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Review

Psychological factors in patients with chronic
rheumatoid arthritis

Although there are clear anatomical and physiolo-
gical changes in patients with chronic rheumatoid
arthritis (RA), evidence is accumulating for the
importance of psychological factors as determinants
of disease development and of patients' ability to
adapt to their condition. There is also an increasing
awareness that arthritis treatment and education
programmes car. be improved by paying greater
attention to the problems patients face in adapt-
ing to a chronic disease both physically and
psychologically.5
There are inevitable problems in unravelling the

cause and effect relationship between a chronic
physical illness and psychological status. Premorbid
personality may have a role in the development of
arthritis-for example, unconscious or habitual cop-
ing preferences may identify individuals who tend to
deny emotions and are more prone to experience
somatic symptoms. The possibility that RA is
associated with personality disorders has received
considerable attention.68 Evidence takes the form
of clinical reports and controlled investigations.9 10
Factors such as repressed hostility',ll poor marital,
social, and vocational adjustment, 2 13 and obsessive
compulsive character structures14 are among some
of the reported manifestations of psychological
maladjustment in arthritic patients. After many
years of disease, however, it may be difficult to
distinguish between cause and effect.
The concept of repressed hostility was once

thought to be particularly important. In 1958 Fisher
and Cleveland found that patients with RA had
considerable difficulty in expressing anger. l5 Barchi-
lon reported in 1963 the case of a young woman with
RA who avoided translating her angry feelings into
action by adopting muscular hypotonicity in areas of
her body which later became the sites of rheumatoid
symptoms.16 Further work by Cobb found that male
patients with RA admitted to angry feelings to a
lesser extent than control groups of their male
relatives and patients with duodenal ulcer.17 Stan-
dard psychological tests have been used to charac-
terise the personality profiles of arthritic patients.
One of these is the Minesota Multiphasic Person-

ality Inventory (MMPI), which consists of 566
true/false statements which comprise three validity
scales and 10 clinical scales. It was completed by 35
women and 10 men with RA.18 Repressed hostility
did not emerge as a special problem in this group,
but the authors reported that patient profiles re-
sembled the classical neurotic pattern with raised
hypochondriasis, depression, and hysteria scales.
The MMPI has been used by several other authors
to assess arthritic patients,1921 and reports all
record an increase in these three scales, suggesting
an association between personality and physical
disease and leading some to believe depression plays
an important part in RA.

Recently, Pincus et al looked more closely at this
association and explored the possibility that in-
creased scores on the MMPI hypochondriasis, de-
pression, and hysteria scales in patients with RA
might result from the structure of the questionnaire,
rather than from psychological disorders.22 They
asked 18 rheumatologists to identify which of the
117 statements that contribute to these three MMPI
scales would be answered differently by patients
with RA simply because of the presence of RA and
without regard to psychological status. They picked
out five items on which there was general agreement
among the rheumatologists and reviewed the re-
sponses given by the patients to these items. Most
patients had indeed given a positive response. Fur-
thermore, these responses were almost exclusively
responsible for the abnormally high scores on the
various scales, and when only other, non-RA
related items on the scales were considered, patients
with RA showed the same response as normal
controls. This must raise serious doubts about the
use of the MMPI in arthritic patients, and it seems
clear that to study this area further an instrument is
required to assess reliably psychiatric disorder in
patients with somatic complaints resulting from
various medical conditions, including arthritis.

Goldberg, Zigmond and Snaith have ad-
dressed this problem and developed the Hospital
Anxiety and Depression (HAD) scale. 24This one
page questionnaire presents 14 statements about
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how the subject has been feeling in the past
week-for example, 'I still enjoy the things I used to
enjoy'-and offers a choice of replies-for example,
'Definitely as much; Not quite as much; Only a
little; Hardly at all'. Scoring is straightforward and
provides numerical values for depression and
anxiety, each on a 0-21 scale. The normal range is
8-10. We have administered the HAD to inpatients
undergoing a flare of their RA and identified many
with greater degrees of depression and especially
anxiety than occur in healthy people (unpublished
data).
A further area which may be of psychological

importance is the effect of the unpredictable nature
of remission and exacerbation in RA. Nicassio et al
postulated that this uncertainty may lead to feelin s
of personal helplessness and passive resignation.
They also suggested that patients who learn to
tolerate the unpredictable nature of RA may be able
to achieve better control of their disease. To test
their ideas, they developed a 15 item scale-the
Arthritis Helplessness Index (AHI)-to assess pa-
tients' perception of helplessness in coping with
arthritis. They found that greater helplessness corre-
lated significantly with greater age, lesser education,
lower self esteem, higher anxiety and depression,
and impairment in performing activities of daily
living as measured by the Health Assessment
Questionnaire.26 Furthermore, changes in helpless-
ness correlated with changing difficulty in perform-
ing activities of daily living over one year. The
inclination of some patients (perhaps supported by
the atmosphere of much current medical practice) to
hand over responsibility for disease to doctors
militates against a sense of personal control and self
motivation, suggesting that inappropriate doctor-
patient relationships may aggravate chronic disease
and that, at least for some patients, disease manage-
ment could be more effective in group settings.

Despite the methodical difficulties there can be
little doubt about the importance of psychological
factors in the way patients cope with their arthritis
and in treatment and education programmes.
McFarlane and Brooks recently assessed 30 patients
with RA over a three year period and found that
psychological factors consistently predicted more of
the variance in disability than did disease activity.27
They also reported that these factors were associ-
ated with a tendency to deny the emotional dilem-
mas caused by having a chronic illness, difficulty in
accepting doctor's reassurances, and clinical de-
pression. Their findings led the authors to suggest
that the prognosis for future functional ability may
only be formulated when the patient's attitudes and
psychological state are carefully assessed. In 65
patients with hip and knee osteoarthritis Summers

and colleagues also concluded that psychological
variables were strong indicators of individual differ-
ences in functional impairment and pain.28 A recent
randomised controlled study of psychological ther-
apy in 53 patients with RA suggested that pain,
anxiety, and disease activity might be reduced, an
effect attributed principally to relaxation therapy.29
These reports may be of particular importance

when patient education programmes are being
developed for those with chronic diseases such as
RA. Publications in this field have increased,3032
but educational objectives rarely include an attempt
to change more than the patients' knowledge. The
evidence suggests that knowledge alone will rarely
improve health,3>35 and it seems likely that patients
will also need to acquire skills to cope with specific
aspects of their illness (such as a flare in a specific
joint) together with an appropriate attitude to their
disease, which will enable them to apply their
knowledge and skills and take a greater control of
their own management. Psychological assessment,
perhaps using the HAD and AHI, will form an
important part of the assessment of the effectiveness
of any realistic educational intervention.
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