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Abstract
The aim of this study was to describe the

process of Brief Supportive-Expressive Group
psychotherapy provided to women with sys-
temic lupus erythematosus (SLE) in the con-
text of a randomized clinical trial. A secon-
dary objective was to contrast baseline cha-
racteristics in patients whose psychological dis-
tress decreased over time compared to those
who remained distressed.

Sixty-two women with SLE participated.
Thirty-five reported clinically significant psy-
chological distress at study entry. Therapists
rated predominant themes, affective expres-
sion and emotional processing after each ses-
sion.

Emotional processing increased signifi-
cantly over the course of therapy (F=33.44,
p<.02). Women with more severe and gene-
ralized distress at baseline were less likely to
show improvements at the 6 month follow-
-up (t= -3.14, p<.005). Baseline disease activi-

ty or damage did not differ between patients
who were no longer clinically distressed at 6
months follow-up and those who remained
distressed.

Key-words: Group psychotherapy;
Themes; Psychological distress; Systemic lupus
erythematosus.

INTRODUCTION

Lupus is a relatively rare chronic auto-im-
mune disease that affects primarily women in
their childbearing years. It is characterized by an
unpredictable course of remissions and
exacerbations. The etiology of lupus is unknown
and there is currently no cure. Common symp-
toms include fatigue, lassitude, fever, weight
loss, skin rash, hair loss and pain. Less frequent,
but more severe symptoms involve specific or-
gans including the cardiorespiratory, renal,
hematologic, and neurological systems 1. Given
the highly variable nature of the disease and
treatment (e.g., immunosuppressant agents)
that can have serious side effects, it is not sur-
prising that many patients experience significant
psychological distress at some point in time du-
ring their illness.

Research linking psychosocial factors and
manifestations of lupus reveals that patients re-
port emotional reactions to their disease (i.e.,
anxiety and depression) and that these problems
seem to influence health outcomes and quality
of life. Concurrent and prospective associations
have been found among major and minor
stressors, depression, anxiety and joint pain/in-
flammation, rash, and abdominal symptoms2,3.
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tients with chronic medical conditions are as fol-
lows: 1) biomedical; 2) altered physical functio-
ning 3) required life style adjustments; 4) coping
with treatment; 5) prioritizing life values and
goals 6) losses; 7) death and dying6. The process
of therapy usually commences with exploration
of topics that involve little affect such as medical
status and treatment. Typically, as the therapy
progresses patients begin discussing increasingly
more personal issues (e.g., the doctor-patient re-
lationship, intimacy) that are more charged with
affect and concern interpersonal relationships.

Given the phase of life when a lupus dia-
gnosis is usually made (the second decade) and
the potential for disruption in normal daily ac-
tivities, career and family plans, women with
lupus often face concerns that cause intense
emotional reactions. However, little is known
about the relative importance of the aforemen-
tioned themes in the context of therapy with
these patients. A better understanding of the
process of therapy may help clinicians design ef-
fective interventions and orient professionals
treating this patient population.

The present report examines data not previ-
ously explored in the published clinical trial with
these patients testing the efficacy of Brief Sup-
portive-Expressive group psychotherapy14.
While lupus patients in both the treatment and
control groups showed improvements over
time15, these changes could not be attributed to
the psychological intervention14. Here, we focus
on the patients randomized to the group therapy
arm in order to probe the themes addressed,
their frequency and relative importance for this
patient population and changes in themes over
the course of therapy. Therapists’ ratings of af-
fective expression and processing were also e-
xamined. Given that some patients’ psychologi-
cal distress decreased over time, baseline cha-
racteristics of patients who showed improve-
ments were compared to those patients who re-
mained distressed at 6 months follow-up.

METHODS

Participants
Women with a diagnosis of lupus according

Dobkin et al.4, reported that 43% of their
sample experienced clinically significant psycho-
logical distress on the following scales of the
Symptom Checklist-90-R (SCL-90-R): somati-
zation, interpersonal sensitivity, anxiety, phobic
anxiety, and psychoticism. More severe hassles
(minor stressors), lower self-esteem and less so-
cial support were associated with greater psy-
chological distress.

Others have shown that lupus patients who
use more passive coping strategies, such as avoi-
dance, self-blame and wishful thinking concur-
rently experience greater physical disability, so-
cial disability and depression5. Social support
seeking was associated with less pain, less psy-
chological distress (anxiety and depression) and
disability at follow-up5. Collectively, these fin-
dings show consistent relationships between
negative emotional states and poor physical out-
comes, as well as the positive impact of social sup-
port on health status. There is an emerging litera-
ture indicating that medical patients with severe
and unpredictable illnesses may benefit from psy-
chological interventions that address negative
emotional states and reinforce social support6,7.

Brief Supportive-Expressive group psycho-
therapy is one such intervention8. This approach
combines interpersonal existential therapy with
group support and specific coping-skills training.
The focus is on creating a supportive environ-
ment in which patients can openly express their
thoughts and feelings. Such coping skills have
been associated with improved quality of life as
well as positive emotional and physical well-be-
ing9. Results of the first randomized clinical trial
for metastatic breast cancer patients showed that
following the one-year intervention, women
improved in many ways: better coping, less con-
fusion and fatigue, and a two-fold increase in
survival compared to women in the control
group10. A Canadian replication of this study
showed that women in the Supportive-Expres-
sive therapy group showed improvements in
mood and reported less pain, but there were no
significant effects on survival time11. This inter-
vention has been adapted to other chronic disea-
ses such as HIV12 and inflammatory bowel disea-
se13; results have been promising.

Theoretically, themes of importance for pa-
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to American College of Rheumatology criteria16

were invited to participate in the study by their
physician from nine immunology/rheumato-
logy centers across Canada. Exclusion criteria
included: the presence of severe cognitive defi-
cits, psychosis, inability to attend weekly psy-
chotherapy sessions or communicate ade-
quately in English or French. Physicians were
not directed to select patients based on disease
severity, activity or level of psychological dis-
tress. (For a full description of all study partici-
pants see Dobkin et al 14).

Procedures
Once informed consent was obtained, pa-

tients completed a battery of questionnaires (de-
scribed below) at baseline, post-treatment, and
6 and 12 months post-treatment. Following the
completion of baseline questionnaires patients
were contacted by telephone by the therapist
and interviewed to determine if the patient un-
derstood the type of therapy being offered and
to ensure that there were no contraindications
(e.g., suicidal tendencies, unwilling to commit
to weekly sessions). They were subsequently
examined by a rheumatologist blinded to group
status.

Intervention: Brief Supportive-Expres-
sive Group Psychotherapy
The intervention evaluated was developed

by Spiegel and his colleagues at Stanford Uni-
versity in California over a period of 20 years17.
Manuals and videotapes are available and were
used to train therapists. Dr. Classen, who works
closely with Dr. Spiegel and co-authored the
treatment manual, trained and provided feed-
back to the therapists in this study. The thera-
pists were doctoral level psychologists or Mas-
ter’s level social workers with at least one year
experience as group therapists with medical pa-
tients. All sessions were audio-taped and re-
viewed weekly by one of the investigators
(PLD), who provided ongoing supervision to the
therapists. Dr. Classen reviewed the third ses-
sion for each group and provided feedback di-
rectly to the therapists. There was not a prede-
termined order of themes, as therapists used a
non-directive approach, following the group

theme rather than imposing one. At the end of
each session, a brief self-hypnosis exercise was
carried out with the guidance of the therapist.
Participants were encouraged to practice it at
home in between sessions.

We modified the program slightly to suit lu-
pus patients (e.g., less emphasis on dying), al-
though the brief (i.e., 12 session) version for the
non-metastatic breast cancer patients required
very few changes. We did not, however, use co-
-therapists, nor include family members in sepa-
rate groups due to logistical restraints. Treatment
was conducted in small groups of lupus patients
who met weekly for 12 weeks. Each session was
90 minutes long and was provided in French or
English, depending on patients’ mother tongue.
Booster sessions were offered once per month
for three months following the termination of
intensive treatment to reinforce changes and
encourage the transfer of new experiences into
daily life. Thus, treatment involved a total of
22.5 hours of direct patient contact.

Measures
The Symptom Checklist 90-Revised (SCL-90-R)18

is a 90-item self-report questionnaire that re-
flects psychological symptom patterns of psy-
chiatric and medical patients as experienced in
the past week. It consists of nine primary dimen-
sions which include: somatization, obsessive-
-compulsive, interpersonal sensitivity, depres-
sion, anxiety, hostility, phobic anxiety, paranoid
ideation, and psychoticism. The nine subscales
can be combined to describe three global indices
of distress: 1) the Global Severity Index (GSI) 2)
Positive Symptom Distress Index and 3) The
Positive Symptom Total. The GSI combines both
the number and intensity of symptoms and is
considered to be the best single indicator of psy-
chological distress. Higher scores on the SCL-90-
-R indicate greater psychological distress. Nor-
mative data and standardized T scores facilitate
interpretation, clinically significant psychologi-
cal distress is detected when T scores on the GSI
scale are 63 or greater.

The Short Form Health Survey (SF-36TM) is a
psychometrically sound and widely used mea-
sure which consists of 36 items and measures
eight aspects of health and well-being: physical
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functioning, role limitation due to physical
health, bodily pain, general health, vitality, so-
cial functioning, role limitation due to emotional
problems, and mental health19. Of the 36 items,
20 refer to the past month. Scores on each
subscale vary from 0 to 100 with higher scores
indicating better health status. Recently, it has
been shown that the SF-36TM subscales can be
summarized into two component scores: the
physical health component summary (PCS) and
the mental health component summary
(MCS)20. The PCS and MCS are standardized to
have a mean of 50 and a standard deviation of
1021. Correlations obtained between the eight
subscales and the two summary scores support
the mental and physical health distinction. This
has recently been shown to be the case for Ca-
nadian Women22.

The shortened version of the Social Support
Questionnaire (SSQ6) was used to assess per-
ceived availability and satisfaction with social
support23. The SSQ6 is psychometrically sound
and consists of 6 items that are subdivided into
two subscales. Six items assess network size
(SSQ-N) and the remaining six measure satis-
faction with the available social support (SSQ-
-S). Given the modest intercorrelation between
the two subscales, it has been suggested that the
two scores be examined separately. Network size
scores range from 0 to 9, higher scores reflecting
a larger social support network. Scores on the
satisfaction subscale range from 0 to 6, with
higher scores indicating greater satisfaction.

The validated Coping Inventory for Stressful Si-
tuations (CISS24) was used to assess coping style.
The CISS is a 44-item questionnaire that assesses
cross-situational coping preferences. It consists of
three subscales that measure task, emotional and
avoidance coping. The CISS subscales have been
found to be reliable with coefficients ranging from
0.77 to 0.90. The task-oriented (e.g., adjust my
priorities; schedule my time better) and emo-
tional (e.g., get angry; worry about what to do)
coping strategies have consistently been linked
with physical and mental health outcomes in pre-
vious studies25,26. Higher scores indicate more use
of the coping style.

The revised version of the Hassles Scale was
used to assess stress during the past month27.

This validated and reliable version consists of a
list of 54 minor stressors that can occur in daily
life. Respondents indicate the degree of distress
they have experienced as a result of various
events. Responses on each item vary from "not
at all/not applicable" (0) to "extremely severe"
(3). Total scores can vary from 0 to 162, with
higher scores reflecting greater stress.

The Systemic Lupus Activity Measure (SLAM-
-R28) was used to measure disease activity. The
SLAM-R is a reliable and valid measure of disea-
se activity in a number of organ systems – con-
stitutional, integument, ocular, reticuloendothe-
lial, pulmonary, cardiovascular, gastrointestinal,
neuromotor, musculoskeletal, hematologic, and
renal. Although validation data is only available
on the original SLAM-R, the differences be-
tween the original and revised versions are mi-
nor. The SLAM-R is based on physician exami-
nation and laboratory assessment that includes
a complete blood cell count, erythrocyte sedi-
mentation rate, creatinine and urinalysis. Scores
may range from 0 (no disease activity) to 84
(maximum disease activity). Based on our ex-
perience, a score over 8 indicates moderate to
severe clinical activity.29

The Systemic Lupus International Collaborating
Clinics/American College of Rheumatology (SLICC/
/ACR)30,31 Damage Index was used to measure
disease damage. The SLICC/ACR is a physician-
-rated index that assesses cumulative organ da-
mage due either to the disease, complications of
therapy, or concurrent illness such as cancer. It
includes 12 categories: ocular, neuropsychiatric,
renal, pulmonary, cardiovascular, peripheral
vascular, gastrointestinal, musculoskeletal, skin,
premature gonadal failure, diabetes and cancer.
Total scores range from 0 (no damage) to 46
(maximum damage)30,31.

Therapist Ratings (completed after each
session; see Appendix for a sample of
the form used)
Themes: A list of themes, based on the treat-

ment manual, for the session was created by our
team and therapists were asked to indicate
which one predominated during a particular
session17. If more than one theme was explored,
therapists rank ordered the themes (1=most im-
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portant, 2=second). These included biomedical
themes, loss, body image, uncertainty, control,
acceptance, reprioritizing. Therapists were also
asked to report and rank order any other themes
that were discussed (e.g., sexual relationships).

Affective Expression: Affective expression that
occurred during each session was rated on a
scale of 1-5. The instructions to the therapists
were as follows: "Circle the number which best
describes the strongest level of affective expres-
sion that occurred in this session on a scale of 1-
-5, 1 being" "no affect" or "intellectual" and 5
being" "deep and strong expression of affect".

Affect Processed: The level of processing fol-
lowing the emotional expression was also rated.
The instructions to the therapists were as fol-
lows: "Having in mind the strongest level of af-
fective expression that occurred in the session,
circle the number representing the level of
processing that took place at that time. In other
words, rate the extent to which the group at-
tempted to explore these feelings and deepen
their understanding. Rate on a scale of 1-5 with
1 being "no exploration" and 5 being "deep ex-
ploration resulting in a new level of under-
standing".

Global Rating of Session: The quality of the
overall session was rated as follows: 1=poor,
2=good, 3=very good, and 4=excellent.

Data Subset
The original randomized clinical trial included

a 12 months post-treatment assessment, how-
ever for the purposes of this paper we subdivided
the distressed patients into two groups: those who
improved by the 6 month follow-up and those
who did not. We chose this endpoint, rather than
the 12 month post-treatment period because the
former included booster sessions and the later
was too distal to assume results were influenced
by therapy process-related factors.

RESULTS

Participants
The sample for this report includes 62

women. Selected demographic characteristics
and clinical variables are presented in Table 1.

The participants were mainly middle-aged, Cau-
casian and relatively well educated.

Therapists, Group Attendance and
Themes Addressed
Eight therapists from 7 cities (in 9 clinics)

ran 1 or 2 groups of 4 to 8 patients (for a total of
11 groups) depending on the success of recruit-
ment in a particular centre (e.g., Toronto: n=9;
Calgary: n=31). Patients randomized to group
psychotherapy attended an average of 12.02
(SD=2.98; median=13) of the 15 sessions. A
dose-effect was not evident as the number of
sessions attended was uncorrelated with
changes in outcomes at the 12 month follow-
-up: including psychological distress (r= 0.15,
95% confidence interval [CI] -0.12, 0.39), physi-
cal health status (r=0.024, 95% CI -0.24, 0.28),
mental health status (r=0.06, 95% CI -0.20, 0.31),
and disease activity (r= -0.036, 95% CI -0.22,
0.29)15.

Session themes, as ranked by the therapists,
are presented in Table 2. In general, biomedical
concerns were addressed most often, followed

TABLE 1 – SAMPLE CHARACTERISTICS

Mean SD Range

Demographics
Age 42.2 11.0 19.00-64.8
Education (years) 14.2 2.6 8-18
Ethnic Origin (%)

Caucasian 86.9
Black 4.9
Asian 4.9
Other 3.3

Marital Status (%)
Single 32.8
Married 37.7
Divorce-Separated 26.3
Widowed 3.3

Clinical
SLAM-R 7.6 3.9 0-17
(disease activity)
SLICC/ACR 1.6 1.8 0-7
(disease duration) 11.2 8.54 .01-33.9
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der the category of other (n=29), family rela-
tionships (n=15) remained the most frequent
theme. Although themes of loss were discussed,
termination issues were brought up only twice.

Finally, during the three booster sessions,
the most frequently reported themes were bio-
medical (n=16), acceptance (n=13), loss (n=12),
and reprioritizing (n=11). Those which ranked
highest in importance most often were biomedi-
cal (50%), acceptance (46.2%), loss (33.3%)
and uncertainty (25%). Other themes discussed
(n=15) included family/social relationships
(n=7) and termination (n=5).

Process Variables
Next, we examined the level of affective ex-

pression, level of processing, and global ratings,
as a function of stages of the group. As shown in
Table 3, there appeared to be an increase in the
amount of affective expression, the level of
processing of the affect expressed, as well as glo-
bal ratings of the sessions, as the groups pro-
gressed. Analysis of variance revealed a signifi-
cant change in level of processing over time
(F=3.44, p<.02). Post-hoc Tukey tests, show that
there was a significant difference in level of
processing between beginning and end stages
(p<.05) as well as beginning and booster sessions
(p<.03).

Patients’ Psychological Distress Over
Time
Initially, 35 (56.5%) women in the therapy

group were distressed (i.e., obtained a GSI T-
-score of 63 or greater). At post-treatment 23

by themes of loss and acceptance. Next, we exa-
mined themes and therapists’ ratings by stage of
group. We separated the sessions into: beginning
sessions (1-4, n=44), middle sessions (5-8,
n=44), end sessions (9-12, n=44), as well as
booster sessions (13-15, n=33).

In the beginning sessions, the most frequent
themes were biomedical (n=21), loss (n=21),
body image (n=19) and acceptance (n=19). Un-
der the category other (n=19) the most frequent
themes were family/social relationships (n=9)
and the doctor-patient relationship (n=4). In
terms of rank, biomedical concerns were rated as
the most important theme (52.4% of the time).
Loss themes were ranked as most important
38.1% of the time, followed by control (25%),
body image (21.1%) and acceptance (10.5%).

In the middle sessions, the most frequent
themes included loss (n=18), control (n=18)
biomedical (n=17) and acceptance (n=17).
Themes of loss were rated as most important
50.0% of the time, control 55.6% of the time,
biomedical issues 35.3% and acceptance ranked
highest in importance 5.9% of the time. The ca-
tegory of other was used 26 times, family/social
relationships (n= 17) as well as death (n=5) were
frequent topics. Compared to the beginning ses-
sions, themes of family/social relationships dou-
bled in frequency, at this phase of therapy.

For the end sessions, the most frequent
themes were biomedical (n=16), followed by
control (n=14) and acceptance (n=13). Bio-
medical concerns ranked as the most important
theme 56.3% of the time, control 21.4% and
acceptance 38.5% of the time, respectively. Un-

TABLE 2 – THERAPISTS' OVERALL RATINGS OF THEMES

Most important Second most important Overall Frequency

Biomedical 48.6% 17.1% 70/165 (42.7%)
Loss 41.9% 33.9% 62/165 (37.6%)
Body Image 25.0% 37.5% 40/165 (24.2%)
Uncertainty 25.0% 40.0% 40/165 (24.2%)
Control 35.2 % 27.8% 54/165 (32.7%)
Acceptance 22.6 % 40.3% 62/165 (37.6%)
Reprioritizing 20.8 % 41.7% 48/165 (29.0%)
Other 52.8 % 23.6% 89/165 (53.94%)
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(65.7%) of the 35 remained distressed and 7
(20.0%) were no longer clinically distressed, 5
(14.3%) failed to return their questionnaires. At
6 months post-treatment, of the 35 who were
clinically distressed at baseline, 17 (48.6%) of
the 35 remained distressed, 13 (37.7%) were no
longer distressed and 5 (14.3%) failed to return
their questionnaires.

First, we examined baseline differences be-
tween those who showed improvements at the
6-month follow-up compared to those who re-
mained distressed. Table 4 shows the means and
standard deviations on selected variables. Patients
who were no longer distressed at follow-up had
significantly lower baseline GSI scores (93rd per-
centile versus 98th percentile) (t(29)=-3.14,
p<.005). A trend was evident for emotional cop-
ing, in that women who were no longer dis-
tressed at follow-up used less emotional coping
at baseline. There were no significant group dif-

TABLE 3 – THERAPISTS’ RATINGS OF THERAPY PROCESS VARIABLES

Affective Expression Level of Processing Global Ratings

Sessions 1-4 3.24 (0.85)1 2.93 (0.97)a,b 2.64 (0.69)
Sessions 5-8 3.61 (0.78) 3.31 (1.01) 2.54 (0.85)
Sessions 9-12 3.58 (0.98) 3.49 (1.01)a 2.84 (0.92)
Sessions 13-15 3.66 (0.83) 3.59 (0.95)b 2.84 (0.68)

1Means and (standard deviations); a Statistically significant difference p<.05; b Statistically significant difference p<.03

ferences on baseline disease activity or patients’
perceptions of their physical health status (PCS).

As shown in Table 5, at the 6 month follow-
-up, patients who were no longer distressed also
showed the following improvements: increased
vitality, less bodily pain, satisfaction with social
support; moreover, they reported fewer hassles
and less reliance on emotional coping. However,
after controlling for multiple comparisons, only
the differences for hassles and emotional coping
remained statistically significant. (t(29)=-3.76,
p<.002 ; t(29)=-4.25, p<.0001, respectively).

We subsequently examined changes on
SCL-90-R subscales scores over time for those
who showed improvements at 6 months com-
pared to those who remained distressed (Table
6). Differences were examined at baseline and
post-treatment. Those who improved obtained
scores above the 63 cut-off on 3 out of the 9
subscales, whereas those who remained dis-

TABLE 4 – GROUP MEANS AND STANDARD DEVIATIONS FOR BASELINE SCORES

GSI<63 at 6 months GSI>63 at 6 months p

GSI 65.61 (3.66) 71.47 (5.47) .002**
PCS1 32.00 (12.82) 31.47 (9.08) NS
Vitality1 35.00 (19.81) 25.88 (16.51) NS
Bodily Pain1 43.93 (22.82) 33.18 (19.20) NS
SSQ satisfaction1 4.89 (1.25) 4.40 (1.53) NS
Hassles 46.50 (18.28) 53.53 (21.04) NS
Task coping 53.21 (12.83) 51.65 (10.99) NS
Emotion coping 41.76 (10.22) 50.23 (13.21) 0.066
Disease activity 7.00 (4.77) 7.82 (3.21) NS

1High scores indicate better functioning; **statistically significant
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tressed obtained scores greater or equal to 63 on
8 out the 9 subscales, at baseline. Of particular
interest are the differences of the interpersonal
sensitivity and hostility scales. Higher scores on
the interpersonal sensitivity scale indicate feelings
of inadequacy and inferiority, marked discomfort
during interpersonal interactions and negative
expectations regarding interpersonal exchanges.
Higher scores on the hostility scale reflect a
greater tendency to experience irritability, rage
and resentment and a greater tendency to dis-
play anger. At post-treatment those who re-
mained distressed showed elevations on 8 of the
9 subscales, indicating highly generalized distress.

Patients who improved showed elevations only
on the somatization and obsessive-compulsive
subscales, indicating more focused concerns.

DISCUSSION

From a statistical standpoint we concluded
in a previous report15 that Brief Supportive-
-Expressive group therapy was not effective for
patients with lupus. Yet, the psychotherapists
among our team members were uneasy with
this conclusion because some patients seemed
to benefit in ways we may not have measured

TABLE 5 – GROUP MEANS AND STANDARD DEVIATIONS AT THE 6 MONTH FOLLOW-UP

GSI T<63 GSI T> 63 p

PCS1 37.88 (10.90) 30.35 (10.42) 0.065
Vitality1 48.46 (21.64) 29.12 (21.88) 0.023
Bodily Pain1 59.07 (23.44) 33.71 (27.92) 0.013
SSQ Satisfaction1 5.31 (0.63) 4.47 (1.25) 0.036
Hassles 31.92 (15.10) 53.76 (18.02) .001**
Task Coping 53.46 (13.05) 51.47 (12.2) 0.671
Emotional Coping 32.07 (7.30) 48.53 (13.28) .001**

1High scores indicate better functioning; ** statistically significant

TABLE 6 – MEANS (SD) PSYCHOLOGICAL DISTRESS SCORES AT BASELINE AND POST-TREATMENT BASED ON
IMPROVEMENTS AT 6 MONTHS

Baseline Post-treatment

Improved Distressed Improved Distressed
(n=13) (n=17)  (n= 12)2 (n=16)

Somatization 67.46 (5.89)1 72.35 (6.09) 64.33 (6.34) 72.81 (9.25)
Obsessive-compulsive 67.46 (5.86) 72.35 (6.09) 64.00 (8.73) 72.25 (6.42)
Interpersonal sensitivity 60.61 (7.61) 69.71 (7.18) 55.75 (9.06) 67.38 (7.46)
Depression 64.84 (4.51) 69.41 (4.18) 60.67 (6.85) 68.88 (4.40)
Anxiety 60.92 (6.33) 68.82 (6.23) 57.00 (8.50) 69.19 (7.41)
Hostility 58.77 (9.6) 63.94 (10.05) 54.83 (10.04) 63.19 (9.99)
Phobic anxiety 51.38 (8.77) 60.76 (10.97) 46.83 (5.15) 61.69(13.18)
Paranoid ideation 56.00 (10.28) 64.88 (10.17) 52.08 (9.88) 64.56 (7.98)
Psychoticism 60.76 (7.84) 69.88 (7.91) 55.83 (8.22) 69.93 (6.11)
GSI 65.62 (3.66) 71.47 (5.46) 60.92 (7.33) 71.56 (6.14)

1Standard T scores for all subscales of the SCL-90-R
2Two patients that completed their baseline and 6 month assessment failed to return their questionnaires at post-treatment.
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(e.g., adjusted life goals, accepted their disease
better). This perception was supported by recent
analyses of secondary outcomes such as illness
intrusiveness, that is illness induced disruptions
to lifestyles, activities and interests32. Our collabo-
rators showed significant improvements on ill-
ness intrusiveness in relationships and personal
development, and intimacy at 6 and 12 months
post-treatment for patients in the therapy
group32. Thus, we explored in more depth the
process of therapy, based on therapists’ reports
which were completed following each session.
While this type of therapy may not be optimal for
all patients with SLE (consistent with Mohr et al.33,
using the same intervention with depressed mul-
tiple sclerosis patients), listening to audio-taped
sessions encouraged us examine the data further.
Given there is no existent coding system to assess
the integrity of the intervention, we designed a
form (attached) to capture the key components
of the group therapy.

When examining all therapy sessions, the
three most dominant themes were: biomedical,
loss and acceptance. These are typical of patients’
concerns with a variety of chronic medical di-
seases6. Much like group therapy process as de-
scribed by Yalom34, patients discussed more in-
terpersonal themes (family, doctor-patient rela-
tionships) as they moved from beginning to end-
ing sessions. Biomedical concerns (e.g., side ef-
fects of treatment, disease-related disability)
were salient throughout the sessions. However,
increases in ratings of emotional expression and
processing indicate that they were explored in
more depth as the sessions progressed.

In Brief Supportive-Expressive group
therapy the level of affective expression and
processing of issues in the "here and now" is
considered crucial to the intervention. Both of
these variables increased, with significant statis-
tical changes in level of processing, (as seen in
Table 3) over time. Also, therapists’ overall ra-
ting of sessions improved over time. While we
do not have data from independent sources, the
standard deviations indicate that there were
variations across sessions. Nonetheless, in our
previous report we noted that there was no
therapist effect across sites where the interven-
tion was provided.

Several studies which have demonstrated
effectiveness for this type of intervention se-
lected patients a priori, based on psychological
status11 or created subgroups (e.g., exclusion of
the death-proximal assessments in metastatic
breast cancer patients; Classen et al35) in post hoc
analyses. While we did not have the statistical
power to adequately answer the question, "Did
patients who were distressed at baseline (as
measured by the SCL-90-R) benefit from the
group therapy?"14, we posed a different ques-
tion herein i.e., "Were there baseline differences
between patients who improved compared to
those who did not?". It is noteworthy that while
physicians did not select patients based on need
for psychotherapy per se, 56.5% of those as-
signed to group psychotherapy reported symp-
toms indicating significant distress. Thus, we
subdivided the distressed patients into two
groups: those who improved by the 6 month
follow-up and those who did not.

Distressed patients who improved over time
were less distressed at the beginning of treat-
ment than those who failed to improve. Al-
though not statistically significant, they also
were less reliant on emotional coping when
faced with stressors. At follow-up, patients who
improved in terms of psychological distress also
improved on quality of life variables (e.g., bodily
pain, vitality), stress and emotional coping. It is
important to note that, despite improvements,
physical health status in women who were no
longer distressed at the 6 month follow-up (i.e.,
PCS scores) were significantly lower than norms
for Canadian women in both groups, indicating
that these women perceived themselves as be-
ing in poor health.

Closer examination of subscale elevations on
the SCL-90-R revealed what can be interpreted
as a more generalized and more severe form of
distress in women who showed no improve-
ments, compared to more specific symptoms
(i.e., somatization, obsessive-compulsive, de-
pression) in women who improved. Several
clinical hypotheses may explain these findings.
There were noteworthy differences on hostility
and interpersonal sensitivity between women
who improved as opposed to those that re-
mained distressed. Perhaps high discomfort dur-
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Perhaps this report will stimulate the develop-
ment of a method to rate Brief Supportive-Ex-
pressive group therapy such that future research
can explore therapy processes more thoroughly.
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