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Abstract

Objective—The Chronic Disease Self-Management Program (CDSMP) is designed to enhance 

patients self-efficacy and skills to manage their chronic illness. There is compelling evidence for 

the benefits of the CDSMP among patients with systemic lupus erythematosus (SLE); however, 

little is known about predictors of participation among Black women with SLE. We examined 

factors associated with CDSMP initiation and completion in this population.

Methods—We studied 228 Black women with SLE who consented to attend a CDSMP 

workshop. We used logistic regression to calculate unadjusted and adjusted ORs for being a 

CDSMP initiator (a participant registered into the CDSMP who attended at least one of the first 

two weekly classes) and a CDSMP completer (a participant who completed ≥4 of 6 weekly 

classes).
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Results—Majority of partipants were CDSMP initiators (74%, n=168). Of them, 126 (75%) 

were CDSMP completers. Older age [aOR: 1.03, 95% CI:1.00–1.06] and unemployment/disability 

[aOR: 2.05, 95% CI: 1.05–4.14] increased the odds of being a CDSMP initiator. The odds of 

initiating CDSMP decreased by 22% for each additional child in the household [OR: 0.78, 95% 

CI:0.62–0.98] but this association became non-significant in the adjusted model [aOR: 0.89, 

95% CI:0.68–1.18]. The only factor that differed significantly between CDSMP completers and 

non-completers was age, with 4% higher odds of being a completer for each additional year of age 

(aOR: 1.04, 95% CI: 1.00–1.07).

Conclusion—Our findings suggest that young Black women with SLE face barriers to attend 

and complete in-person CDSMP workshops, possibly in relation to work and childcare demands.
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Introduction

Approximately 200,000 people may be living with systemic lupus erythematosus (SLE) 

in the United States (1–6). Racial minorities with SLE often face multiple challenges 

including higher risk for disability, reduced quality of life, and mortality compared to 

Whites (7–9). Given the complexity of health problems associated with SLE, education 

is critical to promoting positive self-management practices(10–12). Proper medical care 

and patient engagement in self-management play a major role in SLE outcomes(13–15). 

Yet, Black patients face formidable barriers to accessing healthcare and self-management 

education(13, 16–21). Moreover, Black individuals are historically underrepresented in SLE 

studies and engaging them in behavioral interventions is challenging. Underrepresentation of 

Black women with SLE in behavioral interventions limits opportunities for effective health 

education aimed at improving self-management (22).

The Chronic Disease Self-Management Program (CDSMP) is an evidence-based self-

management education intervention designed to enhance self-efficacy and skills to manage 

health problems, promote wellbeing, and enable the efficient use of healthcare services in 

people with chronic illness (10–12). Conducted among small groups (10–16 participants) 

in the community by two certified peers, the CDSMP consists of six consecutive weekly 

classes, each lasting 2.5 hours (23). Completion of 4 to 6 CDSMP classes is associated 

with significant improvements in health outcomes and reduction in emergency department 

visits (24–26). Initially implemented in whites and older participants, the CDSMP has been 

increasingly shown to improve self-management skills in racial minorities) (27). Since 2003, 

the US Administration on Aging (AoA) has promoted the development of infrastructure to 

deliver the program across multiple states(14) and the Evidence-based Leadership Council 

program locator indicates that there is at least one, and usually multiple sites offering the 

CDSMP in every US state (28).

There is compelling evidence for the use of the CDSMP among patients with SLE due 

to its proven success in the management of other chronic conditions (24). Recent findings 

suggest that the program is perceived as an effective self‐management intervention by 
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Black women with SLE and can potentially catalyze improvements in self‐management 

behaviors in this population (15, 29, 30). Although not SLE-specific, the CDSMP core 

curriculum addresses many of the self-care challenges faced by women with SLE. Moreover, 

because its widespread availability, the CDSMP can be leveraged as an accessible option 

for targeting Black women with SLE in the community. Our National Institute of Minority 

Health and Health Disparities (NIMHD) funded project, Women Empowered to Live with 

Lupus (WELL) Study, is a trial conducted to fill a need for an accessible self-management 

intervention that can potentially improve outcomes in this population (25).

Because the CDSMP consists of six weekly classes of 2.5 hours each and entails both 

the interaction with a small group of peers and the implementation of weekly action 

plans, individual factors may influence participants’ commitment to the program. However, 

studies about CDSMP engagement of Black individuals are scarce. Qualitative data gathered 

during the recruitment of Black women with SLE in the WELL Study suggested that this 

population faces multiple CDSMP participation barriers, including unpredictable personal 

and health-related issues, misunderstanding of the scope and benefits of the intervention, and 

transportation problems (25). However, individual aspects specifically associated with both 

engagement and completion of the CDSMP program among Black women with SLE have 

not been studied yet. Understanding those factors is essential to facilitate the participation 

of minorities with SLE in self-management programs. Higher rates of commitment may 

spur the adoption of treatment improvements and behavioral interventions at a faster rate 

and appropriate advancement in SLE. Thus, the characterization of factors that limit the 

engagement of patients in self-management interventions are crucial to inform healthcare 

providers and policymakers about initiatives needed to mitigate such barriers and promote 

the implementation of the CDSMP in this population. For these reasons, the aim of 

this study is to examine factors associated with Black women with SLE’s initiation and 

completion of the CDSMP.

Patients and Methods

Setting

WELL Participants were recruited from the Georgians Organized Against Lupus (GOAL), 

a population-based cohort of individuals with SLE largely derived from the Georgia Lupus 

Registry, a population-based registry supported by the CDC(31, 32). The GOAL cohort 

encompasses 1000+ participants with a validated diagnosis of SLE, of whom a large number 

self-reported to be Blacks. GOAL participants have been surveyed regularly utilizing 

patient-reported instruments since 2011 and have received other research opportunities, 

including the WELL Study. The Emory Institutional Review Board and the Grady Research 

Oversight Committee approved the GOAL and WELL Study protocols, and all participants 

have signed the informed consent.

WELL Study

The design of the WELL Study and participants characteristics are described elsewhere (25) 

Briefly, we implemented a two-group longitudinal cohort study nested within GOAL to 

compare changes in outcomes between participants enrolled in the CDSMP (hereafter called 
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the WELL cohort) and the remaining GOAL participants not exposed to the intervention (the 

Usual Care cohort).

The CDSMP addresses self-management challenges that are universal across chronic 

conditions, including pain and fatigue, symptom and medication management, 

communication with family and professionals, managing emotions, exercise, and healthy 

eating. Classes are highly participative through weekly action plans, behavior modeling, 

vicarious learning, problem solving, and peer support. Participant must attend either the first 

or the second class (or both) to stay in the CDSMP workshop, and a minimun of 4 out of 

the 6 classes to be a “CDSMP completer”. Most CDSMP workshops delivered in Atlanta are 

coordinated by the Atlanta Regional Commission (ARC), the intergovernmental agency that 

provides community services to Atlanta residents and is licensed to deliver the CDSMP.

Participants and Recruitment

We selected a random sample from GOAL using the following inclusion criteria: (i) self-

reported Black race; (ii) female sex; (iii) meeting ≥4 ACR criteria for the classification 

of SLE or meeting 3 ACR criteria and having a documented diagnosis of SLE by a 

Board-certified rheumatologist; and (iv) residence in metropolitan Atlanta. Exclusion criteria 

were participation in the CDSMP in the past 5 years and cognitive impairment, which 

was screened with the Six-item Screener tool (33). Workshops schedule and location were 

coordinated between the study staff and the ARC to facilitate the registration of WELL 

participants into workshops at convenient locations and schedules. The importance of 

attending all CDSMP classes was emphasized during recruitment. Weekly phone calls were 

conducted to assess CDSMP classes attendance and provide transportation compensation 

($10 subway or gas card) or a round-trip ride.

Data Collection and Measures

CDSMP participants responded to one baseline and three post-CDSMP (6-, 12-, 18-month) 

surveys. The study measures are described elsewhere (25). For this work, we extracted 

baseline data on the following sociodemographic characteristics: age (in years), marital 

status (single versus not single), highest level of education attained (<=high school 

versus some college or more), current work status (working full-time or part-time versus 

unemployed, retired, student, homemaker or disabled), and number of children in household, 

measured as a continuous variable and dichotomized (no children versus one or more 

children). We also examined self-reported disease duration (in years) and depressive 

symptoms using the PROMIS Depression SF 8a. This 5-Likert scale measures negative 

mood, views of self, social cognition, decreased positive affect and engagement in the past 

7 days (34, 35). A PROMIS Depression T-score standardized to the general population 

(mean= 50; standard deviation = 10) is provided, with higher scores representing more 

depressive symptoms. SLE disease activity was measured using the Systemic Lupus Activity 

Questionnaire (SLAQ), a patient-reported validated tool designed for population-based 

studies, when physician assessment is not feasible (36). The SLAQ includes 24 questions 

to assess disease activity in the past 3 months, and its scoring ranges from 0 to 44 with 

higher scores indicating greater SLE-related disease activity. The scale correlates strongly 

(r 0.62) with the SLAM physician-rated disease activity measure, omitting laboratory items 
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(36). We defined mild disease activity as having SLAQ scores of ≤10 and moderate/severe 

activity as SLAQ score of ≥11. Organ damage, defined as cumulative damage in 12 organ 

systems since the onset of SLE and present for at least 6 months, was measured using 

the validated self-administered Brief Index of Lupus Damage (BILD) (37, 38). BILD 

correlation with the Systemic Lupus International Collaborating Clinics/American College 

of Rheumatology Damage Index (SDI) is moderately strong (r=0.59 (37) . The tool has 

been used in epidemiological studies and has shown to predict or correlate with important 

outcomes such as death, work loss, and depression (38–40). We categorized organ damage 

as none (BILD equals 0), mild (BILD equals 1 or 2) and severe (BILD ≥3). We included 

participants’ insurance status measured as none versus private or public (Medicaid or 

Medicare). Because we did not have access to medical records, we asked participants how 

many times they visited the emergency department and how many times they were admitted 

to the hospital in the past year. Responses were categorized as (none versus one or more 

visits) . To assess the effect of the intervention on the study outcomes, we collected CDSMP 

workshop composition (WELL Study participants and community clients with other chronic 

diseases versus only WELL Study participants) and number of participants in the CDSMP 

workshop (<10 participants versus ≥10 participants).

Statistical Analyses

We examined two outcomes variables: (i) initiator status defined as whether women who 

consented to participate in the WELL Study were able to register to the CDSMP and attend 

either the 1st or the 2nd class of the CDSMP workshop; and (ii) completion status defined 

as WELL participants who completed four or more of the six classes that comprise CDSMP 

(25). We dichotomized most variables to ensure adequate sample sizes in categorical 

variables. For the first analysis, we classified WELL participants as Initiators (≥1 session) 

and Non-initiators (0 sessions). We compared Initiators and Non-initiators across the range 

of study variables. We estimated unadjusted odds ratios for the outcome variable using 

logistic regression. We also estimated adjusted odds ratios by including select variables (age, 

marital status, education, work status, number of children in household, disease activity, and 

organ damage) in the final model to avoid over-paramatization. For the second analysis, 

we classified participants as Completers (≥4 classes) and Non-completers (<4 classes). 

We conducted bivariate and multivariable analyses similar to the first analysis, including 

CDSMP workshop characteristics. The fully adjusted models including all the variables are 

included as supplementary tables 1 and 2. We performed all statistical analyses using SAS 

9.4 statistical software (SAS Institute Inc, Cary, NC).

Results

We consented 228 GOAL participants who expressed interest in the CDSMP. Figure 1 

depicts that 25 of those were unable to register to any of the available CDSMP workshops. 

Of 203 CDSMP registered participants, 168 attended at least one of the first two weekly 

classes and were classified as Initiators (blue box). Of the 168 Initiators, 126 that completed 

at least 4 of the 6 weekly classes were classified as Completers (green box), and the 

remaining 42 were Non-completers (yellow box). Sixty participants were classified as Non-
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initiators (pink box), including those unable to register (n=25) and those unable to attend 

either the first or the second CDSMP class (n=35).

Characteristics of all participants

The mean age of the sample was 48.6 years and the mean of disease duration was 15.9 years. 

A majority were single (71.5%, n=163), college educated (61.8%, n=141), unemployed or 

disabled (71.5%, n=162), and had no children (63.6%, n=145). Most participants reported 

moderate/severe disease activity (76.3%, n=174) and severe organ damage (42.1%, n=96). 

Approximately 88% had private or public insurance. Slightly more than half reported one or 

more emergency department visits and 32.9% reported having one or more hospitalizations 

in the past year.

Factors associated with CDSMP initiation

Initiators were on average 4.5 years older than non-initiators (Table 1). There were no 

significant differences between initiators and non-initiators with respect to disease duration 

and marital status. Initiators were more likely to be college educated (63.1%, n=106 versus 

58.3%, n=35), and more likely to be unemployed (76.7%, n=128 versus 56.7%, n=34); 

however these differences were not statistically significant.. Initiators were more likely to 

have no children (66.7%, n=112 versus 55.0%, n=33). There was no difference in disease 

activity between initiators and non-initiators, however, initiators were more likely to report 

severe organ damage (47.0%, n=79 versus 28.3%, n=17). Initiators were slightly more 

likely to have insurance (89.9%, n=151 versus 83.3%, n=50). Initiators were less likely to 

report any emergency department visits (49.0%, n=73 versus 59.7%, n=34) but slightly more 

likely to report hospitalizations (34.0%, n=54 versus 29.8%, n=17). There was no difference 

between initiators and non-initiators by baseline depression scores.

Only age and current work status were statistically significant in the final model (Table 

2; Supplementary figure 1). The unadjusted logistic regression model revealed that for 

every one year increase in age, the odds of initiating the CSDMP increased by 3% (Table 

2). Participants who were unemployed or disabled were more than twice as likely to be 

initiators. The unadjusted odds of initiating CDSMP decreased by 22% for each additional 

child in the household. Those with severe organ damage were almost three times as likely 

to be initiators compared with those with no organ damage. In the adjusted models (Table 2; 

Supplementary figure 1), increasing age, higher educational attainment, being unemployed 

or disabled, having fewer children, moderate/severe disease activity, and increasing organ 

damage were associated with increased odds of initiation.

Factors associated with CDSMP completion

Among those who initiated the CDSMP, 126 (75%) completed ≥4 sessions (i.e., completers). 

Completers were on average six years older than non-completers (Table 3). There were 

no differences between completers and non-completers with respect to marital status. 

Completers were slightly more likely to be college educated (64.3%, n=81 versus 59.5%, 

n=25), and more likely to be unemployed (79.3%, n=100 versus 68.3%), n=28. Completers 

were more likely to have no children (68.3%, n=86 versus 61.9%, n=26). Completers were 

less likely to report moderate/severe disease activity (73.0%, n=92 versus 85.7%, n=36) and 
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slightly more likely to report severe organ damage (49.2%, n=62 versus 40.5%, n=17). There 

appeared to be no difference in completion status by insurance status, emergency department 

visits or hospitalization, workshop composition or count and depression score.

Only age was significant in the final model (Table 4; Supplementary figure 2). The 

unadjusted logistic regression models revealed that for every one-year increase in age, 

the odds of completing the CSDMP increased by 4% (Table 4). Participants who were 

unemployed or disabled had 88% increased odds of completing CDSMP compared to 

those working full-time or part-time. The odds of completing CDSMP increased by 14% 

in those with some college education or more compared with those who completed high 

school or less. The odds of completing CDSMP decreased by 13% for each additional 

child in the household. Those with severe organ damage were almost twice times as likely 

to be completers compared with those with no organ damage. In the adjusted models 

(Supplementary figure 2), increasing age, being single, higher educational attainment, being 

unempoloyed or disabled, moderate/severe disease activity, increasing organ damage were 

associated with increased odds of completion. Participation in meetings with only study 

particiapnts and larger sized workshops were associated with increased odds of completion.

Discussion

This study explores factors associated with the initiation and completion of the CDSMP 

among Black women with SLE. Nearly 74% WELL consented women participated in the 

CDSMP, of whom 75% graduated (i.e., completed ≥4 of 6 workshop classes). While older 

women and those who were unemployed/disabled were more likely to initiate the CDSMP 

classes, only older age increased the likelihood of being a CDSMP completer.

The overall enrollment and completion rates in this sample are relatively high considering 

that SLE is a complex condition with high prevalence of comorbid conditions and 

symptoms that wax and wane. Other CDSMP have reported lower rates of initiation and 

completion (21). A systematic review of strategies for recruiting populations to participate 

in CDSMP reported that recruitment varied between 7% to 100% of people approached, 

with the average being 53% (21). The review also noted barriers to participation included 

transportation and issues with time obligation and/or scheduling conflicts (21). They also 

found that cultural barriers to recruitment were mentioned in a few studies among non-white 

populations in China and Bangladesh (21). A study examining differences in the completion 

rates of members of racial and ethnic minority groups using data from CDSMP sites in 

47 sites in the United States reported that the overall completion rate was 75%, with 

79% completion rate among Blacks (27). Gitlin et al examined CDSMP uptake among 

older Black participants attending a senior center in Philadelphia; 91% of those approached 

enrolled and 85% completed the program (41). Also, the feasibility of the CDSMP was 

evaluated in a group of 22 young adults with sickle cell disease, however, only 64% 

completed the program.

In the current study, the most significant factor associated with initiating and completing 

the CDSMP was older age. While Korda et al did not find much difference by age in 

completion rates: 75% of <60 years and 77% of ≥60 years (27), little is known about 
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CDSMP initiation and completion in populations less than 65 years. In a study of CDSMP 

participation in lower-to-middle wage workers, Kniepp et al found results that mirrored 

ours; both initiation and completion increased with age (42). These findings highlight the 

need to make accommodations and conveniences to improve participation in the younger 

population, including web-based sessions which have been found to be efficacious (43). 

Alternative community-based strategies that might work for this population include CDSMP 

delivered by organizations that target younger minorities with SLE and video conference for 

participants who attended the first class but face challenges to attend other classes. We found 

that initiation is subpar among women with children. This finding aligns with those of Lin 

et al who noted that while participants were intrinsically motivated to participate, external 

factors such as increased life chaos was associated with lower attendance (44). Life with 

children can be busy and the schedules of parents may not permit the addition of a weekly 

commitment (44). Future interventions can improve participation among those with children 

by making provision for childcare either onsite or through renumeration for childminding 

services.

The finding that people with high organ damage and those who are unemployed/disabled 

were more likely to initiate the CDSMP is not surprising because these individuals may 

be more motivated to participate due to having more comorbidities or severe disability 

from SLE. Interestingly, the odds of being an initiator remained significantly higher in 

participants who self-reported unemployment or disability, but not in those with higher 

organ damage. These findings suggest that absence of employment may also make it easier 

for participants to attend the CDSMP workshops during a business day. This also reflects 

the need to focus resources on accommodating SLE individuals in the workforce, such 

increasing the availability of evening and weekend classes.

Older age was the only factor significantly associated with completing the CDSMP. These 

findings suggest that younger participants may have lost motivation and interest throughout 

the weeks, or that the program’s benefit was not worth the effort, given the presence of 

potentially more competitive life demands in this group. However, results of our qualitative 

sub-study do not support a less favorable perception of the value of CDSMP by age (29). We 

found marginal evidence that workshop sessions that included only patients with SLE was 

associated with higher completion rates, however, the study was not designed to address that 

issue and the sample size was small. Interestingly, WELL women who also participated in 

a qualitative substudy did not raise organic concerns about the diverse composition of the 

CDSMP groups (15, 29).

This study has limitations. First, we chose to conduct this study secondary to the aims 

of the WELL study in order to inform future (larger) studies. That said, this analysis 

is meant to be hypothesis generating rather than hypothesis proving as it includes a 

convenience sample. Second, to reduce participants’ barriers to workshops attendance, the 

WELL protocol implemented procedures (e.g., class reminders, transportation support) that 

represent deviations from the real-world CDSMP. Third, to achieve the desired sample size, 

some of the workshops were attended exclusively by study participants. Fourth, findings of 

this study are best generalized to Black women in the Southeastern USA and not to other 

racial/ethnic groups and in other regions or countries. Fifth, the research coordinator may 
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have enhanced participation in the study; real-world CDSMP implementation might not have 

this additional resource. However, providers and organizations that advocate for patients 

with SLE can play a key role by referring patients and supporting to the most vulnerable 

groups.

This study has several strengths. The design enabled recruiting a large number of Black 

women with SLE, a historically under-represented population in clinical and behavioral 

research (45). Moreover, this is the first study of initiation and completion of the CDSMP 

in young black women with a relatively rare and complex condition as SLE. These 

demographic and disease-related findings complement those from a previous report focused 

on the CDSMP participation barriers faced by these women. Findings from this study 

can inform methods to understand barriers and facilitators of engagement among young 

people, especially Black women with SLE in the CDSMP and other group-based structured 

education interventions.

In conclusion, our study sheds light on participation of black women with SLE in the 

CDSMP and other group-based interventions. Consistent with studies among minority 

populations with other chronic conditions, our findings highlight that younger women might 

face external barriers or could less motivated to attend and complete weekly, structured, 

in-person sessions. A better understanding of the needs of younger participants, and the 

implementation of web-based interventions, childcare support, and workshop schedule 

flexibility are strategies that may help to improve attendance in this population.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Significance and Innovations

• SLE disproportionately affects Black women, and their self-management 

education needs remain unmet. Accessible interventions to improve self-

management skills and health outcomes in Black women with SLE are scarce 

and much needed.

• The CDSMP is an evidence-based program that entails six weekly classes 

conducted by peers to a small group of participants with chronic conditions. 

The program can be beneficial to Black women with SLE; however, little is 

known about factors that can influence both the initiation and the completion 

of the CDSMP in this population.

• In this sample of Black women with SLE, a majority (71.4%) were 

unemployed and/or disabled despite that over 60% had attended some college 

or higher education.

• The CDSMP initiation and completion rates of Black women with SLE 

were comparable to those reported among seniors with other chronic 

conditions. However, Black women with SLE who attended the program were 

significantly older and more likely to be unemployed or disabled than those 

who did not. In contrast, older age was the single factor that increased the 

odds of completing the program in this population.

• Further studies are warranted to examine individual and environmental 

barriers that prevent Black women with SLE, particularly those in the younger 

group, from accessing this community-based education resource.
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Figure 1. 
Chronic Disease Self-management Program (CDSMP) registration, initiation, and workshop 

completion among 228 Black women consented into the WELL Study. Abbreviations: 

WS=workshop
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Table 1.

Characteristics of participants by CDSMP initiator status

Initiator Status

Category Unit or label All (n=228) Initiators (n=168) Non-initiators (n=60)

Age (years) Mean ± SD* 48.6 ±12.4 49.8 ±12.3 45.3±12.0

Disease duration (years) Mean ± SD 15.9 ± 9.6 16.4 ± 9.9 14.5 ± 8.4

Marital status
Not single 65 (28.5) 47 (28.0) 18 (30.0)

Single 163 (71.5) 121 (72.0) 42 (70.0)

Educational attainment
High school or less 87 (38.2) 62 (36.9) 25 (41.7)

Some college or higher 141 (61.8) 106 (63.1) 35 (58.3)

Current work status
Working full- or part-time 65 (28.6) 39 (23.4) 26 (43.3)

Unemployed/Disabled*a 162 (71.4) 128 (76.7) 34 (56.7)

Children in household Mean ± SD* 0.8 ± 1.3 0.6 ± 1.1 1.1± 1.5

N of children in household
0 children 145 (63.6) 112 (66.7) 33 (55.0)

≥1children* 83 (36.4) 56 (33.3) 27 (45.0)

Disease activity severity
Mild (SLAQ=0–10) 54 (23.7) 40 (23.8) 14 (23.3)

Moderate/severe (SLAQ≥11) 174 (76.3) 128 (76.2) 46 (76.7)

Organ damage severity

No damage (BILD=0) 49 (21.5) 30 (17.9) 19 (31.7)

Mild damage (BILD=1–2) 83 (36.4) 59 (35.1) 24 (40.0)

Severe damage (BILD≥3)* 96 (42.1) 79 (47.0) 17 (28.3)

Insurance type
No insurance 27 (11.8) 17 (10.1) 10 (16.7)

Private/Public 201 (88.2) 151 (89.9) 50 (83.3)

ED visits in previous year
0 visits 99 (48.1) 76 (51.0) 23 (40.4)

≥1 visits 107 (51.9) 73 (49.0) 34 (59.7)

Hospital admissions
0 hospitalizations 145 (67.1) 105 (66.0) 40 (70.2)

≥1 hospitalizations 71 (32.9) 54 (34.0) 17 (29.8)

Depression Mean ± SD 53.2 ± 9.8 53.4 ± 9.2 52.5 ± 11.3

Values are expressed as number and percentage, unless otherwise specified.

a
Includes unemployed, retired, homemaker and student;

*
p<0.05.
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Table 2.

Logistic regression of CDSMP initiators vs non-initiators

Category Unadjusted OR (95% CI) Adjusted OR (95% CI)

Age (years) 1.03 (1.01–1.06) 1.03 (1.00–1.06)

Disease duration (years) 1.02 (0.99–1.05) N/A

Marital status

 Single Ref Ref

Not single 0.95 (0.5–1.81) 1.05 (0.55–2.00)

Educational attainment, n (%)

 High school or less Ref Ref

 Some college or more 1.26 (0.73–2.17) 1.18 (0.64–2.18)

Current work status

 Working full- or part-time Ref Ref

 Unemployed/Disabled
a

2.46 (1.35–4.50) 2.05 (1.05–4.14)

Number of children in household 0.78 (0.62–0.98) 0.89 (0.68–1.18)

Disease activity severity

 Mild (SLAQ=0–10) Ref Ref

 Moderate/severe (SLAQ≥11) 0.96 (0.48–1.93) 0.50 (0.23–1.10)

Organ damage severity

 No damage (BILD=0) Ref Ref

 Mild damage (BILD=1–2) 1.56 (0.74–3.29) 1.68 (0.74–3.78)

 Severe damage (BILD>=3) 2.93 (1.34–6.40) 2.16 (0.95–4.91)

Insurance type

 None Ref N/A

 Private/Public 1.48 (0.65–3.35) N/A

Emergency department visits*

 0 visits Ref N/A

 ≥1 visit 0.88 (0.52–1.50) N/A

Hospital admissions*

 0 hospitalizations Ref N/A

 ≥1 hospitalizations 1.15 (0.59–2.23) N/A

Depression 1.01 (0.98–1.05) N/A

a
Includes unemployed, retired, homemaker and student;

*
In previous year. Abbreviations: OR=odds ratio, CI=confidence interval. Bolded values indicate statistical significance (95% CI not crossing 1).
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Table 3.

Characteristics of participants by CDSMP completion status

Completion Status

Category Descriptor All (n=168) Completers (n=126) Non-completers (n=42)

Age (years) Mean ± SD* 49.8 ± 12.3 51.1 ± 11.9 45.6 ± 12.9

Disease duration (years) Mean ± SD 16.4 ± 9.9 16.7 ± 10.2 15.5 ± 9.3

Marital status Not single 47 (28.0) 35 (27. 8) 12 (28.6)

Single 121 (72.0) 91 (72.2) 30 (71.4)

Educational attainment High school or less 62 (36.9) 45 (35.7) 17 (40.5)

Some college or more 106 (63.1) 81 (64.3) 25 (59.5)

Current work status Working FT or PT 39 (23.4) 26 (20.6) 13 (31.7)

Unemployed/Disabled
a 128 (76.7) 100 (79.4) 28 (68.3)

Children in household Mean ± SD 0.6 ± 1.1 0.6 ± 1.1 0.8 ± 1.4

Number of children in household 0 children 112 (66.7) 86 (68.3) 26 (61.9)

≥1children 55 (33.3) 40 (31.8) 16 (38.1)

Severity of disease activity Mild activity (SLAQ=0–10) 40 (23.8) 34 (27.1) 6 (14.3)

Moderate/severe activity (SLAQ≥11) 128 (76.2) 92 (73.0) 36 (85.7)

Severity of organ damage No damage (BILD=0) 30 (17.9) 19 (15.1) 11 (26.2)

Mild damage (BILD=1–2) 59 (35.1) 45 (35.7) 14 (33.3)

Severe damage (BILD≥3) 79 (47.0) 62 (49.2) 17 (40.5)

Insurance type None 17 (10.1) 12 (9.5) 5 (11.9)

Private/Public 151 (89.9) 114 (90.5) 37 (88.1)

ED visits
b 0 visits 76 (51.0) 56 (50.9) 20 (51.3)

≥1 visits 73 (43.0) 54 (49.1) 19 (48.7)

Hospital admissions
b 0 hospitalizations 105 (66.0) 79 (66.4) 26 (65.0)

≥1 hospitalizations 54 (34.0) 40 (33.6) 14 (35.0)

Workshop composition
c Only patients with SLE 86 (51.2) 64 (50.8) 22 (52.4)

Includes patients without SLE 82 (48.8) 62 (49.2) 20 (47.6)

Number in workshop <10 participants 72 (42.9) 52 (41.3) 20 (47.6)

≥10 participants 96 (57.1) 74 (58.7) 22 (52.4)

Depression score Mean ± SD 53.2 ± 9.7 53.1 ± 10.2 53.2 ± 9.5

Values are expressed as n (%), unless otherwise specified.

a
Includes unemployed, retired, homemaker and student

b
In previous year.

c
WELL Study participants and community clients with other chronic diseases versus only WELL Study participants. Abbreviations: FT=full-time; 

PT=part-time; ED=Emergency Department;
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Table 4.

Logistic regression of CDSMP completers vs non-completers

Category Unadjusted OR
(95% CI)

Adjusted OR
(95% CI)

Age (years) 1.04 (1.01–1.07) 1.04 (1.00–1.07)

Disease duration (years) 1.01 (0.98–1.05) N/A

Marital status

 Single Ref Ref

 Not single 0.97 (0.45–2.12) 0.92 (0.40–2.15)

Educational attainment

 High school or less Ref Ref

 Some college or more 1.14 (0.55–2.39) 1.16 (0.52–2.62)

Current work status*

 Working full-time or part-time Ref Ref

 Unemployed/Disabled
a 1.88 (0.85–4.18) 1.67 (0.66–4.22)

Number of children in household 0.87 (0.65–1.17) 1.01 (0.71–1.43)

Severity of disease activity

 Mild activity (SLAQ=0–10) Ref Ref

 Moderate/severe activity (SLAQ≥11) 0.48 (0.18–1.24) 0.54 (0.20–1.46)

Severity of organ damage

 No damage (BILD=0) Ref Ref

 Mild damage (BILD=1–2) 1.62 (0.61–4.28) 1.18 (0.40–3.50)

 Severe damage (BILD≥3) 1.97 (0.77–5.07) 1.19 (0.39–3.64)

Insurance type

 None Ref N/A

 Private/Public 1.25 (0.37–4.22) N/A

Emergency department visits*

 0 visits Ref N/A

 ≥1 visits 1.11 (0.54–2.28) N/A

Hospital admissions*

 0 hospitalizations Ref N/A

 ≥1 hospitalizations 0.81 (0.37–1.76) N/A

Workshop composition
b

 Only study participants 1.15 (0.56–2.37) 1.17 (0.52–2.65)

 Study participants and community clients Ref Ref

Number in workshop

 <10 participants Ref Ref

 ≥10 participants 1.22 (0.59–2.54) 1.40 (0.61–3.18)

Depression 0.99 (0.95–1.04) N/A
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a
Includes unemployed, retired, homemaker and student;

b
Among those who attended at least one meeting;

*
In previous year. Abbreviations: OR=odds ratio, CI=confidence interval.

Bolded values indicate statistical significance (95% CI not crossing 1).
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