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  Original Article  

Systemic lupus erythematosus (SLE), an 
autoimmune disease, affects mostly women between 
the ages of 15 to 44(1). It is estimated that, at the 
minimum, five million people worldwide have a 
form of SLE. The SLE patients suffer from at least 
one of the disease’s various symptoms such as 
extreme fatigue, painful joints, abnormal blood counts 
(anemia, low platelets, or low white blood cells), 
nephritis, cognitive dysfunctions, hair loss, skin rash 
or butterfly-shaped rash on the face. Currently, SLE 
remains a life-changing disease with no cure. The 
lifelong process of treatment focuses on controlling 
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Background: The systemic lupus erythematosus (SLE) patients oftentimes suffer from both physical and psychosocial challenges that may lead 
to low health-related quality of life (HRQoL). However, limited research has been done in this area.

Objective: To examined mental health status and HRQoL among SLE patients in Thailand.

Materials and Methods: The present study was a cross-sectional study conducted at the rheumatology clinic of four major hospitals in Thailand. 
The paper-based questionnaire consisted of demographic, health history such as depression, anxiety, stress Scale (DASS-21),  and the Rosenberg 
self-esteem scale (RSE), and the disease-specific Lupus Quality of Life scale (LupusQoL). Depending on the variable’s level of measurement such 
as categorical or continuous, Spearman’s Rho or Pearson’s product moment correlation coefficients were used to explore the relationships among 
the variables. Hierarchical multiple regression was used to identify the predictors of LupusQoL.

Results: Among the 387 participants, many might have experienced depression, anxiety, and stress (30%, 51%, and 29%, respectively). Self-
esteem among the participants was good (31.8 out of 40). All eight domains of LupusQoL were affected with intimate relationship domain being 
impacted the most. The overall LupusQoL was significantly associated with the number of prescribed medications (r=–0.23), depression (r=–0.70), 
anxiety (r=–0.58), stress (r=–0.67), and self-esteem (r=0.59), p<0.001. Significant predictors of the overall LupusQoL were mental health status 
(depression, anxiety, and stress) and self-esteem, F (3, 81)=43.10, p<0.001, adjusted R²=0.60.

Conclusion: SLE patients should be holistically assessed in both physical and psychological aspects. In addition to proper medical treatments, 
healthcare providers should use a multidisciplinary team approach to resolve the patients’ psychosocial issues, which in turn, may increase the 
patients’ quality of life. Self-care education may be necessary to help the patients manage the condition and decrease the number of medications.

Keywords: Mental health, Quality of life, SLE, Thailand

Received 20 February 2020 | Revised 12 May 2020 | Accepted 14 May 2020

J Med Assoc Thai 2020;103(11):1185-93
Website: http://www.jmatonline.com

Correspondence to:

Ratanasiripong N.
California State University, Dominguez Hills, 1000 East Victoria St., 
Carson, CA 90747, USA.
Phone: +1-310-2433225, Fax: +1-310-5163542
Email: nratanasiripong@csudh.edu

How to cite this article:

Ratanasiripong N, Warawitsaranggoon R, Junda T, Sangchan H, Goo 
PA, Siripaitoon B, et al. Mental Health Status and Health-Related 
Quality of Life among Systemic Lupus Erythematosus (SLE) Patients 
in Thailand: A Multi-Site Study. J Med Assoc Thai 2020;103:1185-93.

doi.org/10.35755/jmedassocthai.2020.11.11156



1186 J Med Assoc Thai | Vol.103 | No.11 | November 2020

the symptoms and suppressing the autoimmunity from 
attacking the patient’s body. The most commonly 
prescribed medications include corticosteroid, 
antimalarial, and immunosuppressive drugs that also 
produce a variety of undesirable side effects such as 
Cushing syndrome, mood changes, insomnia, hair 
loss, or susceptibility to infectious diseases(1).

While SLE patients are encountering the physical 
symptoms, they oftentimes struggle to psychosocially 
adjust and live with the disease. A systemic review 
and meta-analysis reported high prevalence estimates 
of depression and anxiety among adult SLE patients 
at 30% and 40%, respectively(2). The most common 
causes of depressive or anxious feelings were changes 
in body appearance and physical limitations. Those 
with muscle pain and hair loss were the most likely 
to report depression and anxiety feelings(3). Another 
study reported that women with SLE had a significant 
higher perceived stress compared to healthy women(4). 
In addition, a small study of 40 SLE patients discussed 
the negative association between self-esteem and 
having SLE. The disease could strongly impact 
the physical appearance and emotions, which then 
might decrease self-esteem(5). A thematic synthesis 
of qualitative studies also found that SLE patients 
experienced mental deterioration, prognostic 
uncertainty, being a burden, hopelessness, fear of 
rejection, and social stigma(6). These psychosocial 
issues, in turn, may have an adverse effect, worsening 
the SLE condition and leading to lower health-related 
quality of life (HRQoL)(7).

HRQoL is one’s perspective of how one’s daily 
function is affected by one’s health status(8). When 
a person develops SLE, the HRQoL is profoundly 
affected. When using the Medical Outcomes Short 
Form-36 (SF-36) to measure health status, a study 
found that the HRQoL in SLE population was lower 
than in the general population(9). In terms of measuring 
the HRQoL among SLE patients, SF-36 survey has 
been criticized of its generic nature(10). While SF-36 
allows comparison of the HRQoL in SLE to other 
health conditions, it may not adequately capture issues 
that are unique to the disease. To specifically measure 
the HRQoL among SLE patients, another study used 
the Lupus Quality of Life questionnaire (LupusQoL) 
to measure the disease-specific HRQoL among 113 
SLE patients. The study found that all domains of 
LupusQoL were diminished with fatigue domain 
being impacted the most(11). Furthermore, a recent 
literature review reported that the lower HRQoL was 
consistently associated with lower income, lower 
education, older age, coping skills, comorbidities, 

and some clinical manifestations involving the 
skin, kidneys, muscle, and joints. In addition, since 
HRQoL was poorly related to disease activities and 
damage, the review suggested that a comprehensive 
evaluation of the SLE patients should include HRQoL 
assessment(12).

As a developing country, Thailand’s medical 
advances have been improving over the past decade. 
However, it is unclear if the aggressive treatment 
approach in the past decade increased the SLE 
patients’ quality of life and survival rate. Research 
evidence has been limited or is somewhat outdated. 
A study among SLE patients in Thailand reported that 
the 10-year survival rate was 87%, with the average 
age at death being 34.1±11.8 years. The most common 
causes of death were opportunistic pulmonary 
infections and neuropsychiatric lupus(13). In terms of 
mental health, only one study has been published. The 
study reported high rates of depression and anxiety 
(45.2% and 37.1%) among SLE patients in Thailand. 
However, the sample size of the present study was 
small with only 62 SLE patients(14). In addition, 
evidence of HRQoL among Thai SLE patients was 
only reported in a single-site study published in 2010. 
The study used Short Form-36 to assess the general 
HRQoL of 95 SLE patients. The study reported that 
all HRQoL domains were impaired and there was 
no association between HRQoL and the disease(15). 
Furthermore, there was limited research on disease-
specific HRQoL among Thai SLE patients.

To understand the specific needs of SLE patients 
in Thailand, the present multi-site study aimed to 
examine the mental health status and disease-specific 
HRQoL among SLE patients in Thailand. The 
findings of the present study can be used to tailor 
interventions or health education programs to better 
fit the SLE patients’ needs.

Materials and Methods
Participants and procedures

The present cross-sectional study was conducted 
at the rheumatology outpatient clinics in four major 
hospitals, located in the central, eastern, north-
eastern, and southern regions of Thailand. The data 
were collected between January and May 2019. The 
convenience sample consisted of the patients who 
were at least 18 years old and had been diagnosed with 
SLE by an attending physician, using the American 
College of Rheumatology (ACR) classification 
criteria for SLE. Qualified patients were approached 
while they were waiting to see a physician. During 
the introduction, if the patient was unable to carry on 
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the conversation because of a history of cognitive or 
mental impairments according to the medical record, 
or being too fatigued, the patient was excluded from 
the study. After reading the informed consent, the 
patients signed the consent forms if they agreed to 
participate in the study. The participants then started 
the survey and might stop or take a break from the 
survey at any time.

Ethical considerations
The approval to conduct the present study was 

obtained from each hospital’s Institutional Review 
Board before the data was collected (Approval 
#MURA2018/918, 032/2561, EC 58/2561, and REC 
61-325-14-1, respectively). The participants’ consent 
forms were obtained before data collection.

Measures
Variables of interest to the present study  

included demographic characteristics, health history, 
mental health status such as depression, anxiety, and 
stress, self-esteem, and SLE-related quality of life. 
The paper-based survey comprised of four parts, 
1) demographic and health history, 2) Depression, 
Anxiety, Stress Scale (DASS-21)-Thai version, 
3) Rosenberg Self-Esteem Scale, and 4) LupusQoL 
Scale. Demographic and health history included 
age, gender, religion, education level, employment, 
income, relationship status, age when diagnosed 
with SLE, and the number of current medications. 
DASS-21-Thai version contained three self-reported 
scales designed to measure depression, anxiety, and 
stress. Each scale contained seven rating statements. 
Participants rated each statement from 0 (did not apply 
to me at all) to 3 (applied to me very much or most 
of the time) based on their feelings or psychological 
symptoms they had in the past week. The possible 
range of score for each scale was 0 to 21(16). The 
Cronbach’s alpha for each scale was good, ranging 
from 0.78 to 0.85.

Rosenberg self-esteem scale (RSE)-Thai version 
contained 10 Likert-scale statements. The participants 
must choose how much they agreed with each 
statement from 1 (strongly disagree) to 4 (strongly 
agree). The possible range of RSE scale was from 10 
to 40. The higher the score, the higher the self-esteem 
level(17). The Cronbach’s alpha was 0.78.

LupusQoL Scale-Thai version is a disease-
specific, HRQoL questionnaire that has been used 
widely and translated into various languages(18). 
LupusQoL has gone through the most validation 
process and would be most appropriate for cross-

sectional measurement of HRQoL(10). The LupusQoL 
scale contained 34 SLE-associated physical, 
emotional, and social items that the participants 
must rate how often they experienced in the past four 
weeks with 0 (always) to 4 (not at all). The scale was 
grouped into eight domains. Each domain’s average 
score was divided by 4 and multiplied by 100 to 
get the transformed score, ranging from 0 (worst 
HRQoL) to 100 (best HRQoL)(18). The Cronbach’s 
alphas for seven out of eight  domains was good, and 
were physical health (eight items, 0.85), pain (three 
items, 0.83), planning (three items, 0.88), intimate 
relationship (two items, 0.93), burden to others (three 
items, 0.89), emotional health (six items, 0.92), and 
body image (five items, 0.90). For fatigue domain 
(four items), the Cronbach’s alpha was 0.67. After the 
statement #33 “I have to go to bed early because of my 
lupus” was deleted, the Cronbach’s alpha was 0.77.

Statistical analysis
The study data were analyzed via Statistical 

Package for the Social Sciences (SPSS) program. 
Descriptive statistics were used to present basic 
demographic, health history, mental health status, 
self-esteem, and HRQoL. Spearman’s Rho correlation 
coefficients were used to identify the association 
between nominal or categorical variables and the 
variables of interest such as mental health status, 
self-esteem, and HRQoL. Pearson’s product moment 
correlation coefficients were used to identify the 
association between continuous variables and the 
variables of interest. Hierarchical multiple regression 
was used to explore the predictors of the quality of life. 
At least 59 subjects were required to use a multiple 
regression analysis with the statistical parameters of 
the power at 0.9, effect size at 0.15, alpha at 0.05, and 
three significantly-related predictors, the number of 
prescribed medications, DASS, and RSE(19).

Results
Demographic and health history

Three hundred ninety-one participants agreed 
to participate in the survey. However, four had more 
than 20% missing data. Thus, only 387 participants 
were included in the data analyses.

Out of 387 participants, most were females 
and Buddhist. About half (52.0%) had high school 
diploma or lower. Approximately one-fifth of the 
participants were not-employed (20.0%) and did not 
have enough income for living expenses (23.0%). The 
participants’ average age was 40 years old and they 
had been living with SLE for 10 years. On the average, 
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each participant had six prescribed medications for 
their SLE conditions (Table 1).

Mental health status (DASS)
The mean score for depression was 3.6 (SD 3.7). 

When using the DASS recommended cut-off scores to 
categorize the severity of depression(16), this average 
depression score was considered as normal. However, 
when reviewing individual scores, it was found 

that 29.9% of the participants were categorized as 
having mild to extremely severe level of depression. 
The mean score for anxiety was 4.5 (SD 3.7), which 
was categorized as mild anxiety. Over half of the 
participants (51.4%) might have experienced mild 
to extremely severe level of anxiety. The mean score 
for stress was 5.8 (SD 4.1), which was categorized 
as normal. However, 29.7% of the participants might 
have experienced mild to extremely severe level of 
stress (Table 2).

Self-esteem (RSE)
Out of 378 participants who completed all RSE 

items, the mean RSE score was 31.8 (SD 4.1, min 
20, max 40).

Correlations between mental health, demographic, 
and health history

As shown in Table 3, low correlations were found 
among the variables of interest. Higher depression 
level was related to the higher number of prescribed 
medications (r=0.22), and lower income (r=–0.19). 
Higher anxiety level was associated with younger age 
(r=–0.10), earlier age when diagnosed (r=–0.15), and 
the higher number of prescribed medication (r=0.17). 
Higher stress level was correlated with earlier age 
when diagnosed (r=–0.17), the higher number of years 
having SLE (r=0.14), and lower income (r=–0.12). 
Higher self-esteem level was related to higher income 
(r=0.21) and higher education (r=0.13).

The present study also found that self-esteem 
was moderately associated with depression (r=–0.55), 
anxiety (r=–0.41), and stress (r=–0.46), p<0.001. In 
addition, the correlations between depression, anxiety, 
and stress were strong (r=0.72 to 0.76, p<0.001). The 
high correlations support the idea that these three 
variables were intertwined(20).

Health-related quality of life (LupusQoL)
All eight domains of the LupusQoL were 

impaired. The most affected domains included 
intimate relationship (61.3 out of 100), body image 
(76.4 out of 100), and burden to others (76.5 out 
of 100). Low correlations were found among the 
LupusQoL domains and the variables of interest. 
Younger age, earlier age when diagnosed with SLE, 
less prescribed medications, higher income, and   
being employed were significantly related to at least 
one of the LupusQoL domains. When looking at 
LupusQoL total, the smaller number of prescribed 
medications was associated with better overall 
LupusQoL (Table 4).

Table 1. Demographic and health history of the participants

Variables Frequencies (%)

Sex (n=387)

Female 369 (95.3)

Male 18 (4.7)

Religion (n=387)

Buddhists 351 (90.7)

Non-Buddhists 36 (9.3)

Education (n=387)

Middle school or below 116 (30.0)

High school 85 (22.0)

Associate degree 46 (11.9)

Bachelor’s degree 115 (29.7)

Master’s degree or higher 25 (6.4)

Income (n=282)

Not sufficient 65 (23.1)

Sufficient 171 (60.6)

More than sufficient 46 (16.3)

Relationship Status (n=387)

Single 108 (27.9)

Dating 47 (12.1)

Married 191 (49.4)

Other (separated, divorced, widowed) 41 (10.6)

Employment (n=384)

Not employed 77 (20.0)

Students 23 (6.0)

Employed 284 (74.0)

Age (n=385); mean±SD 40.0±12.5

Min-max 18 to 77

Age when diagnosed with SLE (n=277); mean±SD 30.7±12.7

Min-max 2 to 76

No. of years having SLE (n=277); mean±SD 10.1±9.9

Min-max 0 to 50

No. of prescribed medications (n=146); mean±SD 6.0±2.5

Min-max 1 to 16

SLE=systemic lupus erythematosus; SD=standard deviation
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The LupusQoL total score was highly negatively 
related to depression (r=–0.70), anxiety (r=–0.58), and 
stress (r=–0.67), but positively related to self-esteem 
(r=0.59), p<0.001. When checking the assumptions of 
using multiple regression analysis, high correlations 
among depression, anxiety, and stress were found 
(r=0.72 to 0.76). Multicollinearity was also noted. 
To achieve reliable prediction model, these three 
variables were combined as “mental health status” 
variable because they were theoretically intertwined 
mental health issues(20).

To examine how well mental health status and 

self-esteem predict LupusQoL total score, when 
controlling for the number of prescribed medications, 
a hierarchical multiple regression was computed. 
When the number of prescribed medications was 
entered alone, it significantly predicted LupusQoL 
total, F (1, 83)=5.40, p<0.05, adjusted R²=0.05. 
However, as shown by the R², only 5% of the variance 
in LupusQoL could be predicted by the number of 
medications. When the mental health status and 
self-esteem variables were added, they significantly 
increased the predictability (R²-change=0.55). Those 
three variables significantly predicted the LupusQoL 

Table 2. Mental health status (depression, anxiety, and stress) among SLE patients

Variables/severity Normal Mild Moderate Severe Extremely severe

Depression (n=381) 71.1% 12.1% 11.8% 2.6% 2.4%

Mean 3.6, SD 3.7, min-max 0 to 21

Anxiety (n=381) 48.6% 11.5% 20.2% 10.8% 8.8%

Mean 4.5, SD 3.7, min-max 0 to 18

Stress (n=380) 70.3% 13.4% 9.2% 5.1% 2.1%

Mean 5.8, SD 4.1, min-max 0 to 21 

SD=standard deviation

Table 3. Correlations between mental health status, demographic, and health history

Variables Age Age when diagnosed No. of prescribed medications No. of years having SLE Income Education

Depression –0.07 –0.11 0.22* 0.06 –0.19** –0.05

Anxiety –0.10* –0.15* 0.17* 0.06 –0.11 0.04

Stress –0.06 –0.17** 0.02 0.14* –0.12* 0.01

Self-esteem 0.03 0.02 0.05 0.01 0.21** 0.13*

SLE=systemic lupus erythematosus
* p˂0.05, ** p˂0.01

Table 4. Significant correlations between LupusQoL and demographic/health history

QOL domains Mean (SD) Age Age when diagnosed No. of prescribed medications Income Employment

Physical health 80.6 (17.6) –0.14** –0.17** –0.19* 0.22** 0.16**

Pain 81.7 (19.3) –0.07 –0.03 –0.09 0.20** 0.07

Plan 80.6 (21.6) –0.09 –0.12* –0.09 0.13* 0.14**

Intimate relationship 61.3 (33.1) –0.27** –0.29** –0.12 0.03 0.11

Burden to others 76.5 (21.7) 0.15** 0.04 –0.09 0.15* 0.07

Emotion 81.3 (16.3) 0.10* 0.07 –0.16 0.08 0.05

Body image 76.4 (22.3) 0.16* 0.11 –0.03 0.07 0.08

Fatigue 79.5 (18.1) 0.08 0.09 –0.11 0.07 0.01

LupusQoL total 76.9 (16.5) 0.00 0.08 –0.23* 0.14 0.07

LupusQoL=Lupus quality of life scale; SD=standard deviation
* p˂0.05, ** p˂0.01
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total, F (3, 81)=43.10, p<0.001, adjusted R²=0.60, 
meaning 60% of the variance in LupusQoL total 
could be predicted by the number of prescribed 
medications, mental health status, and self-esteem. 
However, only mental health status and self-esteem 
were significantly contributing to the model (Table 5).

Discussion
Similar to the U.S. statistics(1), the present study 

found that most SLE patients were female and most 
were diagnosed with SLE during their reproductive 
years. A retrospective study reviewing 749 Thai SLE 
patient charts between 1996 and 2005 reported the 
average age of death was 34 years and the disease 
duration among the survivals was seven years(13). 
Encouragingly, the SLE patients in the present study 
already lived longer (the mean age of 40 years) and, 
on average, had been living with SLE for 10 years.

Mental health
The present study found a great number of 

SLE patients were facing psychological challenges. 
Similar to a previous study(14), approximately 30% of 
the patients were categorized as having depression. 
This number was much higher than the 11.5% mild 
to severe depression prevalence rate among adults 
who visited the outpatient clinics in Thailand(21). This 
high depression rate could be from the autoimmune 
attacking the central nervous system, causing 
depression, and could also be a psychological 
outcome of SLE illness(22,23).

Furthermore, 51.4% of the patients were 
categorized as having anxiety. A meta-analysis, using 
59 qualified studies conducted in America, Asia, 
Europe, Africa, and Oceania also reported the anxiety 
prevalence to be 40%(2). While keeping in mind that 

corticosteroids, a commonly used drug among SLE 
patients, could cause some side effects that mimic 
anxiety symptoms(24), the high percentage of anxiety 
could not be ignored. Intertwining with depression 
and anxiety, the prevalence of stress was also at 29%. 
The high stress level might negatively impact the 
patient’s anxiety, depression, and physical well-being 
leading to a lower quality of life(4,25).

The present study found higher levels of 
depression and anxiety were associated with higher 
number of prescribed medications. To successfully 
control SLE conditions, health care providers 
must provide proper treatments as well as self-care 
education to patients. When SLE is under control, 
fewer medications will be needed, which may help 
decrease depression and anxiety as well. The SLE 
patients with depression or anxiety should also be 
referred for psychiatric treatment or psychotherapy so 
that they can cope with the psychological challenges. 

For self-esteem (the person’s positive or negative 
attitude toward themselves as a whole(26)), the present 
study found that the SLE participants had good self-
esteem level (31.8 out of 40) and self-esteem was 
negatively associated with depression, anxiety, and 
stress level. Consistent with previous studies, self-
esteem could not predict one’s performance in areas 
such as job, study, or relationship with others, but it 
had a positive relation to happiness and a negative 
relation to depression(26,27). Furthermore, similarly 
to previous studies(28,29), self-esteem was positively 
associated with income and education level. Patients 
who are unemployed or do not have sufficient income 
should be referred to a social worker. Helping the 
unemployed patients earn income through job skill 
training or further education may increase their self-
esteem and decrease stress levels.

Table 5. Hierarchical multiple regression analysis summary for mental health status and self-esteem, controlling the number 
of prescribed medications variable, predicting LupusQoL total

Variables B SEB β R² Δ R²

Step 1 0.06 0.06

No. of prescribed medications –1.64 0.70 –0.25*

Constant 88.75 4.75

Step 2 0.62 0.55

No. of prescribed medications –0.90 0.47 –1.93

Mental health –0.76 0.13 –0.52**

Self-esteem 1.21 0.34 0.31**

Constant 55.57 12.28

* p˂0.05, ** p˂0.01
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Quality of life
It has been known that SLE patients had lower 

HRQoL when compared to the general populations(9). 
When examining for the disease-specific HRQoL, 
the present study found that all eight domains 
of the quality of life were impaired. The most 
affected domains were intimate relationship, body 
image, and burden to the others. These results were 
similar to previous studies conducted in Turkey and 
Mexico(11,30).

In Thai society, discussing sex with a partner 
may be viewed as “improper” since sex education 
or discussion has been restricted in both school and 
family settings(31). As shown in the present study, in 
addition to the physical limitations, the older patients 
might have a harder time dealing with intimate 
relationship issues because of the societal restriction. 
However, if the patients were diagnosed at a younger 
age, they might have adjusted to the condition 
through time and were able to continue the intimate 
relationship with their partners. Health care providers 
should assess the patient’s intimate relationship status 
and, when appropriate, refer the patient and partner 
to family counselling.

The present study found a positive correlation 
between body image and age. Younger patients felt 
more impact of the disease on their body image. This 
could be due to their own maturity level combined 
with ominous advertisement regarding external 
beauty in Thailand(32). Connecting patients with an 
SLE support group who share similar issues such 
as butterfly-rash, hair loss, gain weight, or rounded 
face may alleviate the body image concerns. Gaining 
positive body image may in turn increase self-esteem 
and decrease depression(32,33).

Furthermore, the present study found that the 
SLE patients who were older and had more income 
felt less burden to others. In addition to equipping 
patients with job skills, health care providers must 
actively advocate for a better health policy. For 
example, the Thai government should at least 
subsidize the cost of the expensive, but critically 
needed SLE medications that are not covered under 
the current universal healthcare system(34).

Consistent with previous studies(35-37), patients 
with serious mental health problems and low self-
esteem likely would have low HRQoL. It is critical for 
health care professionals to use a holistic approach to 
care for patients with this complicated disease. Patient 
assessment must cover both physical and psychosocial 
aspects. The interventions need to be comprehensive. 
Medications alone may not increase the patient’s 

quality of life. A multidiscipline team approach from 
physician, pharmacist, nurse, psychologist, and social 
worker is required to meet the goal of helping SLE 
patients control the disease and have good quality 
of life.

Limitation
The study provided informative findings that 

health care providers may apply to the SLE patients 
in Thailand. However, it had some limitations. 
The present study used a convenient sample. The 
generalizability of the finding may be limited. 
Recalling bias might cause self-reporting errors. In 
addition, the study did not examine the relationship 
between the quality of life and SLE disease activities 
and damage. Previously, the finding in this area has 
been inconsistent. One study found no significant 
association between the quality of life and the disease 
activity(11). On a contrary, two studies reported the 
significant association between the disease activity 
state and quality of life(38,39). In addition, the present 
study did not explore the organ involvement, co-
morbidities, and cognitive impairment variables. These 
variables should be included in the future research. 
Furthermore, a pilot study should be conducted to 
examine if a holistic-approach intervention program 
would enhance the SLE patients’ mental health 
and HRQoL. Lastly, if time and funding allowed, 
a longitudinal study to confirm causal relationships 
between the mental health issues and quality of life 
should be conducted.

What is already known on this topic?
Previous studies from other countries reported 

SLE patients have experienced more mental health 
issues and lower quality of life, compared to the 
general population. 

What this study adds?
This study was the first multi-site study in 

Thailand that examined the mental health and 
disease-specific quality of life among the SLE 
patients. This study identified the significant factors 
influencing the quality of life such as mental health 
including depression, anxiety, and stress, and self-
esteem.

Acknowledgement
The authors would like to thank Dr. Lee-Suan 

The and Mary Gawlicki (Corporate Translation, Inc.) 
for their approval to use the LupusQoL questionnaire-
Thai version. The authors also would like to thank   



1192 J Med Assoc Thai | Vol.103 | No.11 | November 2020

Dr. Wongpakaran for providing us with the Rosenberg 
Self-Esteem scale-Thai version.

Funding disclosure
The present work was financially supported by 

California State University, Dominguez Hills through 
the Faculty Research and Creativity Activity Grant.

Conflicts of interest
The authors report no conflict of interest with 

respect to the research, authorship, or publication of 
this article. 

References
1. Lupus Foundation of America. Understanding lupus 

[Internet]. 2018 [cited 2018 Jun 1]. Available from: 
https://www.lupus.org/understanding-lupus?

2. Zhang L, Fu T, Yin R, Zhang Q, Shen B. Prevalence 
of depression and anxiety in systemic lupus 
erythematosus: a systematic review and meta-analysis. 
BMC Psychiatry 2017;17:70.

3. Beckerman NL, Auerbach C, Blanco I. Psychosocial 
dimensions of SLE: implications for the health care 
team. J Multidiscip Healthc 2011;4:63-72.

4. Peralta-Ramirez MI, Perez-Marmol JM, Castaneda-
Cabestany M, Santos-Ruiz AM, Montero-Lopez 
E, Callejas-Rubio JL, et al. Association between 
perceived level of stress, clinical characteristics 
and psychopathological symptoms in women with 
systemic lupus erythematosus. Clin Exp Rheumatol 
2018;36:434-41.

5. El latif EA, Hassan Z and Gomaa A. Effect of systemic 
lupus on patient’s self-esteem and quality of life. Egypt 
Nurs J 2018;15:156-61

6. Sutanto B, Singh-Grewal D, McNeil HP, O’Neill S, 
Craig JC, Jones J, et al. Experiences and perspectives 
of adults living with systemic lupus erythematosus: 
thematic synthesis of qualitative studies. Arthritis Care 
Res (Hoboken) 2013;65:1752-65.

7. Lupus Foundation of America. Common triggers for 
lupus [Internet]. 2018 [cited 2018 Jun 1]. Available 
from: https://www.lupus.org/resources/common-
triggers-for-lupus.

8. Barnado A, Wheless L, Meyer AK, Gilkeson GS, 
Kamen DL. Quality of life in patients with systemic 
lupus erythematosus (SLE) compared with related 
controls within a unique African American population. 
Lupus 2012;21:563-9.

9. Petri M, Kawata AK, Fernandes AW, Gajria K, Greth 
W, Hareendran A, et al. Impaired health status and the 
effect of pain and fatigue on functioning in clinical 
trial patients with systemic lupus erythematosus. J 
Rheumatol 2013;40:1865-74.

10. Yazdany J. Health-related quality of life measurement 
in adult systemic lupus erythematosus: Lupus Quality 
of Life (LupusQoL), Systemic Lupus Erythematosus-

Specific Quality of Life Questionnaire (SLEQOL), 
and Systemic Lupus Erythematosus Quality of Life 
Questionnaire (L-QoL). Arthritis Care Res (Hoboken) 
2011;63 Suppl 11:S413-9.

11. Yilmaz-Oner S, Oner C, Dogukan FM, Moses TF, 
Demir K, Tekayev N, et al. Health-related quality of 
life assessed by LupusQoL questionnaire and SF-36 in 
Turkish patients with systemic lupus erythematosus. 
Clin Rheumatol 2016;35:617-22.

12. Elera-Fitzcarrald C, Fuentes A, Gonzalez LA, Burgos 
PI, Alarcon GS, Ugarte-Gil MF. Factors affecting 
quality of life in patients with systemic lupus 
erythematosus: important considerations and potential 
interventions. Expert Rev Clin Immunol 2018;14:915-
31.

13. Foocharoen C, Nanagara R, Suwannaroj S, 
Mahakkanukrauh A. Survival rate among Thai 
systemic lupus erythematosus patients in the era of 
aggressive treatment. Int J Rheum Dis 2011;14:353-60.

14. Maneeton B, Maneeton N, Louthrenoo W. Prevalence 
and predictors of depression in patients with systemic 
lupus erythematosus: a cross-sectional study. 
Neuropsychiatr Dis Treat 2013;9:799-804.

15. Chaiamnuay S, Lomaratana V, Sumransurp S, 
Phukongchai S, Narongroeknawin P, Asavatanabodee 
P. Health-related quality of life and disease severity 
of SLE patients in Phramongkutklao Hospital. J Med 
Assoc Thai 2010;93 Suppl 6:S125-30.

16. Lovibond SH, Lovibond PF. Manual of the depression 
anxiety stress scales. 2nd ed. Sydney: Psychology 
Foundation; 1995.

17. Wongpakaran T, Wongpakaran N. A comparison of 
reliability and construct validity between the original 
and revised versions of the Rosenberg Self-Esteem 
Scale. Psychiatry Investig 2012;9:54-8.

18. RWS Life Sciences. LupusQoL [Internet]. 2018 [cited 
2018 Jun 1]. Available from: http://www.corptransinc.
com/sites/lupusqol/translations/linguistic-validation. 

19. Faul F, Erdfelder E, Buchner A, Lang AG. Statistical 
power analyses using G*Power 3.1: tests for 
correlation and regression analyses. Behav Res 
Methods 2009;41:1149-60.

20. Leech NL, Barrett KC, Morgan GA. SPSS for 
intermediate statistics use and interpretation. 3rd ed. 
New York: Taylor & Francis Group; 2008.

21. Nuntatikul P, Hongsranagon P, Havanond P. Prevalence 
of and factors associated with depression in Thai adult 
general OPD patients at Phanomphrai Hospital, Roi-
Et province, Thailand. J Health Res 2010;24(Suppl 
2):133-6.

22. Bai R, Liu S, Zhao Y, Cheng Y, Li S, Lai A, et al. 
Depressive and anxiety disorders in systemic lupus 
erythematosus patients without major neuropsychiatric 
manifestations. J Immunol Res 2016;2016:2829018.

23. Figueiredo-Braga M, Cornaby C, Cortez A, Bernardes 
M, Terroso G, Figueiredo M, et al. Depression and 
anxiety in systemic lupus erythematosus: The crosstalk 
between immunological, clinical, and psychosocial 



J Med Assoc Thai | Vol.103 | No.11 | November 2020 1193

factors. Medicine (Baltimore) 2018;97:e11376.
24. Johns Hopkins Lupus Center. Treating lupus with 

steroids [Internet]. 2019 [cited 2019 Dec 1]. Available 
from: https://www.hopkinslupus.org/lupus-treatment/
lupus-medications/steroids/.

25. Sumner LA, Olmstead R, Azizoddin DR, Ormseth 
SR, Draper TL, Ayeroff JR, et al. The contributions 
of socioeconomic status, perceived stress, and 
depression to disability in adults with systemic lupus 
erythematosus. Disabil Rehabil 2020;42:1264-9.

26. Rosenberg M, Schooler C, Schoenbach C, Rosenberg 
F. Global Self-Esteem and Specific Self-Esteem: 
Different Concepts, Different Outcomes. Am Sociol 
Rev 1995;60:141-56.

27. Fetzer Institute. Rosenberg self-esteem scale [Internet]. 
1965 [cited 2019 Dec 1]. Available from: https://fetzer.
org/sites/default/files/images/stories/pdf/selfmeasures/
Self_Measures_for_Self-Esteem_ROSENBERG_
SELF-ESTEEM.pdf.

28. Kraus MW, Park JW. The undervalued self: social class 
and self-evaluation. Front Psychol 2014;5:1404.

29. Saygili G, Kesecioglu TI, Kiriktas H. The effect of 
educational level on self-esteem. J Res Educ Teaching 
[Internet]. 2015 [cited 2020 Jan 1]. Available from: 
http://www.jret.org/FileUpload/ks281142/File/21c..
gizem_saygili.pdf.

30. Garcia-Carrasco M, Mendoza-Pinto C, Cardiel MH, 
Mendez-Martinez S, Garcia-Villasenor A, Jimenez-
Hernandez C, et al. Health related quality of life in 
Mexican women with systemic lupus erythematosus: 
a descriptive study using SF-36 and LupusQoL(C). 
Lupus 2012;21:1219-24.

31. Sridawruang C, Pfeil M, Crozier K. Why Thai parents 
do not discuss sex with their children: a qualitative 

study. Nurs Health Sci 2010;12:437-43.
32. Pisitsungkagarn K, Taephant N, Attasaranya P. Body 

image satisfaction and self-esteem in Thai female 
adolescents: the moderating role of self-compassion. 
Int J Adolesc Med Health 2014;26:333-8.

33. Gholizadeh S, Azizoddin DR, Mills SD, Zamora G, 
Potemra HMK, Hirz AE, et al. Body image mediates 
the impact of pain on depressive symptoms in 
patients with systemic lupus erythematosus. Lupus 
2019;28:1148-53.

34. Paek SC, Meemon N, Wan TT. Thailand’s universal 
coverage scheme and its impact on health-seeking 
behavior. Springerplus 2016;5:1952.

35. Abu-Shakra M. Quality of life, coping and depression 
in systemic lupus erythematosus. Isr Med Assoc J 
2016;18:144-5.

36. Calderon J, Flores P, Aguirre JM, Valdivia G, Padilla 
O, Barra I, et al. Impact of cognitive impairment, 
depression, disease activity, and disease damage 
on quality of life in women with systemic lupus 
erythematosus. Scand J Rheumatol 2017;46:273-80.

37. Donnelly C, Cunningham N, Jones JT, Ji L, Brunner 
HI, Kashikar-Zuck S. Fatigue and depression predict 
reduced health-related quality of life in childhood-
onset lupus. Lupus 2018;27:124-33.

38. Golder V, Kandane-Rathnayake R, Hoi AY, Huq M, 
Louthrenoo W, An Y, et al. Association of the lupus 
low disease activity state (LLDAS) with health-related 
quality of life in a multinational prospective study. 
Arthritis Res Ther 2017;19:62.

39. Kiani AN, Strand V, Fang H, Jaranilla J, Petri M. 
Predictors of self-reported health-related quality of 
life in systemic lupus erythematosus. Rheumatology 
(Oxford) 2013;52:1651-7.


