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ABSTRACT

Low back pain is a relatively common health problem that afflicts many adults, and its prevalence increases with age. Several

studies have indicated that psychosocial factors are of importance in low back pain. The aim of this study was to carry out a
systematic review of the efficacy of psychoeducation in managing low back pain from the evidence provided by randomized

controlled trials. The inclusion criteria for studies included in this systematic review were randomized controlled trials; patients
with low back pain, with or without sciatica; the inclusion of a psychoeducation (treatment) arm; and the age of patients > 17
years. Data extraction revealed the heterogeneous nature of the psychoeducational interventions. Accordingly, it was deemed

inappropriate to carry out a formal meta-analysis. Ultimately, nine studies, corresponding to 10 publications, were included in

the systematic review. When possible, group contrast means different effect sizes were calculated for the studies. Overall, favor-
able outcomes were associated with personalized telephone coaching, while unfavorable outcomes were associated with both

Transtheoretical Model-based counseling and motivational enhancement treatment. Other forms of one-to-one counseling

were associated with intermediate outcomes. Psychoeducation via personalized telephone coaching was particularly associated

with reduced low back pain, reduced daily living disability, improved function, and improved recovery expectation. On the basis

of this review, the following suggestions are made relating to the design and publication of future studies on the efficacy of psy-
choeducation in the management of low back pain. First, it would be good to use an experimental design that blinds both the

patients and the assessors to group status. Second, it is recommended that all the relevant outcome data from a study are pub-
lished, either in the corresponding paper or in an online supplement. Third, it is important to ensure that the intervention and

control groups are matched at baseline. Clearly, baseline group differences can emerge following the random allocation of pa-
tients into two groups. It may be useful, therefore, to carry out all baseline assessments immediately prior to the randomization

process; an independent assessor could then examine the degree of matching at baseline before the rest of the study proceeds.
It is also important that sufficiently large sample sizes be recruited.

KEYWORDS: Adult low back pain, randomized controlled trials, mood, psychoeducation, disability.

Introduction aged 60 years or older a Brazilian study has reported a
Low back pain is a relatively common health problem prevalence of over one in four.? It has a major adverse

that afflicts many adults, and its prevalence increases ~ €conomic effect, often being reported as the most im-

with age." Worldwide, it is estimated to affect one in five
of those aged between 20 and 59 years,? while for those

portant cause of both sick leave and medical rehabil-
itation.* So serious is the situation, accentuated as it is
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worldwide by both an increasing population and an ag-
ing population, that in 2018 the Lancet medical journal
issued a call for action regarding low back pain.’

Several studies have indicated that psychosocial fac-
tors are of importance in low back pain.®’ Indeed, a re-
cent systematic review reported that fear-avoidance be-
liefs, self-efficacy, pain coping, catastrophizing, and de-
pressed mood are predictive, in patients with low back
pain, of disability status.®

The goal of educational and informational treatments is
to provide patients with an understanding of their pain-
ful diseases which will support them in coping with the
situation more effectively. Psychoeducation describes
approaches that emphasize the application of psycholog-
ical information and counseling, in person or in groups.
In the context of pain management, part of the objective
of psychoeducation is to teach patients fundamental in-
formation about pain, and how it functions, leading to in-
creased understanding and reduced anxiety and ambigu-
ity regarding the pain. In addition, educational activities
nearly always aim to modify patients’ behavior to improve
their ability to cope with pain.? Thus, psychoeducation
for pain management can be considered to encompass
interventions such as counseling, motivational inter-
viewing, education, skills building, and health or nurse
coaching; indeed, psychoeducational interventions have
been shown to diminish pain in patients with advanced
cancer.” The counseling itself is often based on the trans-
theoretical model of behavior change, also known as the
stages of change, and may include facilitative or stage-
based motivational methodologies.""* Strict operational
criteria defining the above psychoeducational interven-
tions are not in current use; for example, health or nurse
coaching is not strictly defined and, indeed, such inter-
vention need not be administered in person but may be
given by telephone (when it is sometimes referred to as
telehealth coaching).'¢"®

Given that pain-related psychoeducation has been
found to transform thought patterns and coping strat-
egies and to reduce pessimistic attitudes in patients
dealing with acute or chronic pain symptoms,? it is rea-
sonable to hypothesise that psychoeducation may be
efficacious in the management of low back pain.

The aim of this study was to carry out a systematic
review of the efficacy of psychoeducation in managing
low back pain from evidence provided by randomised
controlled trials.

Material and Method

The inclusion criteria for studies included in this sys-
tematic review were randomised controlled trials; pa-
tients with low back pain, with or without sciatica; the

inclusion of a psychoeducation (treatment) arm; and age
of patients =17 years. Studies of children, cognitive-be-
havioural therapy or pregnancy were excluded, as were
any studies for which an English translation of the paper
was not available.

On 30th March 2022, the National Library of Medicine
PubMed was searched using the following Boolean
search strategy: ((“randomized controlled trial”[Publi-
cation Type]) OR (“clinical trial”[Publication Type]) OR
(“controlled clinical trial”[Publication Type]) OR (“com-
parative study”[Publication Type]) OR (“randomized”[-
Title/Abstract]) OR (“randomised”[Title/Abstract]) OR
(“trial”[Title/Abstract]) OR (“placebo”[Title/Abstract]))
AND ((“psychoeducation”[All Fields]) OR (“psychologi-
cal”TAll Fields]) OR (“coaching”[All Fields]) OR (“coach”[All
Fields])) AND ((“low back pain”[All Fields]) OR (“back
pain”[All Fields]) OR (“sciatica”[All Fields])) AND (Filter:
Humans[Species]). Since the PubMed database included
the MEDLINE database, the latter was not searched sepa-
rately. ClinicalTrials.gov was searched using the primary
search term “Back Pain, Low” and the filters “Adult” and
“Older Adult”. CENTRAL (The Cochrane Central Register
of Controlled Trials) was also searched, using the MeSH
descriptor [Low Back Pain] + therapy + [psychoeduca-
tion OR counselling]. The PubMed search strategy was
carried out using the SCOPUS database on 11th July
2022; no new publications were forthcoming. A similar
strategy using the database APA Psychinfo via EBSCO on
15th August 2022 also revealed no new publications.

The full texts were assessed for eligibility for inclusion
in the systematic review after duplicates were removed
and the study abstracts and titles screened. Data extrac-
tion revealed the heterogeneous nature of the psycho-
educational interventions. Accordingly, it was deemed
inappropriate to carry out a formal meta-analysis.?
Instead, the effect size formula for group contrast mean
difference effect size shown in the following eequation:

Zi:lnk - 4
Yh=1(e — Dsg;

d = (A%; — A%,)

was calculated for each study, based on the mean dif-
ference effect size calculated in meta-analytic studies.?

In this formula, the subscript i refers to the intervention
group and the subscript c refers to the control group. On
the right-hand side, the first term, in parentheses, rep-
resents the difference between the mean change in the
intervention group and the mean change in the control
group. The second term on the right-hand side, namely
the square root of a quotient, represents the reciprocal
of the pooled standard deviation, with n being the num-
ber of subjects, and s being the standard deviation.



Results

As shown in figure 1, 65 studies were potentially eli-
gible for inclusion in this systematic review. Ultimately,
nine studies, corresponding to 10 publications,?'=° were
included in the systematic review. The first authors,
country locations and details of the participants in these
studies are given in table 1. Although identified as two
different studies, the German studies by Leonhardt et
al?> and Becker et al.?® refer essentially to the same clus-
ter randomised controlled trial; they have therefore been
paired together in the table and have been treated as
one study in this systematic review. This German study
included three groups, namely a multifaceted guideline
implementation group, a second group which consisted
of multifaceted guideline implementation plus moti-
vational counselling (by trained practice nurses), and a
third group who received guidelines by post.?>?* Since
the only difference between the first two groups is the
inclusion of a psychoeducation element in one of them,
for this review the second group has been treated as the
intervention group while the first group has been treat-
ed as the corresponding control group.?>?* The duration
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of low back pain was not given in this study; all patients
had presented to their general practitioners with low
back pain and the researchers reported the mean num-
ber of days of such pain experienced during the previ-
ous year for each group, as given in table 1.

The treatment, if any, received by the intervention and
control groups in each of the reviewed studies is given
in table 2. The duration of the intervention the principal
and secondary dependent variables and results in each
of the studies are also given in this table. In those stud-
ies, in which there were two follow-up time-points, the
time-point closer to six months was chosen. The corre-
sponding effect sizes for the group contrast mean dif-
ferences are given as Cohen’s d.3! The signs of these dif-
ferences, and therefore of the effect sizes, were positive
for beneficial increases and vice versa. For example, an
improvement in physical action duration corresponded
to a positive change in difference scores. On the other
hand, an increase in days in pain corresponded to a neg-
ative change in difference scores. Overall, this means
that a positive effect size in table 2 corresponds to a
change between the time-points in favour of the inter-

Records identified through Additional records identified
database searching through other sources
.5 (n=903) (n=0)
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— Records after duplicates removed
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Figure 1. Flowchart of exclusions and inclusions of studies in the systematic review.
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Table 1. Baseline demographic and symptom duration details of participants in the studies.

Control group

Intervention group

Country

Year

First author

Symptom duration

Mean (sd) age (y)

% F

Symptom duration n

Mean (sd) age

% F

n

Chronic

70.6 (4.6)
49.1 (13.3)

65

84
479

Chronic

70.1 (4.2)
47.4 (13.5)

Germany 86 63
489

2007
2008

Basler?!

101 (132) days in pre-

vious year

59

103 (123) days in previous

year

61

Germany

Leonhardt®
& Becker®

lles?*

25.1 (15.5) days

39.5(12.7)
45.1 (10.7)
44.6 (10.3)
77.2 (5.1)

33
68

15
38
114

25.5 (17.9) days

11.7)
11.2)

51.0 (71.5) months

Not given

41.6 (56.8) months

Not given

59
96
100

> 3 months

23

> 3 months

46.7 (7.2) 4 weeks to 7 months

55
22

4 weeks to 7 months

NP S

39.5

15
38

110

Australia
China

2011

44.6

58
51

93

2011

Vong*®

Denmark

China

2012

Jensen?
Tse?

30
55

2013

Finland

2018

Suni®

> 3 months

54.5 (12.8)
414 (11.9)

77

> 3 months

61.3 (11.5)
47.8 (12.8)

71

S. Korea

2021

Kim?

> 12 weeks

0

17

> 12 weeks

0

20

Japan

2021

Shimo3*

vention group, while a negative effect size corresponds
to a change in favour of the control group.

In the studies by Basler et al?' and by Leonhardt et
al*?/Becker et al,” functional capacity (as a percentage
of normal function) was assessed using the Hanover
Functional Disability Scale, which assesses activities of
daily living in relation to back pain-related disability.* In
the study by Basler et al., the motion range refers to the
degree of flexion of the trunk and was assessed using
ultrasound topometry by a physiotherapist blinded to
group allocation.?!

In the Leonhardt/Becker study, the overall activi-
ty was calculated as a weighted metabolic equivalent
based on the first eight items of the 12-item Freiburg
Questionnaire on Physical Activity.?>?*3* While the fol-
low-up sick leave in this study referred to the mean num-
ber of days of sick leave during the previous six months,
the duration of time over which the number of sick days
were assessed at baseline was not clear from either pub-
lished paper.>?* Quality of life was assessed in this study
using a German version of the EuroQol instrument.3*

The primary outcome variable in the study by lles et
al. was activity limitation indexed by the Patient Specific
Functional Scale, which gives a total score between zero
and 10.2*3> The primary non-leisure activity was also as-
sessed using the Patient Specific Functional Scale, also
measured on a scale of zero to 10.35 lles et al. reported
the 95% confidence interval for the group difference of
the primary non-leisure activity scores at 12 weeks as
extending from -0.6 to 5.0; the authors calculated this
difference after covarying for the corresponding base-
line scores.?® The modified Oswestry Disability Index
was given as a percentage, while the Pain Self-Efficacy
Questionnaire was scored out of 60.36

In the study by Vong et al, the following subscales of
the Pain Rehabilitation Expectations Scale, a clinical tool
designed to assess expectations in patients with back
pain regarding rehabilitation treatment and outcome,
were assessed after the first session (denoted as “Session
1"in table 2) and after the final (tenth) session (labelled
“End” in table 2) of integrated motivational enhance-
ment therapy plus physical therapy (the intervention
group) or physical therapy alone (the control group):
proxy efficacy (scaled from zero to 40); working alliance
(zero to 44); and treatment expectancy (zero to 56).%38
Assessments for these three subscales were carried
out neither at baseline (before the first session) nor at
one-month follow-up.” These three subscales, togeth-
er with the Pain Self-Efficacy Questionnaire (see above),
constituted the primary outcome variables of this
study.?>37% |n terms of the secondary outcomes of this
study shown in table 2, the level of pain was assessed
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using a 10-cm visual analogue scale; the lifting capac-
ity was determined from the mean of two trials of the
maximum pain-free lifting force in a standardised test;**
a Hong Kong Chinese version of the 24-item self-report-
ed Roland-Morris Disability Questionnaire assessment
of lower back pain (rated between zero and 24);%4" and
exercise compliance, which was not assessed at baseline
or at one-month follow-up, and was calculated from the
product of the number of home exercises carried out
per day and the number of days of practice per week.

In table 2 for the study by Jensen et al. the primary
outcomes were the level of low back pain over the previ-
ous three months; both the bodily pain and the physical
function assessments of the Short Form 36 (SF-36) in-
strument;*>** the Roland-Morris Disability Questionnaire
(see above);* and both the proportion of patients who
had accumulated at least eight weeks’sick leave and the
cumulated sick leave duration.?® The results of the last of
these did not readily fit into the format of table 2 and are
therefore given here: there was a significant reduction
in both the proportion of patients who had accumulat-
ed at least eight weeks’ sick leave and the cumulated
sick leave duration in the intervention group, whether
measured via self-report or based on register data.?® The
explanatory variables were maximum oxygen uptake
and both the five-item work factor (measured from zero
to 30) of the Fear-Avoidance Beliefs Questionnaire and
the four-item physical activity factor (measured from
zero to 24) part of this questionnaire; this questionnaire
was specifically designed for patients suffering from low
back pain.*>4¢

In the Hong Kong Chinese study by Tse et al., pain in-
tensity was assessed using an ordinal rating scale, from
zero to 10, with verbal descriptions given in Cantonese
for each of the 11 points, from “no pain” for zero to “un-
imaginably unspeakable pain” for 10.#” A Chinese ver-
sion of the Pain Self-Efficacy Questionnaire was used.>8
State anxiety and trait anxiety, each scored between
20 and 80 (inclusive), with lower scores corresponding
to lower anxiety levels, were assessed using a Chinese
version of the State-Trait Anxiety Inventory.*>*° The lev-
el of depression was assessed using a Chinese version
of the 15-item Geriatric Depression Scale — Short Form,
giving total scores between zero and 15.°™°2 A Chinese
translation of the four-item Subjective Happiness Scale
was used to assess happiness, with scores ranging from
four (lowest level of happiness) to 28.5%4 Mobility was
assessed using the Elderly Mobility Scale, scoring be-
tween zero (lowest level of mobility and balance) and
20.%° A Chinese version of the Short Form 12 (SF-12) was
used, with each component (physical and mental) scor-
ing from zero to 100, with a mean of 50 and standard
deviation of 10.55*7
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Only the baseline means and standard deviations of
the outcome measures were published in the paper by
Suni et al.” Four relatively small graphs appeared in one
of their published figures showing mean values and cor-
responding 95% confidence intervals at six-month and
12-month follow-up for four outcomes; unfortunately, it
was not possible to derive accurate figures from these
graphical representations.?® Adjusted P-values based on
generalised linear mixed modelling were given for each
of the four outcome measures, based not on the two
groups identified in table 1, but rather on four groups;
the two additional groups were counselling only and a
“control” group, the members of which did not receive
any intervention.?®*® From the published paper, it was
not possible formally to report on the difference be-
tween the intervention (“combined”) and control (“exer-
cise”) groups.

A Korean version of the Brief Pain Inventory (originally
the Wisconsin Brief Pain Questionnaire) was used in the
study by Kim et al. to assess the maximum, average and
minimum levels of low back pain over the previous 24
hours, as well as the current level of low back pain.?*>%6°
Similarly, a Korean version of the Oswestry Disability
Index was used to assess the percentage daily living
disability, with lower scores corresponding to lower lev-
els of functional disability.5%2 The mean back muscle
strength was assessed blindly using a lumbar extension
machine.?® Medication adherence was scored from zero
to four, with a lower score corresponding to higher ad-
herence, using a Korean translation of a self-report in-
strument.5*¢

The primary outcomes in the study by Shimo et al
were related to physical activity and consisted of the
mean number of steps per day and the mean rate of mo-
tor activity, both assessed using an accelerometer worn
around the waist.® The secondary outcomes were low
back pain severity, assessed using a 10-cm visual ana-
logue scale; low back pain-related disability, assessed
using a Japanese version of the Roland-Morris Disability
Questionnaire; endurance, assessed by the six-minute
walking distance; and flexibility, assessed using a seated
forwards arrangement from the fingertip to toe distance
with the legs in maximum extension at the knee joints,
with zero corresponding to the fingertips just reaching
the toes, and positive or negative readings correspond-
ing to the fingertips surpassing or not reaching this lev-
el, respectively.30406586 |n their original paper Shimo et
al. calculated group differences using median and range
values.®

The overall quality of the body of evidence re-
viewed was assessed using the latest Grades of
Recommendation, Assessment, Development and
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Evaluation (GRADE) guidelines.®” All nine studies were
(cluster) randomised controlled trials. This corresponds
to a GRADE level of high certainty. In terms of the first
GRADE criterion of risk of bias or limitations in the de-
tailed design and implementation, it was noted that all
studies entailed random allocation of patients and ob-
server blindness to group allocation, and it was decided
not to downgrade the quality of the body of evidence
at this stage. Regarding the second GRADE criterion of
unexplained heterogeneity or inconsistency of results,
as has been noted above it was not appropriate to carry
out a formal meta-analysis.”® Therefore, for example, the
12 measure which could otherwise have been used to
index inconsistency was not calculated.?*3" On balance,
it did not seem reasonable to downgrade the quality of
the body of evidence at this stage. The third GRADE cri-
terion refers to indirectness of evidence. There was no
evidence of indirect comparisons or a restricted version
of the main review question in the studies and there-
fore the body of evidence was not downgraded at this
stage. The fourth GRADE criterion refers to imprecision
of results. From the data published in the studies, it can
be inferred that some of the corresponding confidence
intervals are relatively wide; taking a conservative ap-
proach, it seemed appropriate to downgrade the quality
of the body of evidence on this criterion. Finally, the fifth
GRADE criterion refers to a high probability of publica-
tion bias. Had a formal meta-analysis been appropriate,
then it would have been possible formally to investigate
the level of publication bias by, for example, construct-
ing a funnel plot and carrying out an Egger regression
test.?® Notwithstanding the fact that, as mentioned
above, the studies by Leonhardt et al*? and Becker et al®
referred essentially to the same cluster randomised con-
trolled trial, it was considered inappropriate to down-
grade the body of evidence at this stage. Hence, overall,
the GRADE quality of the body of evidence was assessed
as moderate.

Discussion

The group contrast mean difference effect size data
(table 2) show a large variation in the efficacy of psy-
choeducation. Categorising these effect sizes as large
(d=0.8), medium (0.5<d<0.8), small (0.2<d<0.5), very
small (0<d<0.2), nil (d=0) or negative (d<0), it is clear
from table 2 that only two of the published psychoed-
ucation intervention results showed predominantly
large-medium effect sizes, namely those by lles et al**
and Kim et al® In the former study, psychoeducation was
administered through telephone health coaching, while
in the latter study biweekly personalised telephone ed-
ucation was also used, but in conjunction with face-to-

face education and with the provision of an educational
brochure.2*?

In the weekly one-to-one counselling study by Shimo
et al, the accelerometer-derived outcomes of the num-
ber of steps per day, motor activity and disability showed
improvements at six-month follow-up associated with
medium to large corresponding effect sizes.*®* However,
the effect sizes for the remaining three dependent varia-
bles ranged from small to negative.*®

The improvements reported at eight weeks in the
community centre-based study by Tse et al in state anx-
iety, level of depression and mobility were associated
with medium to large effect sizes.?” The remaining six
dependent variables, however, were associated with ef-
fect sizes which varied from small, at best, to negative
at worst; indeed, for physical and mental symptoms
(scored with the SF-12) and trait anxiety, the effect sizes
were either zero or negative.”’

In the study by Jensen et al., entailing counselling, a
status interview and, if required, a workplace visit, the
improvement in fear-avoidance beliefs in relation to
physical activity was associated with a medium effect
size.? However, all remaining six dependent variables
were associated with small or very small effect sizes.?

In the remaining three studies for which suitable da-
ta were available, the effect sizes were predominant-
ly small, very small, null or negative. In the case of two
of these studies, namely those by Basler et al*’ and
Leonhardt et al/Becker et al,?** the psychoeducational
intervention consisted of counselling sessions based on
the Transtheoretical Model. The psychoeducational in-
tervention in the third study, by Vong et al, was motiva-
tional enhancement treatment.?

Overall, the results show favourable outcomes with
personalised telephone coaching, but unfavourable out-
comes with both Transtheoretical Model-based counsel-
ling and motivational enhancement treatment. Other
forms of one-to-one counselling were associated with
intermediate outcomes.

Those embarking on future studies of the efficacy of
psychoeducation in the management of low back pain
might wish to draw the following lessons from this
systematic review. First, it would be good to use an ex-
perimental design which blinds both the patients and
the assessors, so far as possible, to group status. For
example, this was clearly not the case in the study by
Jensen et al., in which the control group did not receive
counselling sessions or workplace visits.?® Second, it is
recommended that all the relevant outcome data from
a study are published, either in the corresponding pa-
per orin an on-line supplement. It has been mentioned
above that not all such outcome data are readily avail-



able for the study by Suni et al.?® Third, it is important
to ensure that the intervention and control groups are
matched at baseline. In the study by Vong et al., there
were significant group differences at baseline in four
out of their seven main outcome measures.> Clearly,
such baseline group differences can emerge follow-
ing random allocation of patients into two groups. It
may be useful, therefore, to carry out all baseline as-
sessments immediately prior to the randomisation
process; an independent assessor could then examine
the degree of matching at baseline before the rest of
the study proceeds. Given that the level of the body of
evidence was moderate according to the GRADE crite-
ria, although one can be moderately confident in the
above conclusions, further clinical research should be
carried out as it is likely to impact upon the confidence
one has in the benefits of psychoeducation in the man-
agement of low back pain in adults.’” Larger sample
sizes would be likely to lead to narrower confidence in-
tervals and a higher GRADE level. Finally, the results of
the studies reviewed in this paper indicate that it may
be useful to carry out future studies in which the inter-
vention is administered for around seven weeks. Two
follow-up time-points, one at seven weeks and one at,
say, six months, would give information both on the
efficacy of the psychoeducational intervention and on
the longevity of the improvements.

If psychoeducational interventions are shown to be ef-
fective in the management of adult low back pain, their
implementation would be expected to have a number
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NEPINHWYH

H oo@ualyia eival éva oxeTikd ouxvo mpéBAnua vyeiag mou MAATTEL TOAAOUG EVAAIKEG KAL O EMITOAACHOC TNG AuEAVETAl PE
TNV NAIKi0. APKETEG PENETEG €XOUV OEIEEL OTL OL YUXOKOLVWVIKOI TTAPAYOVTEG €ival ONUAVTIKO{ 0TOV TOVO 0TN PEON. ZKOTIOG TNG
MAPOVOAG HEAETNG ATAV N CUCTNHATIKY AVAOKOTTNON TNG AMOTEAECHATIKOTNTAG TNG PUXOEKTTAIGELONG OTNV AVTILETWTIION
TOU MGVOU 0TNV 00PUANYia TG GTOLXEIQ TTOU TTAPEXOVTAL ATTO TUXALOTIOINUEVEG EAEYXOMEVEG LEAETEG. Ta KPITAPLA EVTAENG
TWV PEAETWV TIOU CUUTIEPIANPONKAV OE AUTH TN CUCTNUATIKI AVAOKOTINGN ATAV TUXAIOTIOINUEVEG EAEYXOUEVEC MENETEG- a-
00¢eveig pe mévo otn péon, PE N XwpIg loxtadyia- n cupmepiAnyn evog okéAoug Yuyoekmaidevong (Bepameiag)- kat n nAikia
TwV aoBevwv > 17 eTwv. H e€aywyn dedopévwv amokAAuPe TNV ETEPOYEVELD TWV PUXOEKTTAIOEVTIKWY TTapePPaoewy. Katd
OULVETIELD, KPIONKE akatdAAnAo va mpaypatomolnOei emionun YeTa-avaluon. TEAIKA, EVvEa PENETEG, TTOU avTIoTOolXoUV o€ 10
ONUOOCIEVOELG, CUPTTEPIAAPONKAV OTN CUCTNMATIKA avaoKoTNnon. Omou ATav Suvatov, UTTOAOYIOTNKE YIa TIG MEAETEG N MéoN
Slapopd tng amoteAeopatikotnTag (effect sizes) petal Twv opddwv. ZUVOAIKA, Ta EUVOIKA ATTOTEAECUOTA CUCKETIOTNKAV UE
TNV e€aToUIKEUUEVN TNAEQWVIKNA KaBoS&rynon, evw T SUCUEVH ATTOTEAECHATA CUCKETIOTNKAV TOCO UE TN CUMBOUAEVTIKA e
Baon to AlaBswpntikd MovTtélo 600 Kal e Tn Bepameia evioxuong TwV KIVATPWV. ANNEC LOPPEC ATOUIKNG CUMPBOUAEUTIKAC
ouoxetioTnkav pe evdldueoa anoteAéopata. H Yuyxoekmaideuon Héow eEATOUIKEUMEVNG TNAEQWVIKNG KaBodrynong cuv-
6€0nke 181aitepa Pe HEIWHEVO TTOVO OTN HEON, MEWWMPEVN avamnpia oty Kadnuepivr (wn, BeATiwuévn Aeitoupyia Kat BeN-
TIwpévn Mpoodokia avakapyns. Baoel tng mapoloag avackomnong, S1atumwvovTal ol aKOAOUOEG TPOTACELG OXETIKA HIE TO
OXeSLAOMO KAl TN SNUOCIEVON HEANOVTIKWY HENETWV YA TNV ATTOTEAECHATIKOTNTA TNG Yuxoekmaibeuong otn Slayxeipion Tou
movou otn péon. Kat'apxdg, Ba itav kahd va oxedlaoTel pia SIMAG-TUQAR TIEIPAUATIKN LEAETN TOOO WG TTPOG TNV Opdda TwV
a00evwy 600 W TPOC Toug a&lodoynTéC. AEUTEPOV, CUVIOTATAL VA SnoactevovTal OAa Ta OXETIKA Sedopéva éKBaong Jag He-
A€TNg, €ite oTNV avtiotolxn dnpociceuon gite o€ éva NAEKTPOVIKO CUUTARPWHA. TpiTov, gival onUavTiko va Slac@aloTel 0T
ol opadec mapépBaong Kat EAéyxou avtioTolyiCovTal Katd Tnv évapén Tng HEAETNG. Eival cagég ot ot Slapopég Twv opddwv
KOTd TV évapén pumopei va mpokKUYOoUuV PETA TNV TuXaia KaTavour Twv acBevwv og V0 OpAdEC. ZUVETTWG, UTTOPEI va gival
XPriolpo va dievepyouvtatl OAeG ot aflohoyroelg KaTtd Tnv évapén apéowd mpiv amo Tn dtadikacia Tuxalomoinong. Oa frav on-
MaVTIKO 0TNn OLUVEXELD €vag aveEAdpTnTog aglohoynThg va €eTtdoel To BaBuod avTtioToixlong Katd tnv évapén, Tpiv mMPoxXwPRoEl
n uméAolmn HeEAETN. Eival emiong onuavTiko va mpoohapuBdvovtal EmapKwe Heydha peyédn deiypatoc.

NAEZEIZ EYPETHPIOY: Oc@ualyia evnAikwv, TUXQLOTIOINUEVEG EAEYXOUEVEG HENETEG, O1ABEoN, YuxoekTaideuon, avamnpia.

Juyypapéac emkovwviag: Mapia ©@eodwpdtou, EAAnviko Avolktdé Mavemotripio, Ndpodog Apiototéoug 18, MepiBdAa, 263 35 Mdtpa,
AtebBuvon e-mail: theodoratou.maria@ac.eap.gr



