, powered scooter or 

wheelchair

Intercom

Steps and stairs Additional rails Stairlift, ramped access

Communication • Large button phones

• Use of Skype with headset

• Ergonomic computer keyboard

• Voice‐activated computer software

Non‐slip grips for pens

Table 6. Mobility and other activities.

Activity limitation Mainstream design Assistive technology Home adaptation

Standing tolerance Energy‐saving kitchen layout Perching stool It would be unusual for a 
major kitchen adaptation to 
be undertaken for a person 
with a rheumatic condition

Carrying Continuous worktops and 
limited distances between key 
work areas

Wide range of small devices, 
for example, trolley, cooking 
baskets

Lifting Consideration of weight of 
household appliances, for 
example, irons, and products, 
for example, saucepans

Reduced reach Organization of cupboards, 
pull out/Down shelving in 
units

Wide range of small devices, for 
example, helping hand, cleaning 
products with extended handles

Bending Plug sockets at relevant height

Grip Attention to controls on 
appliances

Large handled plugs

Table 5. Food preparation and household tasks.
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There are two types of splint therapy according to the prognosis of the disease. The aim of cor‐

recting the deformities that occur when the primary disease is chronic is the deformity ortho‐

ses given to provide pain control and to increase the fatigue tolerance of the patient. These are 
ulnar deviation orthoses, swan necks, and ring orthoses for thumb hypertension. The second 
group of splints is the resting orthoses that are given to prevent pain and inflammation in the 
acute phase of the disease and to help the individual to rest while protecting the function. 
These are volar wrist orthosis, static wrist orthosis, metacarpophalangeal joint stabilization 
orthosis, static volar and dorsal wrist orthoses, and air pressure splint. The splints given to 
treat deformity should be used intensively throughout the day. Resting orthoses should be 
worn during the rest of the day and after exercises during the day, provided that they are 
removed at night [114–116].

12. Vocational rehabilitation

Rate of erythrocyte sedimentation, which is also known as patient activity, and sensitive joints 
causes structural harms such as joint destruction and deformation. Structural harms emerged 
in RA result in limitation of physical functions such as force, endurance, mobility, and manual 
skills. Work disability may develop at early stages for this reason [117, 118].

Work disability in individuals with RA depend on factors related to both work and RA; phys‐

ical effort demands at work being too high and keeping work pace under control are factors 
related to work. On the other hand, factors related to the disease may differ among individu‐

als. Unlike factors related to the disease, factors such as functional capacity, high age, educa‐

tional status, and stress management skill are also related with work disability [117].

One of the goals of rehabilitation in rheumatoid arthritis is ensuring return to work. It may 
require job modification, vocational training, and vocational rehabilitation in order to achieve 
this goal. Vocational rehabilitation helps an individual with a health problem for continuing 
to work, returning to work, or getting a new job. Occupational therapists play an important 
role in individuals’ continuation to work and getting a new job by means of increasing the 
capacity of the individual with RA. Moreover, occupational therapists aim to maximize the 
level of individual‐environment occupation harmony and to develop work performance [26].

In vocational rehabilitation, the occupational therapy process is based on interview, observa‐

tion, and individual evaluations made through standardized procedures. A comprehensive 
starter interview that gathers detailed information regarding the individual’s medical record, 
performance level of daily life activities and work activities, and work background is held. 
Furthermore, participation of the individual to the daily life activities, leisure activities, and 
productive activities is evaluated. Positive factors supporting individual’s participation and 
negativities preventing him/her from participating are determined. This process is important 
in order to rely on the strengths of the individual during the intervention. Moreover, during 
the evaluation, person’s roles, abilities, interests, and needs regarding work performance and 
work task demands are determined. In occupational therapy evaluations, functional capacity 
analysis to determine the suitability of the individual and the work that he/she desires to do; 
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work analysis to detect the task demands expected from the individual in the corresponding 
work; and work place analysis including ergonomic assessment and assessment of the equip‐

ment, work routine, and accessibility in order to determine the factors related to the work 
place, are considerably important [26, 119, 120].

After the interviews and evaluations, short‐ and long‐term intervention plans are formed. 
These formed plans should be suitable to the roles, habits, functional capacity, life choices, and 
the living environment of the individual. The interventions should be aimed at bringing edu‐

cational performance skill and developing daily life skills, preparation to work skills and work 
performance. In vocational rehabilitation, education about occupational therapy, RA, and 
medication involves education on employee rights, employer rights, ergonomic recommenda‐

tions, prevention of injury in order to reduce disability regarding injuries, stress management, 
sleep posture and hygiene, choice of shoe, and splinting. Moreover, occupational activity 
training in order to develop producer behaviors, employee roles, and skills; work modifica‐

tions and adaptations in order to develop the work performance, and personalized programs 
on transition to work are also quiet significant in occupational therapy interventions [26, 120].
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