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Background: There is growing evidence that trauma, psychosocial conflict, and
difficulties with emotional processing contribute to centralized somatic symptoms.
Emotional Awareness and Expression Therapy (EAET) was developed to address these
factors and reduce symptoms, and EAET has shown efficacy in face-to-face formats.
No trial of an internet-delivered EAET (I-EAET) exists, however, so we developed such an
intervention and conducted an uncontrolled feasibility and potential efficacy trial of I-EAET
for patients with Somatic Symptom Disorder (SSD) with centralized symptoms (SSD-CS).

Method: After screening potential participants, a sample of 52 patients (50 women,
two men; age M = 49.6, SD = 11.9) diagnosed with SSD-CS initiated treatment. [-EAET
consisted of nine weekly modules focused on psychoeducation, emotional awareness
and exposure, and anxiety regulation with self-compassion. Therapists communicated
with each patient by email for about 20 min per week during treatment, answering
questions and giving feedback on homework assignments. Patients completed
measures of somatic symptoms, depression, anxiety, trauma-related symptoms, and
functional disability before treatment and again at post-treatment and 4-month follow-up.

Results: A large reduction in somatic symptoms (PHQ-15) occurred pre-to
post-treatment (d = 1.13; 95% CI: 0.84-1.47) which was fully maintained at 4-month
follow-up (d = 1.19; 95% CI: 0.88-1.56). Twenty-three percent of the patients at
post-treatment and 27% at follow-up achieved a 50% or greater reduction in somatic
symptoms, and about 70% achieved a minimally important clinical difference. In
addition, at post-treatment, there were small to medium reductions (d’s from 0.33 to
0.72) in anxiety (GAD-7), depression (PHQ-9), trauma-related symptoms (PCL-5), and
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functional disability (Sheehan Disability Scale). For all of these secondary outcomes,
improvements were slightly to substantially larger at follow-up than at post-treatment
(d’s from 0.46 to 0.80).

Conclusion: [-EAET appears to be a feasible treatment for adults with SSD and
centralized symptoms, resulting in substantial and durable improvement not only in
somatic symptoms but in other psychiatric symptoms and functioning. Controlled
trials are needed determine the effects of I-EAET specifically and how this approach
compares to face-to-face EAET and to other internet-delivered treatments, such as
cognitive-behavioral interventions. Research should also identify treatment responders

and mechanisms of change in EAET.

Clinical Trial Registration: www.ClinicalTrials.gov, identifier: NCT04122846.

Keywords: emotional awareness and expression therapy, fibromyalgia, irritable bowel syndrome, pain, self-help,
emotional processing, trauma, somatic symptom disorder

INTRODUCTION

In 1895, Breuer and Freud wrote about Anna O, a patient
who, among other somatic symptoms, suffered from severe
pain and was bedridden for months (1). Her condition was
believed to be psychological rather than neurological in origin,
and hence she was treated with what she herself named the
“talking cure.” Since the time of Anna O., persistent physical
symptoms presumably due to psychological factors have gone by
many different names: medically unexplained symptoms (MUS),
functional somatic syndromes (FSS), somatoform disorders (SD),
bodily distress syndrome, and others. However, concerns over
mind-body dualism and difficulties ruling out disease processes
(2) led to the development of Somatic Symptom Disorder
(SSD) in the DSM-5 (3). SSD is characterized by one or
more chronic somatic symptoms (e.g., chronic bodily or head
pain, abdominal symptoms, and fatigue) that are distressing
or result in significant disruption of daily life, as indicated
by disproportionate and dysfunctional cognitive, emotional,
and behavioral responses. The prevalence of SSD is estimated
to be 5-7% in the general population and 17% in primary
care and has a very chronic course, with up to 90% of
patients with SSD reporting symptoms lasting longer than 5
years (4).

Although terms such as “medically unexplained,” “functional,’
or “psychogenic” are conceptually problematic and are falling
from favor, the concept of “central sensitization,” or simply
“centralization,” has gained scientific and clinical acceptance (5,
6). In this framework, the central nervous system is recognized as
being primed by adverse life experiences and sensitized by bodily
injury and pain to augment or amplify somatic symptoms or
possibly even generate them (7-12). Such ppersistent centralized
physical symptoms are both very prevalent and costly, imposing
a heavy burden on the individual and society, with over one-third
of primary care patients thought to have such symptoms (13).
The presence of centralized physical symptoms is associated with
psychiatric comorbidity as well as functional disability, such as
unemployment or early retirement (14).

Cognitive behavioral therapy (CBT) is the most studied
treatment for persistent centralized physical symptoms.
Traditional CBT approaches teach patients cognitive and
behavioral skills to manage their symptoms by changing
unhelpful cognitions (e.g., by reappraisal), down-regulating
arousal (e.g., by relaxation training), and increasing daily
functioning (e.g., by activity pacing) (15-18). The effect size
achieved by CBT on reducing persistent somatic symptoms tends
to be small, whether CBT is delivered face-to-face or via the
internet (19-21); for example, only about 13% of patients with
fibromyalgia a have substantial symptom reduction following
CBT (22).

One reason for the limited effects of CBT for SSD is
that such approaches do not adequately address the impact
of psychological trauma, psychosocial conflict, and subsequent
difficulties with emotional processing that are common in
patients with centralized somatic symptoms treatments (23).
For example, a meta-analysis by Afari et al. (24) showed a 3-
fold increased prevalence of psychological trauma in patients
with functional somatic syndromes such as irritable bowel
syndrome, fibromyalgia, or chronic fatigue syndrome compared
to healthy controls. Studies have found prevalence’s of post-
traumatic stress disorder (PTSD) in up to 60% of patients
with SSD (25). Emotional processing of trauma, including
engaging in emotional awareness, differentiation, disclosure, and
expression, is commonly disturbed in SSD (26). The suppression
or avoidance of these emotional processes appears to be a core
problem needing to be addressed in patients with persistent
centralized physical symptoms such as some types of chronic pain
(27) or ESS (28).

Lumley and Schubiner (23) developed Emotional Awareness
and Expression Therapy (EAET) specifically to address
the trauma and avoided emotional processing that plays
an important role in centralized chronic pain and other
persistent physical symptoms. EAET 1is an integrative
therapy, using principles from modern affective and pain
neuroscience, such as central sensitization and predictive coding
of somatic perceptions, as well as theory and techniques from
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exposure-based, psychodynamic, and emotion-focused therapies.
The rationale undergirding EAET is that centralized chronic pain
and other somatic symptoms “can be rooted in, exacerbated,
or maintained by unresolved stressful, traumatic, or conflictual
emotional experiences” [(17), p. 2,361]. These emotional
experiences lead to difficulties with emotional processing, which
in turn cause or contribute to somatic symptoms. In EAET,
therefore, a central focus is on exposure or emotional processing
of avoided thoughts and feelings related to trauma or conflict.
Such emotional processing, however, can be difficult for patients,
who may have difficulty seeing connections between emotional
processes and their symptoms. To overcome this problem, it
is important to educate patients about the role of their brain
(e.g., sensitization, predictive coding) and emotional processes in
their symptoms. Moreover, techniques to self-soothe or regulate
one’s anxiety can be taught to help facilitate engagement in
intense emotional exposure. Subsequently, activating patients’
unexpressed adaptive emotions, particularly anger but also
guilt, sadness, and love related to interpersonal experiences or
relationships is a crucial step in EAET.

EAET in its current form has been evaluated and found to be
superior to treatment as usual, education controls, or even CBT
in five randomized controlled trials in patients with fibromyalgia
(17), irritable bowel syndrome (29), pelvic pain (30), medically
unexplained symptoms (31), and musculoskeletal pain (18).
Although trials of EAET have included both individual and group
formats, they have all been face-to-face, and no study has been
conducted through the internet. Internet-administered, guided
self-help has been found to be effective for many psychiatric
conditions (32). Moreover, internet-delivered treatments have
the advantage of reaching more patients, including those in rural
areas, those who lack adequate transportation or other resources,
who need flexible scheduling, or who are too ill to attend in
person. Internet-delivered interventions also use less professional
time, thereby saving resources, and have become increasingly
valuable during the viral pandemic. Thus, we developed and
tested in an uncontrolled trial an internet version of EAET, which
we called I-EAET.

MATERIALS AND METHODS
Eligibility Criteria

To be eligible for the study, a participant needed to be over
18 years of age, have an Internet connection, and fulfill criteria
for DSM-5 SSD with a somatic symptom severity of > 10 on
the PHQ-15, indicating at least moderate somatic symptoms
and above the 75th percentile in the Swedish population (33).
However, only patients with centralized somatic symptoms (23)
where included in the current trial because EAET is designed
to target centralized conditions, rather than physical symptoms
based in somatic disease or structural pathology. Thus, patients
were excluded if they had a somatic disease with recognized tissue
damage (e.g., cancer, multiple sclerosis, or rheumatoid arthritis).
Note that this exclusion criterion is a deviation from the DSM-
5 diagnosis of SSD, which can include patients with a range of
medical conditions. Hence, we labeled our sample as having SSD
with centralized symptoms (SSD-CS).

DSM-5 SSD was diagnosed using the Health Preoccupation
Diagnostic Interview [HPDI; (34)]. The Standard Mini
International Neuropsychiatric Interview (M.I.N.L; modules for
eating disorders were excluded) was used to diagnose comorbid
psychiatric disorders (35). Patients self-reported medical
illnesses and diseases. To be included, patients needed to send in
a certification from a doctor that acknowledged that the patient
had persistent physical symptoms which effected psychological
functioning, was likely to have an SSD diagnosis, and was judged
as unlikely to get problematic side effects by participating in the
study. Patients were included only if they explicitly endorsed an
interest in investigating potential emotional factors contributing
to their somatic symptoms. Data was collected on previous and
ongoing medical and psychological treatments, and patients were
excluded if they had other ongoing and interfering medical or
psychological treatment, severe suicidal ideation, active bipolar
disorder, or substance use disorder. No interference was judged
to be the case if medications had been stable for 1 month and if
psychological treatment was judged to be of a supportive nature.

Procedures

Information about the study was published in a Facebook group
for Swedish clinical psychologists in September 2019, asking
for participants to join a study for “medically unexplained
symptoms or somatic symptom disorder.” Those psychologists
informed potential participants, who then expressed interest in
the study through a website during the month that the enrollment
was open. Written informed consent, baseline screening, and
assessment of primary and secondary measures were conducted
through a secure internet platform in October 2019. Psychiatric
interviews (i.e., M.LN.I and HPDI) were done by telephone
during the same month. All interviewed participants were
discussed at a multidisciplinary conference that included a senior
physician specializing in pain and rehabilitation medicine (IBL);
only after all of these steps was a patient considered potentially
eligible for the study.

After being enrolled in the study, all participants were
randomized to one of the therapists as their personal contact.
Treatments started in November 2019, continued for 9 weeks,
and ended in December 2019, when all post-treatment data
was collected. Follow up was 4 months later, in April
2020. No monetary compensation was given, but participants
received the treatment at no cost. This study was pre-
registered at clinicaltrials.gov (NCT04122846) and received
approval from the Swedish Ethical Review Authority (Approval
number: 2019-03317).

Treatment

This was a pilot study with a pre-test/post-test/follow-up
design without a control group. The guided self-help treatment
conducted through the Internet lasted for 9 weeks and consisted
of nine self-help modules. The modules were based on the book
Unlearn your Pain (36), which presents a self-help version of
EAET, but a new series of modules was written in Swedish
for internet delivery. These modules were reviewed by the
founders of EAET (ML and HS) and judged as consistent with
EAET principles and techniques. As shown in Table 1, the
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TABLE 1 | Structure and content of internet-based emotional awareness and expression therapy.

EAET Main theme Main treatment component Main homework

Module 1-2 Psychoeducation on the body-mind connection Psychoeducation, insight and awareness Look for a possible connection between somatic
symptoms and stressful life-events

Module 3 Turning anger inwards/self-critical thoughts Defense recognition and anxiety regulation  Identify defense and develop a self-soothing capacity.
Learn to do self-compassion meditation exercises

Module 4-6  Expressive writing as emotional processing Emotional exposure Do expressive writing exercises and process anger,
guilt about anger, sadness and love

Module 7-8 Learn to be emotionally expressive and assertive Emotional exposure Express feelings in important relationships and
balance assertion with intimacy

Module 9 Summary and lessons learned Insight and awareness Summarize insights and plan for the future

modules covered three main components: (1) psychoeducation
and increased awareness of pain, the body-mind connection,
and pain neuroscience; (2) defense recognition and anxiety
regulation; and (3) emotional exposure. In Modules 1 and
2, patients were educated about how the brain generates the
perception of pain and other somatic symptoms by integrating
peripheral nociception with cognitions and emotions, and that
the brain’s neural pathways are sensitized by emotions and
stressful life events. Patients were encouraged to look for possible
connections between stressful life events and somatic symptoms
by mapping out the relationships between the onset of progress
of somatic symptoms and the events of their lives. In Module 3,
the concept of defenses was introduced, especially the importance
of identifying the defense of turning anger inwards/self-criticism.
Patients also were taught how to identify their defense and
develop a self-soothing capacity with self-compassion meditation
exercises. Modules 4-8 comprised the main component of the
treatment—emotional exposure. In Modules 4-6, patients were
encouraged to do expressive writings exercises, with a specified
protocol following psychodynamic principles in which patients
first processed anger, guilt about anger, and then sadness and
love. In Modules 7 and 8, the emotional exposure was continued
in real relationships where the participants learned to be more
emotionally expressive and assertive. This was accomplished by,
for example, encouraging patients to write unsent letters where
all feelings were expressed and then later using the content
of the letter to seek out important relationships and express
the important parts in real relationships. Finally, in Module 9,
patients reviewed the changes they made, focused on insights
they learned, and planned for their futures.

In addition to the self-help modules, patients were given
therapist support and guidance. All contacts between patients
and therapists were written text messages in a secure internet
environment. Specifically, the therapists checked in with patients
once per week and gave written feedback on homework
assignments. In their feedback, therapists used not only
supportive interventions but also encouraged patients to deepen
their emotional exposure and help them better regulate their
anxiety. Therapists accomplished these goals in several ways.
If patients expressed only anger and not sadness, for example,
therapists encouraged patients to write about the avoided feeling.
They encouraged anxiety regulation by having patients name
their emotions or made summaries of links between feelings,

bodily symptoms/anxiety, and defenses. Less often, therapists
used traditional psychodynamic interpretations of unconscious
processes. Despite using the internet, therapists tried to build
a therapeutic alliance by giving personalized answers to any
messages from the patients within 24h. It is known that a
strong therapist-client alliance can be established in internet-
based treatments (37), even in short-term therapy such as this one
(38). There were seven therapists in the study, six of whom were
psychology students in training to become licensed psychologists,
and the other (first author) had worked as a clinical psychologist
for over 12 years. All therapists were given one training session by
R]J on how to be an internet therapist, and two training sessions
by HS on how to conduct EAET specifically.

Primary Outcome Measure

Given that EAET targets somatic symptoms, the Patient
Health Questionnaire-15 [PHQ-15; (39)] was used as the
primary outcome measure. The PHQ-15 has been found to
be a moderately reliable questionnaire for the detection of
somatoform disorders in primary care (40) and in the general
population (41). It consists of 15 somatic symptoms which
patients’ rate “not bothered at all” (0), “bothered a little”
(1), or “bothered a lot” (2). Total scores range from 0 to
30, and scores of 5, 10, and 15 represent cut-offs for mild,
moderate, and severe levels of somatic symptoms. Fair to good
psychometric properties have been demonstrated, with good
internal consistency Cronbach’s @ = 0.80 (39). The PHQ-15
has been validated in the Swedish population, showing similar
psychometric properties (33). In this sample, internal consistency
at baseline was acceptable, with @ = 0.60. For this measure,
we also calculated the minimally clinically important difference
(MCID) as a reduction in the PHQ-15 score of at least 2.3
points (42).

Secondary Outcome Measures
The Patient Health Questionnaire-9 [PHQ-9; (39)] assessed
depressive symptom severity. This self-report measure consists
of nine items rated 0-3, and total scores range from 0 to 27. The
PHQ-9 has good psychometric properties, including an internal
consistency in the range of Cronbachs @ = 0.86 - 0.89 (39). In
this sample, internal consistency at baseline was good: oz = 0.76.
The Generalized Anxiety Disorder-7 scale [GAD-7; (43)]
assessed anxiety symptom severity. This self-rated measure
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consists of seven items rated 0-3, and total scores range from
0 to 21. Internal consistency is excellent (Cronbach’s @ = 0.92)
(39). In this sample, internal consistency at baseline was good,
with o = 0.85.

The Post-Traumatic Stress Disorder Checklist version 5 [PCL-
5; (44)] is a 20-item self-report measure of DSM-5 PTSD
symptoms. Items are rated from 0 to 4, and total scores range
from 0 to 80. The PCL-5 is psychometrically sound, with strong
internal consistency (Cronbachs o = 94) (44). In this sample,
internal consistency at baseline was excellent, with o = 0.92.

The Sheehan Disability Scale [SDS; (45)] assessed functional
impairment in three domains: work/school, social and family
life. Each domain is assessed by one item, rated from 0 to 10;
total scores range from 0 to 30, and higher scores indicate more
functional impairment. The SDS has good internal consistency
(¢ = 0.77) (46). In this sample, internal consistency at baseline
was good, with & = 0.74.

Feasibility Measures

The 32-item Negative Effect Questionnaire [NEQ; (47)] assessed
negative effects following treatment. The scale assesses five
domains: dependency (e.g., “I think I developed a dependency on
my therapist”), symptoms (e.g., “I experienced more unpleasant
feelings”), hopelessness (e.g., “I started thinking that the issue
I was seeking help for could not be made any better”),
failure/stigma (e.g., “I experienced lower self-esteem), and quality
(e.g., “I felt that the quality of the treatment was poor”). Patients
report whether specific items occurred during treatment, and
if so, how negative the effect was (rated from 0 to 4), and
whether the effect was attributed to “the treatment I received” or
“other circumstances.” Psychometric properties have been found
to be strong for the NEQ (Cronbach’s & = 0.95). The NEQ was
administered at the end of treatment.

The Credibility Expectancy Questionnaire [CEQ; (48)]
consists of three credibility and three expectancy items regarding
the treatment a patient is participating in. Total scores range
from 0 (not at all credible/no expectancy for improvement) to
100 (very credible/large expectancy for improvement). The CEQ
has good psychometric properties with a standardized alpha of r
= 0.85 (for both scales) (48). Patients completed the CEQ at the
beginning of week 3/module 3, after they had learned about the
treatment content and rational.

In addition to questionnaires, patient had the opportunity
to describe what had been most helpful and most challenging
aspects of the treatment.

Feasibility Criteria

Several rather rigorous feasibility criteria were set for this
study, including criteria for treatment adherence and credibility,
attrition, adverse events, and satisfaction with treatment.
Following previous research, adherence was deemed sufficient if
the proportions of completed modules in the treatment where
> 70% (49). Moreover, we aimed for a high level of treatment
credibility (>70% of patients) and satisfaction with treatment
(>80% of patients would recommend this treatment to others);
these indices were calculated by using the credibility subscale in
CEQ (where the question of treatment satisfaction is derived).

Given that ~34% of people usually drop-out of internet-delivered
treatment (50), an attrition rate lower than 35% was deemed
acceptable. In prior studies of psychiatric populations, negative
effects on the individual items of NEQ have been reported
by 5.5-65.2% of patients (51) rendering it difficult to set a
specific criterion; nevertheless, we proposed that negative effects
reported in each of the five NEQ domains by fewer than 10% of
participants was acceptable.

Data Analyses

Dependent samples t-tests were performed to assess the statistical
significance of changes from pre-treatment to post-treatment
and pretreatment to follow-up. Effect sizes and 95% confidence
intervals of changes between assessment points were calculated as
within-group effect size Cohen’s d, accounting for the correlation
between measurement points (52). Effect sizes were categorized
according to Cohen’s proposal, where small, medium, and large
effect sizes are d > 0.20, 0.50, and 0.80, respectively (53).
Differences between treatment completers and non-completers
were assessed using independent samples ¢-tests. All calculations
were conducted using Jamovi (54).

To determine whether the feasibility criterion of adherence
was met (i.e., at least 70% completed treatment modules), the
total number of modules completed for all patients was divided
by the total number of modules available. To calculate treatment
credibility, the total score of all patients” ratings was divided by
the maximum score, multiplied by 100. To calculate negative
effects from NEQ, the percentage of all items in each domain were
summed and then divided by number of items in that domain.

RESULTS

Recruitment and Participant

Characteristics

The recruitment and trial flow are shown in Figure 1. A total
of 252 people initially expressed interest in participating, 122
completed the initial screening, 64 had a telephone interview, and
52 were included in the study.

Of these 52 patients, 37 (71%) completed all nine treatment
modules, whereas the other 15 patients completed zero (n = 1),
one (n = 1), two (n = 1), three (n = 5), six (n = 3), or seven (n
= 4) modules. Figure 1 notes several reasons for ending therapy
prematurely; however, the 15 treatment non-completers did not
differ from the 37 treatment completers on any pre-treatment
measure (all s < 1.382, all p’s > 0.173).

Study attrition was low. At post-treatment, all 52 patients (i.e.,
including those who did not complete all modules) completed the
primary outcome (PHQ-15), and the secondary outcomes were
completed by 51 (GAD-7, SDS, PCL-5) or 52 (PHQ-9) patients.
At 4-month follow-up, all patients except one completed the
PHQ-15, and secondary measures were completed by 47 (SDS,
PCL-5) or 49 (PHQ-9, GAD-7) patients. Given the low attrition,
analyses were conducted on available data, with no replacement
of missing values.

As shown in Table 2, the 52 patients were almost exclusively
women (96.2%), with a mean age of 49.6 years. Most participants
were married or co-habiting (61.5%) and had less than college
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Applied:
n =252
. N
130 did not complete to pre-
> measures
- J
( N
» 22 excluded: < 10 on PHQ-15
\ 4

Selected for interview:
n=100 / N

36 were not interviewed:

7: unavailable

»  7: declined participation

22: not contacted because of time

restraints of interviewer

\_

n=64 7: needed treatment for other somatic

[ or psychiatric problems
Started treatment:
n=>52

12 excluded:

-

15: not complete treatment:

6: lack of time / not able to go
through with the treatment

»  3:treatment did not meet
expectations

3: unpredictable circumstances such

} as death/sickness in family

C: no information /

Completed full treatment:
n =37

Completed post-measurements/follow-up assessment:
n=51-52/n=47-51

FIGURE 1 | Study flowchart.

or university education (55.8%). Nearly a third were on  taking medications for anxiety, depression or sleep disturbances,
sick leave (30.8%), and two-thirds (n = 35) had ongoing pain (n = 20, 57%), or other medical conditions (n =
pharmacological treatment, most of whom (n = 27; 77%) were 13, 28.6%).
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The majority of participants had been in previous
psychological treatment (86.5%), and a minority had
ongoing supportive psychological treatment (19.2%). There
was substantial psychiatric comorbidity; over 80% of the sample
had an additional psychiatric diagnosis: 50% had comorbid
depression, 20% had panic disorder, and 20% had three to six
other diagnoses. All patients reported pain as either a major
or minor part of their condition (Table 3). The most common
somatic condition reported by patients was fibromyalgia (42.3%
of patients), and more than half of the sample reported at least
two somatic conditions.

Feasibility

Tables 4, 5 summarize the feasibility criteria used in the study
and whether the pilot study met these criteria. As can be seen
in Table5, all criteria were met, except for negative effects.
Treatment attrition rates were lower (29%) than the pre-specified
35%. Adherence was high given that on average, patients
completed 85% of modules, whereas the criterion was set at 70%.
Criteria for credibility (>70%) and satisfaction (>80%) were met.
Regarding negative effects, in four of the five domains, acceptable
negative effects were reported; no more than around 10% of
participants reported dependency, hopelessness, stigma/failure,
or lack of quality with treatment. However, symptom increase
potentially related to the treatment was more frequent, reported
in average by 29%. Moreover, during treatment, one critical
event occurred: a patient developed suicidal ideation. This patient
discontinued treatment and was monitored and found to be
stable at follow up.

When describing their experiences of specific treatment
components, many patients reported that psychoeducation, work
on defenses and anxiety regulation (i.e., targeting self-criticism
with self-compassion), and writing about stressful life events were
especially helpful. The treatment was deemed challenging and
time-consuming, and confronting pain and painful emotions in
interpersonal relationships was difficult.

Treatment Effects

As shown in Table 6, a large within-group reduction for the
primary outcome of somatic symptoms (PHQ-15) was found (d
= 1.13; 95% CI: 0.84 — 1.47) at the end of treatment. Almost
one-quarter of the sample (23.1% or 12/52) achieved a 50% or
larger reduction in somatic symptoms from pre-treatment. The
large within-group reduction in somatic symptoms was fully
maintained (even slightly increased) at 4-month follow-up (d =
1.19; 95% CI: 0.88 — 1.56), when 26.9% (14/52) of the participants
had a 50% or larger symptom reduction on the PHQ-15. Based on
another metric, the majority of patients-37 of 52 (71.2%) at post-
treatment and 36 of 52 (69.2%) at follow-up reached a MCID in
reduction in PHQ-15 scores.

Analyses indicated small to moderate magnitude reductions in
secondary outcomes at post-treatment, including anxiety (GAD-
7; d = 0.44), depression (PHQ-9; d = 0.50), and trauma-related
symptoms (PCL-5; d = 0.33). At 4-month follow-up, these
effects were either maintained (GAD-7; d = 0.46) or increased
further (PHQ-9; d = 0.79; PCL-5; d = 0.66). The treatment also
significantly increased patients’ ability to take part in social and

family life (SDS) at post-treatment (d = 0.38) which increased
substantially at follow-up (d = 0.80).

DISCUSSION

This pilot study is the first to examine the feasibility and
effectiveness of an internet-administered EAET for adult patients
with SSD and centralized somatic symptoms (SSD-CS). A large
within-group reduction in somatic symptoms was observed at
post-treatment, and this effect was fully maintained at 4-month
follow-up. The majority (71.2%) of the patients achieved a
minimally clinical important reduction in somatic symptoms—
and over one-quarter (26.9%) achieved at least 50% reduction—at
follow-up. These results further strengthen the evidence base for
EAET and suggest that the treatment can be effectively delivered
in a guided, internet-based self-help format. Moreover, according
to rather rigorous feasibility criteria, the internet-delivered
treatment was deemed to be feasible, as treatment completion,
credibility, and satisfaction were well within acceptable levels.

The uncontrolled design of this study precludes making
certain conclusions about the effects of this intervention.
However, the substantial reduction in somatic symptoms appears
to be larger than what has been reported in a meta-analysis of
internet-administered, primarily CBT interventions for samples
similar to ours. Vugts et al. (19) reported only a small reduction
in somatic symptoms at follow-up (d = —0.18) for such
interventions when compared to passive controls. In addition,
in a meta-analysis of CBT for fibromyalgia (which was the most
prevalent condition in our sample), Bernardy et al. (22) found
that only 13.3% of patients received a 50% symptom reduction at
the end of treatment, whereas it was observed for 23.1% of the
patients in this study and slightly more at follow-up. Moreover,
the results of this study seem comparable to results obtained in
face-to-face trials of EAET (17, 18, 29). For example, the Yarns et
al. (18) study of group-based EAET for chronic musculoskeletal
pain found a within-group reduction for pain severity of d = 0.76
at post treatment, whereas the current study found a somewhat
larger reduction in somatic symptoms (d = 1.13). We realize
that such cross-study comparisons are limited, of course, and
trials comparing I-EAET to I-CBT and to face-to-face EAET
are needed to adequately test the superiority or non-inferiority
of I-EAET.

In addition to reductions in somatic symptoms, we observed
small to medium magnitude reductions in anxiety, depression,
and trauma symptoms, which were maintained or increased
at 4-month follow-up. In addition, patients’ daily behavioral
functioning was improved, especially at 4-month follow-up,
where a large effect was obtained. The large improvements in
somatic vs. emotional/psychiatric symptoms are consistent with
previous studies of EAET, which often show greater reductions in
somatic than in psychiatric symptoms. Why this occurs remains
unclear, but it has been proposed that because EAET activates
memories of stressful life events and avoided emotions, EAET
may make patients more aware of their emotional distress and
more likely to report it rather than somatic symptoms such as
pain (23). Emotional symptoms may take longer to remit, and the
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TABLE 2 | Demographic description of the participants.

TABLE 4 | Feasibility outcomes.

Gender: N (%). Female: 50 (96.2%)

Definition %

Age: Mean (SD); min/max. 49.6 (11.9); 28 -72
32 (61.5%)

23 (44.2%)

Marital status: Married or co- habiting.
Educational level: College or university:

Sick leave: 100% 8 (15.4%)
50% 7 (13.5%)
25% 1(1.9%)
NO 36 (69.2%)
Prior psychological treatment: YES 45 (86.5%)
Ongoing psychological treatment: YES 10 (19.2%)
Ongoing pharmacological treatment: YES 35 (67.3%)
Comorbidity

Depression 26 (50%)
Panic disorder 10 (19.2%)
Agoraphobia 6 (11.5%)
PTSD 5 (9.6%)
Social anxiety disorder 4(7.7%)
Generalized anxiety disorder 2(3.8)
liness anxiety disorder 1(1.9%)
Obsessive compulsion disorder 1(1.9%)
ADHD 1(1.9%)
No (psychiatric comorbidity) 8 (15.4%)
Yes 44 (84.6%)
One or two (psychiatric diagnosis) 34 (65.4%)
Three or more 10 (19.2%)

TABLE 3 | Self-reported somatic problems of patients.

Self-reported diagnosis Number with reported somatic
problem (% of patients

reporting the problem)

Fibromyalgia 22 (42.3%)
IBS 13 (25%)
Chronic pain (e.g., chronic back pain, 13 (25%)
dyspepsia, vulvodynia, etc.)

Exhaustion disorder (ICD code 438.A) 12 (23%)
Migraine 8 (15%)
“Other” (reporting symptoms such as 8 (15%)
pain, fatigue, etc.)

Ehlers-Danlos Syndrome (with judged 5(9.6%)
sensitization)

Tinnitus 4.(7.7%)
Chronic Fatigue Syndrome 4(7.7%)
Whiplash 2 (3.8%)
Number of above diagnoses: 1 24 (46.2%)
2 18 (34.6%)
3 5(9.6%)
4 5(9.6%)

current study offered some support for this, in that depression
and trauma symptoms continued to decrease over the 4-month
follow-up period. Yet the reduction in psychiatric symptoms,

Attrition <35% attrition 37 of 52 followed-through

all modules, (29% attrition)

Met for four out of five
domains (see Table 5)

Negative effects ~ <10% report any negative

effect in all domains in NEQ

Adherence >70% completed modules 397/468 = 85% completed
modules

Credibility >70% find treatment credible 7.2/9 = 80%

Satisfaction >80% would recommend 7.29/9 = 81%

treatment

TABLE 5 | NEQ domains (total % of reported negative effect).

Symptom increase (e.g., “unpleasant memories resurfaced”) 28.6%
Lack of quality of treatment (e.qg., “I felt that the quality of the 7.84%
treatment was poor”

Increased hopelessness (e.g., “I started thinking that the issue | 10.8%
was seeking help for could not be made any better”)

Dependency on treatment (e.g., “l think | developed a dependency 10.8%
on my therapist”

Experiencing failure or stigma (e.g., “I experienced lower 3.9%

self-esteem”)

particularly anxiety and trauma symptoms, did not reach the
level of reduction in somatic symptoms. Further research on
change processes within EAET treatment may further elucidate
this issue.

Based on rather rigorous criteria, the I-EAET treatment was
deemed to be feasible with respect to treatment completion
as well as treatment credibility and satisfaction. For internet-
delivered treatments, drop-out/non-completion 1is rather
common, with estimates as high as 34.2%, and higher than in
face-to-face studies (50). The non-completion rate found in this
study, which was based on the very conservative requirement
that all modules needed to be completed, was lower than
this criterion and, therefore, interpreted to be acceptable for
an internet-delivered treatment. Even though patients with
persistent physical symptoms do not drop out of treatment
at a higher rate than patient with most other psychiatric
disorders (55), depression is known to increase dropout (55, 56).
Given that half the sample in this study had a comorbid
depressive diagnosis, which is consistent with the results of
Alda et al. (57), the acceptability of the low drop-out rate in
this study is further underscored. Previous research has set a
70% completion rate of modules to be an acceptable level of
adherence (49), and adherence in this study was well above
that number. Moreover, the treatment was judged both highly
credible and acceptable, further strengthening the feasibility of
this study.

The question of whether a treatment has negative effects
is important, and a fear of negative effects of psychological
treatment for persistent physical symptoms have been voiced
(58). We found that few patients reported dependency,
hopelessness, stigma/failure, or lack of quality with treatment. A
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TABLE 6 | Means, SDs, effect sizes (Cohen’s d), and MCID for outcomes across assessment times.

Measure Pre-treatment Post-treatment 4-month Follow-up Pre - post effect Pre - follow-up effect
mean (SD) mean (SD) mean (SD) Cohen’s d (95% CI) Cohen’s d (95% CI)

PHQ-15 (0-30) 16.0 (3.70) 11.0 (4.95) 11.0 (4.48) 1.13[0.84; 1.47] 1.19[0.88; 1.56]
PHQ-9 (0-27) 13.1(4.49) 10.4 (6.33) 9.18 (5.54) 0.50[0.21; 0.81] 0.79[0.48; 1.12]
GAD-7 (0-21) 9.31 (4.97) 6.84 (5.27) 6.94 (5.71) 0.44[0.16; 0.75] 0.46 [0.19; 0.75]
PCL-5 (0-80) 54.2 (17.4) 47.7 (17.6) 42.2 (18.5) 0.33[0.01; 0.66] 0.66 [0.33; 1.01]
SDS (0-30) 21.6 (5.96) 19.0 (8.60) 15.2 (10.2) 0.38[0.10; 0.67] 0.80[0.47; 1.12]
MCID 2.3-> 37/52 (70.2%) 36/52 (69.2%)

meaningful minority, however, reported an increase in symptoms
during treatment, including unpleasant memories resurfacing
during treatment. Experiencing such memories, however, may
not be a negative effect of I-EAET, given that this treatment
specifically targets accessing and processing avoided emotions
related to stressful life events and conflicts. Thus, this finding
may reflect successful treatment engagement. Patients expressed
almost exclusively positive interest in the psychoeducation of
the body-mind connection (module 1-2 of the treatment), and
most patients followed through with daily writing exercises and
meditations on how to be less self-critical and be more able to
identify and express complex feelings of anger, guilt, sadness,
and love (modules 3-6). Many patients, however, struggled with
targeting and confronting triggers of emotional or pain avoidance
(modules 7-8); generally, however, emotional processing of
painful memories was reported by patients to be challenging
yet helpful.

There are various limitations to this study. Notably, the lack
of a randomized control group limits concluding that it was the
treatment, per se, that was responsible for the observed benefits;
passage of time, history or maturation, and repeated testing could
have contributed to the effects. However, SSD is a chronic and
relatively unchanging condition, so findings that 70% achieved
a MCID in somatic symptom reduction, and over 25% achieved
at least 50% symptom reduction suggest a true treatment effect.
Regardless, a controlled trial is needed to determine the effects of
I-EAET specifically, and whether this approach might be superior
to other internet-delivered treatments. Of course, the sample
was relatively small, and a larger sample is indicated. Another
limitation is that all outcomes were exclusively self-report, which
has known limitations, and the use of experimental measures
such as quantitative sensory testing, behavioral indicators such
as physical functioning and down-time, and health care costs
would be important to validate the self-reports and evaluate
the breadth of this treatment’s effects. The primary outcome
measure, PHQ-15, had only acceptable internal consistency,
which might be due to chance or reflect the heterogeneity of
the sample in this study. To be able to capture true effects
of the treatment, it might be necessary to use more specific
questionnaires of, for example, pain and fatigue rather than
a broad instrument such as PHQ-15. Although the diagnosis
of SSD was used, we did not specifically assess all of the B
criteria for SSD as outcome measures; we note, however, that
we did include measures of dysfunctional emotions—depression

and anxiety—as well as behavior—disability, in our assessment
battery.Generalizability of study findings might be limited in
that the sample was almost exclusively female, experienced with
psychological therapy, relatively educated, employed, and self-
selected into the study based on their interest in investigating
possible emotional factors contributing to somatic symptoms.
How this treatment fares among patients in routine care, who
are more disabled or less educated, or who are skeptical of the
relevance of psychological factors remains to be tested. Moreover,
although SSD was diagnosed, the sample was restricted to
patients with moderate physical symptoms (>10 point in PHQ-
15) and with centralized physical symptoms. The results of the
study, therefore, cannot be generalized to the broader population
of SSD patients.

The model underlying EAET proposes that better treatment
outcomes for persistent physical symptoms may require
addressing the consequences of trauma and increasing emotional
awareness and emotional processing of trauma and conflict. In
contrast, most CBT protocols for persistent physical symptoms
do not focus on these precipitating and perpetuating factors,
but instead change unhelpful cognitions (e.g., by reappraisal),
down-regulate arousal (e.g., by relaxation training), and increase
daily functioning (e.g., by activity pacing) (15, 16, 59). It is
noteworthy that some recent CBT models have increased the
focus on emotional regulation. For example, Boersma et al.
(60) found that exposure-based CBT with emotion-regulation
skills training had a better effect on depression and pain
interference than traditional I-CBT. Kleinstiuber et al. (61)
found that CBT enriched with emotional regulation training
was more beneficial than traditional CBT for patients with a
co-morbid mental disorder. Although several studies of CBT
for patients with IBS have not found similar moderation (62,
63), it is possible that the relatively elevated rates of comorbid
mental disorders in our sample contributed to the success of I-
EAET. Together with recent successful studies of CBT based on
exposure to both external and internal stimuli (64), the field is
increasingly recognizing the importance of exposure to bodily
sensations and the accompanying emotions, which are facets of
both EAET and more newly developed CBT protocols. More
generally, such findings strengthen the conclusion that emotional
factors should be directly addressed in treatment of persistent
physical symptoms.

In conclusion, this preliminary study supports both the
feasibility and efficacy of I-EAET in an adult population of
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patients with SSD and centralized somatic symptoms with
high psychiatric comorbidity. Although uncontrolled, this study
suggests that EAET can substantially reduce somatic symptoms,
presumably by addressing avoided emotional experiences and
engaging in emotional processing. Over one-quarter of the
patients in this study had a substantial and durable reduction
in somatic symptoms. Nevertheless, controlled trials comparing
I-EAET to a basic control condition and eventually to a bona
fide alternative intervention, such as I-CBT, are needed to
demonstrate the specific efficacy of this intervention and whether
it is superior to other approaches. Although greater emotional
expression is linked to better psychotherapy outcomes (65),
research also is needed to test hypothesized mechanisms by
examining the content of patients’ engagement. Future research
should also focus on identifying those patients who benefit
the most from I-EAET and ways to reach a broader range
of patients.

DATA AVAILABILITY STATEMENT

The datasets presented in this article are not readily
available because participants did not consent to
this. Therefore, the dataset is available on reasonable
requests as deemed by the principal investigator of
the study. Requests to access the datasets should
be directed to the Principal Investigator. Requests
to access the datasets should be directed to Robert
Johansson, robert.johansson@psychology.su.se.

REFERENCES

1. Breuer ], Freud S. Studies on hysteria. In: James Strachey, editor. The Standard
Edition of the Complete Psychological Works of Sigmund Freud. London:
Hogarth Press. (1895).

2. Hiising P, Lowe B, Toussaint A. Comparing the diagnostic concepts of ICD-
10 somatoform disorders and DSM-5 somatic symptom disorders in patients
from a psychosomatic outpatient clinic. J Psychosomatic Res. (2018) 113:74—
80. doi: 10.1016/j.jpsychores.2018.08.001

3. American Psychiatric Association. Diagnostic and Statistical Manual of Mental

Disorders, 5th Edn. Arlington, VA: American Psychiatric Association. (2013).
doi: 10.1176/appi.books.9780890425596

. D'Souza RS, Hooten WM. Somatic syndrome disorders. In: StatPearls.

StatPearls Publishing. (2019). Available online at: http://www.ncbi.nlm.nih.
gov/books/NBK532253/. (accessed December 20, 2020).

5. Yunus MB. Fibromyalgia and overlapping disorders: the unifying concept
of central sensitivity syndromes. Semin Arthritis Rheum. (2007) 36:339-56.
doi: 10.1016/j.semarthrit.2006.12.009

6. Walitt B, Ceko M, Gracely JL, Gracely RH. Neuroimaging of central sensitivity
syndromes: key insights from the scientific literature. Curr Rheumatol Rev.
(2016) 12:55-87. doi: 10.2174/1573397112666151231111104

7. McKernan LC, Johnson BN, Crofford L], Lumley MA, Bruehl S, Cheavens
JS. Posttraumatic stress symptoms mediate the effects of trauma exposure
on clinical indicators of central sensitization in patients with chronic
pain. Clin ] Pain. (2019) 35:385-93. doi: 10.1097/AJP.00000000000
00689

8. den Boer C, Dries L, Terluin B, van der Wouden JC, Blankenstein
AH, van Wilgen CP, et al. Central sensitization in chronic pain and
medically unexplained symptom research: a systematic review of definitions,
operationalizations and measurement instruments. | Psychosomatic Res.
(2019) 117:32-40. doi: 10.1016/j.jpsychores.2018.12.010

ETHICS STATEMENT

The studies involving human participants were reviewed
and approved by Swedish Ethical Review Authority (Dnr
2019-03317). The patients/participants provided their written
informed consent to participate in this study.

AUTHOR CONTRIBUTIONS

DM and RJ designed the study, with ML in an advisory role and
conducted the statistical analysis. DM, R-MW, and JE were three
of the therapists in the study. R] and HS supervised the therapists.
DM wrote the first draft of the manuscript. ML contributed to
interpretation of data analysis and revising the manuscript. All
authors contributed to revising the manuscript and accepting its
final version.

FUNDING

This study was funded by foundation of The Soderstrom
Konig Foundation and Karolinska Institute’s Research
Foundation Grants.

ACKNOWLEDGMENTS

We thank Henrik Hallberg, Stina Bjorngrim, Jolin Sandgren, and
Sara Wellander for helping to conduct the psychiatric interviews
and being therapists in the study.

9. Williams DA. Phenotypic features of central sensitization. ] Appl Biobehav Res.
(2018) 23:12135. doi: 10.1111/jabr.12135

Harte H, Harris R, Clauw D. The neurobiology of central sensitization. ] Appl
Biobehav Res. (2018) 23:12137. doi: 10.1111/jabr.12137

. Gatchel N, Neblett R. Central sensitization: a brief overview. ] Appl Biobehav
Res. (2018) 23:12138. doi: 10.1111/jabr.12138

Bourke J, Langford R, White P. The common link between functional somatic
syndromes may be central sensitisation. J Psychosom Res. (2015) 78:228-36.
doi: 10.1016/j.jpsychores.2015.01.003

Haller H, Cramer H, Lauche R, Dobos G. Somatoform disorders and medically
unexplained symptoms in primary care. Deutsches Arzteblatt Int. (2015)
112:279-87. doi: 10.3238/arztebl.2015.0279

. Rask MT, Rosendal M, Fenger-Gron M, Bro F Qrnbel E, Fink P. Sick
leave and work disability in primary care patients with recent-onset multiple
medically unexplained symptoms and persistent somatoform disorders: a 10-
year follow-up of the FIP study. General Hospital Psychiatry. (2015) 37:53-9.
doi: 10.1016/j.genhosppsych.2014.10.007

Allen LA, Woolfolk RL, Escobar JI, Gara MA, Hamer RM. Cognitive-
behavioral therapy for somatization disorder: a randomized controlled trial.
Arch Intern Med. (2006) 166:1512-8. doi: 10.1001/archinte.166.14.1512
Schroder A, Rehfeld E, @rnbel E, Sharpe M, Licht RW, Fink P.
Cognitive-behavioural group treatment for a range of functional
somatic syndromes: randomised trial. Br J Psychiatry. (2012) 200:499-507.
doi: 10.1192/bjp.bp.111.098681

Lumley MA, Schubiner H, Lockhart NA, Kidwell KM, Harte SE, Clauw
D], et al. Emotional awareness and expression therapy, cognitive-behavioral
therapy, and education for fibromyalgia: a cluster-randomized controlled trial.
Pain. (2017) 158:2354. doi: 10.1097/j.pain.0000000000001036

Yarns BC, Lumley MA, Cassidy JT, Steers WN, Osato S, Schubiner H,
et al. Emotional awareness and expression therapy achieves greater pain
reduction than cognitive behavioral therapy in older adults with chronic

Frontiers in Psychiatry | www.frontiersin.org

10

February 2021 | Volume 12 | Article 620359


mailto:robert.johansson@psychology.su.se
https://doi.org/10.1016/j.jpsychores.2018.08.001
https://doi.org/10.1176/appi.books.9780890425596
http://www.ncbi.nlm.nih.gov/books/NBK532253/
http://www.ncbi.nlm.nih.gov/books/NBK532253/
https://doi.org/10.1016/j.semarthrit.2006.12.009
https://doi.org/10.2174/1573397112666151231111104
https://doi.org/10.1097/AJP.0000000000000689
https://doi.org/10.1016/j.jpsychores.2018.12.010
https://doi.org/10.1111/jabr.12135
https://doi.org/10.1111/jabr.12137
https://doi.org/10.1111/jabr.12138
https://doi.org/10.1016/j.jpsychores.2015.01.003
https://doi.org/10.3238/arztebl.2015.0279
https://doi.org/10.1016/j.genhosppsych.2014.10.007
https://doi.org/10.1001/archinte.166.14.1512
https://doi.org/10.1192/bjp.bp.111.098681
https://doi.org/10.1097/j.pain.0000000000001036
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles

Maroti et al.

|-EAET for SSD

musculoskeletal pain: a preliminary randomized comparison trial. Pain Med. 36. Schubiner H, Betzold M. Unlearn Your Pain: A 28-day Process to Reprogram
(2020) 21:pnaal45. doi: 10.1093/pm/pnaal45 Your Brain, 3rd Edn. Pleasant Ridge, MI: Mind-Body Publishing. (2016).

19. Vugts MA, Joosen MC, van der Geer JE, Zedlitz AM, Vrijhoef HJ. The 37. Knaevelsrud C, Maercker A. Internet-based treatment for PTSD reduces
effectiveness of various computer-based interventions for patients with distress and facilitates the development of a strong therapeutic alliance:
chronic pain or functional somatic syndromes: a systematic review and meta- a randomized controlled clinical trial. BMC Psychiatry. (2007) 7:13.
analysis. PLoS ONE. (2018) 13:e0196467. doi: 10.1371/journal.pone.0196467 doi: 10.1186/1471-244X-7-13

20. Jing L, Neeraj SG, Andrew T, Zhan-jiang L, Jing S. The efficacy of cognitive 38. Klein B, Austin D, Pier C, Kiropoulos L, Shandley K, et al. Internet-
behavioural therapy in somatoform disorders and medically unexplained based treatment for panic disorder: does frequency of therapist
physical symptoms: a meta-analysis of randomized controlled trials. ] Affective contact make a difference? Cogn Behav Ther. (2009) 38:100-13.
Disord. (2019) 245:98-112. doi: 10.1016/j.jad.2018.10.114 doi: 10.1080/16506070802561132

21. Van Dessel N, Den Boeft M, van der Wouden JC, Kleinstaeuber 39. Kroenke K, Spitzer RL, Williams JBW, Lowe B. The patient health
M, Leone SS, Terluin B, et al. Non-pharmacological interventions for questionnaire somatic, anxiety, and depressive symptom scales: a
somatoform disorders and medically unexplained physical symptoms systematic review. General Hospital Psychiatry. (2010) 32:345-59.
(MUPS) in adults. Cochrane Database Systematic Rev. (2014) 11:CD011142. doi: 10.1016/j.genhosppsych.2010.03.006
doi: 10.1002/14651858.CD011142 40. van Ravesteijn H, Wittkampf K, Lucassen P, van de Lisdonk E, van den

22. Bernardy K, Klose P, Welsch P, Hauser W. Efficacy, acceptability and safety Hoogen H, van Weert H. et al. Detecting somatoform disorders in primary
of cognitive behavioral therapies in fibromyalgia syndrome—a systematic care with the PHQ-15. Ann Family Med. (2009) 7:232-8. doi: 10.1370/afm.985
review and meta-analysis of randomized controlled trials. Eur J Pain. (2018) 41. Kocalevent RD, Hinz A, Brihler E. Standardization of a screening instrument
22:242-60. doi: 10.1002/ejp.1121 (PHQ-15) for somatization syndromes in the general population. BMC

23. Lumley M, Schubiner H. Emotional awareness and expression therapy for Psychiatry. (2013) 13:91. doi: 10.1186/1471-244X-13-91
chronic pain: rationale, principles and techniques, evidence, and critical 42. Toussaint A, Kroenke K, Baye E Lourens S. Comparing the patient
review. Curr Rheumatol Rep. (2019) 21:30. doi: 10.1007/s11926-019-0829-6 health questionnaire - 15 and the somatic symptom scale - 8 as

24. Afari N, Ahumada SM, Wright LJ, Mostoufi S, Golnari G, Reis V, measures of somatic symptom burden. ] Psychosom Res. (2017) 101:44-50.
et al. Psychological trauma and functional somatic syndromes: a doi: 10.1016/j.jpsychores.2017.08.002
systematic review and meta-analysis. Psychosomatic Med. (2014) 76:2-11. 43. Spitzer RL, Kroenke K, Williams JBW, Lowe B. A brief measure for
doi: 10.1097/PSY.0000000000000010 assessing generalized anxiety disorder: the GAD-7. Archiv Internal Med.

25. Gray C, Calderbank A, Adewusi ], Hughes R, Reuber M. Symptoms (2006) 166:1092-7. doi: 10.1001/archinte.166.10.1092
of posttraumatic stress disorder in patients with functional 44. Blevins CA, Weathers FW, Davis MT, Witte TK, Domino JL. The
neurological symptom disorder. J Psychosom Res. (2020) 129:109907. posttraumatic stress disorder checklist for DSM-5 (PCL-5): development
doi: 10.1016/j.jpsychores.2019.109907 and initial psychometric evaluation. J Traumatic Stress. (2015) 28:489-98.

26. Okur Giiney Z, Sattel H, Witthoft M, Henningsen P. Emotion regulation in doi: 10.1002/jts.22059
patients with somatic symptom and related disorders: a systematic review. 45. Sheehan DV. Sheehan disability scale. In: Handbook of psychiatric measures,
PLoS ONE. (2019) 14:217277. doi: 10.1371/journal.pone.0217277 2nd Edn. (1983). p. 100-2.

27. Lumley MA, Cohen JL, Borszcz GS, Cano A, Radcliffe AM, Porter LS, et al. 46. Horberg N, Kouros I, Ekselius L, Ramklint M. The Swedish version of the
Pain and emotion: a biopsychosocial review of recent research. J Clin Psychol. Sheehan Disability Scale: a valid and brief measure of functioning. Eur J Person
(2011) 67:942-68. doi: 10.1002/jclp.20816 Centered Healthcare. (2016) 4:1-7. doi: 10.5750/ejpch.v4il.1075

28. Luyten P, Fonagy P. Psychodynamic psychotherapy for patients with 47. Rozental A, Kottorp A, Boettcher J, Andersson G, Carlbring P. Negative effects
functional somatic disorders and the road to recovery. Am ] Psychother. (2020) of psychological treatments: an exploratory factor analysis of the negative
73:125-30. doi: 10.1176/appi.psychotherapy.20200010 effects questionnaire for monitoring and reporting adverse and unwanted

29. Thakur ER, Holmes HJ, Lockhart NA, Carty JN, Ziadni MS, Doherty HK, events. PLoS ONE. (2016) 11:e0157503. doi: 10.1371/journal.pone.0157503
et al. Emotional awareness and expression training improves irritable bowel 48. Devilly GJ, Borkovec TD. Psychometric properties of the
syndrome: a randomized controlled trial. Neurogastroenterol Motility. (2017) credibility/expectancy questionnaire. | Behav Ther Exp Psychiatry. (2000)
29:e13143. doi: 10.1111/nmo.13143 31:73-86. doi: 10.1016/s0005-7916(00)00012-4

30. Carty JN, Ziadni MS, Holmes HJ, Tomakowsky J, Peters K, Schubiner H, et 49. Bonnert M, Olén O, Lalouni M, Hedman-Lagerlésf E, Sirnholm
al. The effects of a life stress emotional awareness and expression interview for J, Serlachius E, et al. Internet-delivered exposure-based cognitive-
women with chronic urogenital pain: a randomized controlled trial. Pain Med. behavioral therapy for adolescents with functional abdominal pain or
(2019) 20:1321-9. doi: 10.1093/pm/pny182 functional dyspepsia: a feasibility study. Behav Therapy. (2019) 50:177-88.

31. Ziadni MS, Carty JN, Doherty HK, Porcerelli JH, Rapport L], Schubiner H, doi: 10.1016/j.beth.2018.05.002
et al. A life-stress, emotional awareness, and expression interview for primary 50. Fernandez E, Salem D, Swift JK, Ramtahal N. Meta-analysis of dropout from
care patients with medically unexplained symptoms: a randomized controlled cognitive behavioral therapy: magnitude, timing, and moderators. ] Consulting
trial. Health Psychol. (2018) 37:282. doi: 10.1037/hea0000566 Clin Psychol. (2015) 83:1108-22. doi: 10.1037/ccp0000044

32. Andersson G. Internet-delivered psychological treatments. Ann Rev Clin 51. Rozental A, Kottorp A, Forsstrom D, Mansson K, Boettcher ], Andersson
Psychol. (2016) 12:157-79. doi: 10.1146/annurev-clinpsy-021815-093006 G, et al. The Negative Effects Questionnaire: psychometric properties of

33. Nordin S, Palmquist E, Nordin M. Psychometric evaluation and normative an instrument for assessing negative effects in psychological treatments.
data for a Swedish version of the Patient Health Questionnaire 15- Behav Cogn Psychotherapy. (2019) 47:559-72. doi: 10.1017/S13524658190
Item Somatic Symptom Severity Scale. Scand ] Psychol. (2013) 54:112-7. 00018
doi: 10.1111/sjop.12029 52. Borenstein M, Hedges LV, Higgins JP, Rothstein HR. Introduction to Meta-

34. Axelsson E, Andersson E, Ljotsson B, Wallhed Finn D, Hedman E. analysis. John Wiley & Sons (2011).

The health preoccupation diagnostic interview: inter-rater reliability of a 53. Cohen J. A power primer. Psychol Bulletin. (1992) 112:155-9.
structured interview for diagnostic assessment of DSM-5 somatic symptom doi: 10.1037/0033-2909.112.1.155

disorder and illness anxiety disorder. Cogn Behav Therapy. (2016) 45:259-69. 54. The Jamovi project. jamovi (Version 1.2) [Computer Software]. (2020).
doi: 10.1080/16506073.2016.1161663 Available online at: https://www.jamovi.org. (accessed December 20, 2020).

35. Sheehan DV, Lecrubier Y, Sheehan KH, Amorim P, Janavs ], Weiller 55. Swift JK, Greenberg RP. A treatment by disorder meta-analysis of
E, et al. The Mini-International Neuropsychiatric Interview (MINI): the dropout from psychotherapy. J Psychotherapy Integr. (2014) 24:193-207.
development and validation of a structured diagnostic psychiatric interview doi: 10.1037/a0037512
for DSM-IV and ICD-10. ] Clin Psychiatry. (1998) 59(Suppl.20):22-33. 56. Swift JK, Greenberg RP, Tompkins KA, Parkin SR. Treatment refusal
doi: 10.1037/t18597-000 and premature termination in psychotherapy, pharmacotherapy, and their

Frontiers in Psychiatry | www.frontiersin.org 11 February 2021 | Volume 12 | Article 620359


https://doi.org/10.1093/pm/pnaa145
https://doi.org/10.1371/journal.pone.0196467
https://doi.org/10.1016/j.jad.2018.10.114
https://doi.org/10.1002/14651858.CD011142
https://doi.org/10.1002/ejp.1121
https://doi.org/10.1007/s11926-019-0829-6
https://doi.org/10.1097/PSY.0000000000000010
https://doi.org/10.1016/j.jpsychores.2019.109907
https://doi.org/10.1371/journal.pone.0217277
https://doi.org/10.1002/jclp.20816
https://doi.org/10.1176/appi.psychotherapy.20200010
https://doi.org/10.1111/nmo.13143
https://doi.org/10.1093/pm/pny182
https://doi.org/10.1037/hea0000566
https://doi.org/10.1146/annurev-clinpsy-021815-093006
https://doi.org/10.1111/sjop.12029
https://doi.org/10.1080/16506073.2016.1161663
https://doi.org/10.1037/t18597-000
https://doi.org/10.1186/1471-244X-7-13
https://doi.org/10.1080/16506070802561132
https://doi.org/10.1016/j.genhosppsych.2010.03.006
https://doi.org/10.1370/afm.985
https://doi.org/10.1186/1471-244X-13-91
https://doi.org/10.1016/j.jpsychores.2017.08.002
https://doi.org/10.1001/archinte.166.10.1092
https://doi.org/10.1002/jts.22059
https://doi.org/10.5750/ejpch.v4i1.1075
https://doi.org/10.1371/journal.pone.0157503
https://doi.org/10.1016/s0005-7916(00)00012-4
https://doi.org/10.1016/j.beth.2018.05.002
https://doi.org/10.1037/ccp0000044
https://doi.org/10.1017/S1352465819000018
https://doi.org/10.1037/0033-2909.112.1.155
https://www.jamovi.org
https://doi.org/10.1037/a0037512
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles

Maroti et al.

|-EAET for SSD

57.

58.

59.

60.

61.

62.

63.

combination: a meta-analysis of head-to-head comparisons. Psychotherapy.
(2017) 54:47-57. doi: 10.1037/pst0000104

Alda M, Luciano JV, Andrés E, Serrano-Blanco A, Rodero B, del Hoyo
YL, et al. Effectiveness of cognitive behavior therapy for the treatment of
catastrophizing in patients with fibromyalgia: a randomised controlled trial.
Arthrit Res Therapy. (2011) 13:R173. doi: 10.1186/ar3496

Holsting AE, Pedersen HE, Rask MT, Frostholm L, Schroder A. Is
psychotherapy for functional somatic syndromes harmful? ] Psychosomatic
Res. (2017) 98:113-21. doi: 10.1016/j.jpsychores.2017.05.010

Allen L, Woolfolk R, Lehrer A, Gara M, Escobar J. Cognitive behavior therapy
for somatization disorder: a preliminary investigation. J Behav Therapy Exp
Psychiatry. (2001) 32:53-62. doi: 10.1016/S0005-7916(01)00020-9

Boersma K, Sédermark M, Hesser H, Flink I, Gerdle B, Linton SJ. Efficacy of a
transdiagnostic emotion-focused exposure treatment for chronic pain patients
with comorbid anxiety and depression: a randomized controlled trial. Pain.
(2019) 160:1708-18. doi: 10.1097/j.pain.0000000000001575

Kleinstauber M, Allwang C, Bailer ], Berking M, Briinahl C, Erkic M, et al.
Cognitive behaviour therapy complemented with emotion regulation training
for patients with persistent physical symptoms: a randomised clinical trial.
Psychotherapy Psychosomatics. (2019) 88:287-99. doi: 10.1159/000501621
Creed E, Guthrie E, Ratcliffe J, Fernandes L, Rigby C, Tomenson B, et al. Does
psychological treatment help only those patients with severe irritable bowel
syndrome who also have a concurrent psychiatric disorder? Aust N Zeal |
Psychiatry. (2005) 39:807-15. doi: 10.1080/j.1440-1614.2005.01686.x

Lackner JM, Jaccard ], Krasner SS, Katz LA, Gudleski GD, Blanchard EB.
How does cognitive behavior therapy for irritable bowel syndrome work?
Gastroenterology. (2007) 133:433-44. doi: 10.1053/j.gastro.2007.05.014

Hedman-Lagerlsf M, Hedman-Lagerlof E, Axelsson E, Ljotsson B,
Engelbrektsson ], Hultkrantz S, et al. Internet-delivered exposure therapy for
fibromyalgia. Clin J Pain. (2018) 34:532-42. doi: 10.1097/AJP.00000000000
00566

Peluso PR, Freund RR. Therapist and client emotional expression and
psychotherapy outcomes: a meta-analysis. Psychotherapy. (2018) 55:461-72.
doi: 10.1037/pst0000165

65.

Conflict of Interest: HS is the owner of Mind Body Publishing, a company
that sells books written by HS for patients dealing with mind body symptoms
and for professionals who treat such patients. BL is shareholder of DahliaQomit
AB, a company specializing in online psychiatric symptom assessment, and
Hedman-Lagerlof och Ljotsson psykologi AB, that licenses a treatment manual for
irritable bowel syndrome on a commercial basis.

The remaining authors declare that the research was conducted in the absence of
any commercial or financial relationships that could be construed as a potential
conflict of interest.

Copyright © 2021 Maroti, Ek, Widlund, Schubiner, Lumley, Lilliengren, Bileviciute-
Ljungar, Ljétsson and Johansson. This is an open-access article distributed under
the terms of the Creative Commons Attribution License (CC BY). The use,
distribution or reproduction in other forums is permitted, provided the original
author(s) and the copyright owner(s) are credited and that the original publication
in this journal is cited, in accordance with accepted academic practice. No
use, distribution or reproduction is permitted which does not comply with these
terms.

Frontiers in Psychiatry | www.frontiersin.org

12

February 2021 | Volume 12 | Article 620359


https://doi.org/10.1037/pst0000104
https://doi.org/10.1186/ar3496
https://doi.org/10.1016/j.jpsychores.2017.05.010
https://doi.org/10.1016/S0005-7916(01)00020-9
https://doi.org/10.1097/j.pain.0000000000001575
https://doi.org/10.1159/000501621~
https://doi.org/10.1080/j.1440-1614.2005.01686.x
https://doi.org/10.1053/j.gastro.2007.05.014
https://doi.org/10.1097/AJP.0000000000000566
https://doi.org/10.1037/pst0000165
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles

	Internet-Administered Emotional Awareness and Expression Therapy for Somatic Symptom Disorder With Centralized Symptoms: A Preliminary Efficacy Trial
	Introduction
	Materials and Methods
	Eligibility Criteria
	Procedures
	Treatment
	Primary Outcome Measure
	Secondary Outcome Measures
	Feasibility Measures
	Feasibility Criteria
	Data Analyses

	Results
	Recruitment and Participant Characteristics
	Feasibility
	Treatment Effects

	Discussion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Acknowledgments
	References


