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Abstract

Objective: To determine the quality of life
of Systemic Lupus Erythematosus (SLE)
patients attending Cocody University
Teaching Hospital in Abidjan using the
SF 36 tool.

Design: A descriptive and analytical
cross-sectional prospective study.
Methods: The study was carried out at the
Rheumatology Department of Cocody’s
University Teaching Hospital in Abidjan,
Cote d’Ivoire over a period of seven
months from January 2019 to July 2019.
Women diagnosed with SLE fulfilling
American College of Rheumatology
1997 criteria and/or Systemic Lupus
International ~ Collaborating  Clinics
classification (SLICC) 2012 criteria
for SLE were included. These patients
completed the SF-36 questionnaire. The
SF-36 scores reflected the degree of
achievement in each domain. The lower
the SF 36 scores the lower the quality of
life. Quality of life was altered for any
score below 40. For the disease activity,
we used the systemic lupus erythematosus
disease activity index. We looked for an
association between the characteristics
of the patients and the disease and the
domains of the QOL.

Results: The study included 51 women
and with a mean age of 35.88 + 12.37
years. The patients were mostly single
(65.38%) with a university level of
education (59.62%). Most of them had
low monthly income (82.69%) and they
were without health insurance (51.92%).
The mean duration of SLE was 76.79 +
59.37 months. The mean disease activity
score (mean SLE disease activity index)
was 9.92. The affected domains of the SF-
36 questionnaire showing altered quality
of life were “physical role” (37.02) and
“vitality” (39.99). Patients with lower
quality of life were found to be young
women, not married, have high disease
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activity, had skin and haematological
manifestations, very high disease activity
(SLEDALI) and without treatment.
Conclusion: In Abidjan, SLE patients
attending Cocody University Teaching
Hospital have a lower quality of life.
Determinants of low quality of life are:
young women, not married, secondary-
educated level,
haematological manifestations, very high
disease activity (SLEDAI) and patient
without treatment.

mucocutaneous and
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Introduction

Systemic lupus erythematosus (SLE) is a
fairly rare but well-known autoimmune
disease worldwide'. It is characterized
by rather benign cutaneous-mucosal and
articular manifestations but also serious
manifestations that can be life-threatening
23, It is a chronic disease with a heavy
price with psychological and social
implications and therefore a significant
impact on the Quality of Life (QOL)
of patients which remains an essential
element to better understand the disease.
A poor QOL may itself contribute to the
prognosis of patients; thus justifying
its assessment in lupus patients. Many
studies focusing on the subject have been
conducted in developed countries*’. In
low income countries, especially in sub-
Saharan African context, there are scarce
data on this subject 3!, It was the quest for
data that prompted the realization of this
study, the objective of which was to look
at the quality of life of patients suffering
from SLE in Abidjan.

Materials and methods

Adescriptiveand analytical cross-sectional
prospective study was conducted at the
Rheumatology Department of the Cocody
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University Teaching Hospital, Abidjan over a period of
seven months from January 2019 to July 2019. The study
included women diagnosed with SLE and meeting the
American College of Rheumatology 1997 criteria and/
or Systemic Lupus International Collaborating Clinics
classification (SLICC 2012) criteria for SLE'. Patients
who did not respect the doctor’s consultation days or
in whom there was a lack of key information were not
included. We carried out a consecutive and exhaustive
sampling. These patients were administered both a
standard questionnaire and the SF-36 questionnaire. The
study was conducted by face-to-face interview (doctor-
patient). The data collection was done in two phases. The
first phase consisted in a narration by the patient of his
pathology from the beginning of his symptomatology until
the day of the interview; this allowed us to validate the
applicability of the questionnaire to our study population.
During the second phase, patients self-administered the
questionnaire and the data that could not be provided by
them were collected from their medical file.

In the standard questionnaire, the captured data were:

(1) Socio-demographic data: Age, sex, marital status,
education level, monthly income, the presence of
health insurance.

(i) Clinical and paraclinical data: Duration of
disease progression, clinical and para clinical
manifestations, disease activity using the Systemic

Lupus Erythematosus Disease Activity Index
(SLEDAI)

(ii1) Therapeutic data:  Symptomatic and specific
treatment.

The data was collected and analysed using the EPI-
INFO software version 7.2.2.16. Quantitative variables
were described using means, Standard Deviations (SD)
and ranges as well as number and percentage. The
ANOVA test was used to compare the variables and
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to look for an association between the characteristics
of the patients and the disease on the one hand and on
the other hand the domains of the QOL. The Pearson
correlation test was performed to confirm the strength of
the association between the factors alternating the QOL.
Any variable was statistically significant for a value of P
strictly less than 0.05.

The Socio Economic Level (SEL) was considered
low if the monthly income was less than 150.000 CFA
francs (230 euros), average if this income was between
150.000 CFA francs and 300.000 CFA francs (460 euros)
and high if the monthly income was more than 300.000
CFA francs.

The SF-36 questionnaire is a 36-item scale, which
measures 8§ domains of health: physical functioning,
physical health, emotional health, physical pain, mental
health, social functioning, vitality and general health.
The normalized score for each domain is between 0 (poor
QOL) and 100% (best QOL)'3. The scores were obtained
by summing up the total values of the items for each
domain. The scores reflected the degree of achievement
for each domain. The lower the scores, the more SF-36
domains are reached and the more QOL is altered. The
QOL is altered for any score below 40. To obtain the
scores, we used the SF-36 calculator software'. The study
was done in accordance with the Helsinki declaration on
ethical principles.

Results

Fifty one women were recruited. The mean age was
35.88 + 12.37 years [range: 9-67 years]. The mean
duration of the disease was 76.79 + 59.37 months. The
baseline characteristics of patients are listed in Table
1. The disease activity was mild (38.46%), moderate
(28.85%), high (19.23%) and very high (13.46%) with a
mean activity score of 9.92 = 6.96 (according to SLEDAI
score).



Table 1: Charactéristics of the patients

Socio-demographic characteristics No. (%)
Marital status

Married 18 (34.62)

Not married 33 (65.38)
Level of education

Primary 04 (7.69)

Secondary 14 (28.84)

University 31(59.62)

Unschooled 02 (3.85)
Health insurance

Present 24 (48.08)
Employment status

Unemployed 19 (38.46)

Employed 32 (61.54)
Socioeconomic level

Low 31 (59.64)

Average 12 (23.08)

High 18 (17.28)
Clinical characteristics

Musculoskeletal 51 (100)

Mucocutaneous 47 (92.15)

Haematological 46 (90.19)

Respiratory 16 (31.13)

Renal 07 (13.72)
Clinical manifestations

Neuropsychiatric 13 (25.49)

Cardiovascular 13 (25.49)
Therapeutic charateristics

Corticosteroids 47 (92.31)

HCQ 29 (57.10)

HCQ + MMF 02 (04.46)

Drugs 05 (09.52)

HCQ +AZA 06 (11.90)

AZA 06 (11.90)

Cyclophosphamide + AZA

Cyclophosphamide 02 (04.76)

HCQ=Hydroxychloroquine; MMF=Mycophenalte mofetil; AZA=Azathioprine

63

Afr J Rheumatol 2021; Vol 9(2): 61-68



Table 2 summarizes the standardized scores The different domains of the SF-36 questionnaire are
for the SF-36 domains and the assessment method. illustrated in Figure 1.

Table 2: Standard scores of the SF-36 domains

Domains Mean normalized score Standard deviation Interval
Physical summary score
Physical health 43.46 +25.19 [5-100]
Physical functioning 58.21 +27.39 [0-100]
Physical role 37.02 +33.29 [0-100]
Body pain 50.38 +30.69 [0-100]
Mental (psychic) and social summary score

Emotional role 49.36 +46.43 [0-100]
Social functioning 66,79 +28.50 [0-100]
Mental health 52,79 +22.62 [12-100]
Vitality 39,99 +24.87 [0-100]
Change from the previous year 53,36 +36.38 [12-100]
Figure 1: Scores of SF-36 domains
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Table 3 shows the positive correlation between which did not show an association with the deterioration
characteristics of population and disease and domains of of the quality of life were: gender, professional status,
QOL and also shows the alteration of QOL. Specifically, socioeconomic level and renal, neuropsychiatric,
the influence of disease activity on the quality of life is respiratory and cardiovascular manifestations.

observedin Table 4. The other characteristics analyzed and
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Table 3: Correlations between characteristics of patients and domains of QOL

Characteristics of patients Domains P r
Age Mature adults General health 0.028 0.08
Physical functional 0.023 0.12
Marital status
Not married General health 0.043 0.01
Education level Body pain 0.004 0.09
Secondary level General health 0.015 0.11
Physical role 0.003 0.16
Physical functional 0.025 0.10
Mental health 0.004 0.15
Type of manifestations Mucocutaneous Vitality 0.001 0.16
Haematological Social functioning 0.021 0.10
Disease activity Very high Social functioning 0.010 0.19
Physical role 0.033 0.06
Treatment received No treatment Physical functional 0.021 0.13
Mental health 0.011 0.11
Vitality 0.009 0.12
Table 4: Influence of disease activity on the quality of life
Disease activity (SLEDAI)
Mild  Moderate High Very high
Domains P r
General health 51.25 42.00 36.00 35.00 0.3116
Physical role 49.99 33.33 22.50 28.57 0.365
Body pain 56.50 49.83 42.50 45.36 0.661
Physical functional 64.10 58.67 52.00 49.30 0.546
Emotional role 58.33 55.55 40.00 23.81 0.329
Social functioning 73.70 74.10 63.75 35.71 0.010
Mental health 59.65 54.40 46.80 38.30 0.136
Vitality 45.00 40.33 36.50 30.00 0.556
Change from previous year 61.84 63.33 37.40 31.14 0.092 0.19

Discussion

This was a descriptive and analytical cross-sectional
prospective study which aimed to look at QoL of
lupus patients attending Cocody University Teaching
Hospital in Abidjan. The study found that the patients
had poor QoL and they were mainly young women, not
married, secondary-educated level, mucocutaneous
and haematological manifestations, very high disease
activity (SLEDALI) and patients who had not received any
treatment.

It was noted in this study a predominance of
young women as in almost all the studies on SLE'*%.

The patients in our study were mostly not married
(65.38%) as in the study by Gaballah et al*' in Egypt
(86.2%) and Nyambane et a/'’ in Kenya (58.1%). The
marital status impacted the QOL specifically the “not
married” status which impaired the QOL by affecting
the general health (P=0.043; r=0.01). The literature has
revealed that “not married” status was associated with a
poor quality of life and “married” status was linked to
better QOL*3?2, This could be explained by the lack of
consistent family support among these “not married”
groups. Indeed, in our context, the mystical interpretation
of this unpredictable disease very often leads the husband
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to abandon his wife, justifying the impact of the general
health in our study. Patients in this work mostly had a
university level of education (59.62%) just like in the
study of Kompaoré et al’ but not Affane® in Morocco.
However, the secondary education level in our study
impacted the domain body pain, thus affecting the quality
of life (P = 0.040; r = 0.09). It is obvious that patients
understanding of SLE is necessary for better management
of the disease. It has been shown by Alarcon et al’ that
there is a correlation between the level of education
and the domains “physical and emotional role, general
and mental health, social and physical functioning”.
According to Devilliers et al* and Benitha et a/**, high
level of education was associated with better QOL in the
“physical pain” domain. Referring to these latest studies, it
seems that education is a key determinant of QOL because
it affects the general perception of the world and can
influence the patient’s attitude towards health and illness.
The SEL of our patients was low (82.69%) and almost
52% had no health insurance coverage. Our study could
not demonstrate an association between SEL and QOL.
Studies by other authors showed that the SEL influenced
the QOL 342425 Conversely, two other studies by Freire et
al’* and Thumboo et al’’ showed the opposite of our study
findings. We recognize that the management of SLE has
a high cost in our context. Therefore, it is advantageous
to have economic resources and/or health insurance.

The disease had an average duration of 76.79 + 59.37
months in our study population. This was in agreement
with Phuti et al*® in South Africa. This delay seemed to
be too long and was due to the ignorance of the disease
and the insufficient number of rheumatologists in Black
Africa although Kenya is an exception with a diagnostic
delay of 18 months'?’. Different other studies revealed
conflicting results where the authors had revealed a link
between the duration of the disease and the QOL*>33,
Other authors have argued to the contrary®'**. Our study
did not identify an association between disease duration
and altered QOL as in the study by Odiambo et al'! in
Kenya. On the other hand, this link was reported by
Nyambane et a/'*(P=0.01;r=0.31). According to Fortin
et al**, along duration of disease would increase the score
in the “emotional role” domain, therefore would not affect
the QOL. The main manifestations in our study were
rheumatological, dermatological, and haematological.
The same observation was made by Budhoo et al'’,
Dzifa et al'’ and Hamdy et al*. Our study showed
that specially skin manifestations were determinants of
altered QOL by affecting the domains general health,
physical role, physical functioning, mental health and
vitality, and haematological manifestations affected the
social functioning domain (P =0.021; r=0.10) according
to Gaballah et a/*'. Mucocutaneous manifestations will
lead to the development of an aesthetic complex with
a negative physical-psychological impact®®. On the
other hand, joints and visceral manifestations were not
associated with an impairment in QOL in our study
although several other studies confirmed the functional
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prognosis of rheumatological involvement*!*!13237 The
average SLEDAI score was 9.92 in our study, indicating
a moderate activity. Disease activity in our study was a
factor associated with an impairment of QOL specially
the very high activity that affected social functioning
(P =0.010; r = 0.19). Empirically, one would think that
the more intense the activity of the disease is, the more
QOL would deteriorate. This has been confirmed in the
literature and it varied from one domain to another®**!.
Indeed, in Affane et al® study, the “physical and social
functioning”, “general health”, “vitality” and “physical
pain” domains were the ones affected, whereas Devilliers
et al* only reported “physical functioning” domain, and
in the study of Hamdy et a/*, “general health”, “social
functionning” and “body pain” were affected. Many
other authors have not found a correlation between the
activity of the disease and the change in QOL 11224243,
The most common drug in lupus specific treatment was
HCQ and the symptomatic drug in our population was
prednisone (92.31%) as found in other studies!®!"1820 Tt
is important to mention that the activity of the disease
will strongly depend on the quality of the treatment
received. In fact, in our study the lack of treatment (due
to low SEL) was a determining factor in the alteration
of the QOL by affecting several domains: physical role,
physical functioning, mental health and vitality. As we
found in our study, treatment was not correlated with
QOL in the literature!!.

Conclusion

In Abidjan, the use of the SF-36 questionnaire in SLE
has shown that patients attending Cocody University
Teaching Hospital have alower QOL and the most affected
domains were: “physical role” and “vitality” and their
impairment affected the QOL of patients. Patients at risk
of impaired QOL in SLE in Abidjan are: mature adults,
not married, secondary-educated women whose disease
manifestations are mucocutaneous and haematological
with severe very high disease activity (SLEDAI) and
patients who have not received any treatment.

Conflict of interest: None to declare.
Consent of the patients: This was received.

Ethical approval: The study was cleared by the relevant
ethics committee.

References

1. Lim SS, Drenkard C. Epidemiology of lupus: an
update. Curr Opin Rheumatol. 2015; 27(5): 427-432.

2. Zucchi D, Elefante E, Calabresi E, Signorini V,
Bortoluzzi A, Tani C. One year review 2019:
systemic lupus erythematosus. Clin Exp Rheumatol.
2019; 37(5):715-722.

3. Lazaro E, Richez C, Seneschal J. Systemic lupus
erythematosus. EMC-Appareil locomoteur. 2014;
9(4):1-16.



10.

11.

12.

13.

14.

15.

16.

Devilliers H, Vernier N, Muller G, Turcu A, Samson
M, Bielefeld JF. Quality of life measures in systemic
lupus erythematosus: an update. Rev Med Intern.
2018; 39(2):107-116.

Alarcon GS, McGwin G Jr, Uribe A, Friedman
AW, Roseman JM, Fessler BJ, et al. Systemic
lupus erythematosus in a multiethnic lupus cohort
(LUMINA). XVIL. Predictors of self-reported health-
related quality of life early in the disease course.
Arthritis Rheum. 2004; 51(3):465-474.

Jolly M, Mikolaitis RA, Shakoor N, Fogg LF, Block
JA. Education, zip code-based annualized household
income, and health outcomes in patients with
systemic lupus erythematosus. J Rheumatol. 2010;
37(6):1150-57.

Mc Elhone K, Castelino M, Abbott J, Bruce IN,
Ahmad Y, Shelmerdine J, et al. The Lupus QoL
and associations with demographics and clinical
measurements in patients with systemic lupus
erythematosus. J Rheumatol. 2010; 37(11):2273-79.
Affane M. Study of quality of life of patients
with systemic lupus erythematosus. These med:
Marrakech; 2010.

Kompaoré DE. Quality of life of patients with
systemic lupus erythematosus in university teaching
hospital Yalgado Ouédraogo case-control study.
These med: Ouagadougou; 2015.

Nyambane E, Genga EK, Achieng L, Otieno FCF.
Assessment of disease activity and health-related
quality of life in patients with systemic lupus
erythematosus at Kenyatta National Hospital. AfiJ
Rheumatol. 2020; 8(2):75-81.

Odhiambo J, Oyoo GO, Amayo E. An evaluation of
quality of life in ambulatory patients with systemic
lupus erythematosus attending rheumatology clinic
in Kenyatta National Hospital. Afi J Rheumatol.
2014; 2(1): 18-22.

Petri M, Orbai A-M, Alarcon GS, Gordon C, Merrill
JT, Fortin PR, et al. Derivation and validation of
the Systemic Lupus International Collaborating
Clinics classification criteria for systemic
lupus erythematosus. Arthritis Rheum. 2012;
64(8):2677-86.

Ware JE, Kosinski M, Dewey JE. How to score
version 2 of the SF-36 health survey. Watertown
(Massassuchets): John Ware Research Group; 2000.
SF 36 Calculator- Ortho Toolkit |Internet] accessed
March 13, 2003. Available on  https://www.
orthotoolkit.com/sf-36/.

Budhoo A, Mody GM, Dubula T, Patel N, Mody
PG. Comparison of ethnicity, gender, age of onset
and outcome in South Africans with systemic lupus
erythematosus. Lupus. 2017; 26:438-446.

Leye YM, Ndiaye N, Diack ND, Ndour MA, Fall
BC, K& W, et al. Epidemiological and diagnostic
aspects of the connective tissue diseases in the Pikine
Hospital Internal Medicine Department: an analysis
of 287 cases. RAFMI. 2017; 4(2):22-25.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

67

Dzifa D, V Boima V, Yorke E, Yawson A, Ganu V,
Mate-Kole C. Predictors and outcome of systemic
lupus erythematosus (SLE) admission rates in a
large teaching hospital in sub-Saharan Africa. Lupus.
2018; 27(2):336-342.

Doualla M, Luma NH, Gloria A, Epée H, Kwedi F,
Kemta LF, Ngatat C, Ngandeu-Singwe M. Clinical
presentation, treatment and outcome of patients with
SLE at a rheumatology clinic in Douala, Cameroon.
Health Sci Dis. 2014; 15(2):1-5.

Abdel Maksoud MA. Epidemiology of systemic
lupus erythematosus in Saudi Arabia. Biomed J Sci
Tech Res. 2019; 12(4):9406-9408.

Essouma M, Nkeck JR, Endomba FT, Bigna JJ,
Singwe-Ngandeu M, Hachulla E. Epidemiological
data on systemic lupus erythematosus in native sub-
Saharan Africans. Data Brief. 2019; 28:104909. doi:
10.1016/5.dib.2019.104909.

Gaballah NG, El-Najjar AR. Clinical characteristics
and health related quality of life (HRQoL) in Egyptian
patients with systemic lupus erythematosus. The
Egyptian Rheumatologist. 2019; 41: 117-121.

Katz P, Yazdany J, Julian L, Trupin L., Margaretten
M, Yelin E, et al. Impact of obesity on functioning
among women with systemic lupus erythematosus.
Arthritis Care Res. 2011; 63(10):1357-64.

Benitha R, Tikly M. Functional disability and
health-related quality of life in South Africans
with rheumatoid arthritis and systemic lupus
erythematosus. Clin Rheumatol. 2007; 26(1):24-29.
Devilliers H, Amourab Z, Maurierc F, Pasqualid JL,
Broussollee C, Wahl D. Determinants of the quality
of life associated with systemic lupus in France:
preliminary results from the EQUAL study on 328
patients. Rev Med Intern. 2014; 35:A50-A51.
Devilliers H. In-depth study of measuring instruments
and determinants of quality of life during systemic
lupus erythematosus. These med: Dijon; 2015.
Freire EA, Maia 10, Nepomuceno JC, Ciconelli
RM. Damage index assessment and quality of life
in systemic lupus erythematosus patients (with long-
term disease) in Northeastern Brazil. Clin Rheumatol.
2007; 26(3):423-428.

Thumboo J, Fong KY, Chan SP, Leong KH, Feng
PH, Thio ST. A prospective study of factors affecting
quality of life in systemic lupus erythematosus.
J Rheumatol. 2000; 27(6):1414-20.

Phuti A, Schneider M, Makan K, Tikly M, Hodkinson
B. Living with systemic lupus erythematosus in
South Africa: a bitter pill to swallow. Health Qual
Life Outcomes.2019; 17(1):65. doi: 10.1186/s12955-
019-1132-y.

Afr J Rheumatol 2021; Vol 9(2): 61-68



29.

30.

31.

32.

33.

34.

35.

36.

Missounga L, Ouedraogo DD, Nseng Nseng IR,
Singwe-Ngandeu M, Daboiko JC, Eti E, et al
Rhumatologie en Afrique noire francophone et a
Madagascar: état des lieux sur les rhumatologues,
les pathologies rhumatologiques, les moyens
diagnostiques et thérapeutiques en 2015. Med Afr
Noire. 2018; 6501: 59-68.

Kulczycka L, Sysa-Jedrzejowska A, Robak E.
Quality of life and satisfaction with life in systemic
lupus erythematosus patients-the importance of
clinical manifestations. Clin Rheumatol. 2010;
29(9):991-997.

Khanna S, Pal H, Pandey RM, Handa R. The
relationship between disease activity and quality of
life in systemic lupus erythematosus. Rheumatology.
(Oxford). 2004; 43(12):1536-40.

Doria A, Rinaldi S, Ermani M, Salaffi F, Iaccarino L,
Ghirardello A, et al. Health-related quality of life in
Italian patients with systemic lupus erythematosus.
II. Role of clinical, immunological and psychological
determinants.  Rheumatology  (Oxford). 2004;
43(12):1580-86.

Sutcliffe N, Clarke AE, Levinton C, Frost C, Gordon
C, Isenberg DA. Associates of health status in patients
with systemic lupus erythematosus. J Rheumatol.
1999; 26(11):2352-56.

Fortin PR, Abrahamowicz M, Neville C, Du Berger
R, Fraenkel L, Clarke AE. Impact of disease activity
and cumulative damage on the health of lupus
patients. Lupus. 1998; 7(2):101-107.

Hamdy S, Gamal T, Khalil Khalil A, Nagwa L.
Pattern of systemic lupus erythematosus in Egyptian
patients: the impact of disease activity on the quality
of life. Pan Afr Med J. 2010; 6:14. doi: 10.4314/
pam;j.v6il.69084.

Rezgui A, Hassine IB, Baya W, Anoun J, Karmani
M, Mzabi A, et al. Assessment of the quality of life
(QOL) of lupus patients using the generic Medical

Afir J Rheumatol 2021; Vol 9(2): 61-68 63

37.

38.

39.

40.

41.

42.

43.

Outcome Study Short Form or SF-36 questionnaire
and the specific Lupus Quality of life (lupusQol)
questionnaire: comparison . Rev Med Intern. 2018;
39:A107-A108.

Behiry ME, Ahmed SA, Elsebaie EH. Assessment of
quality of life (QoL) in systemic lupus erythematosus
patients at a tertiary care hospital in Egypt. Curr
Rheumatol Rev. 2019; 15(4):304-311.

Medeiros MMC, Menezes APT, Silveira VA, Ferreira
FNH, LimaGR, Ciconelli RM. Health-related quality
of life in patients with systemic lupus erythematosus
and its relationship with cyclophosphamide pulse
therapy. Fur J Int Med. 2008; 19(2):122-128.
Kuriya B, Gladman DD, Ibafiez D, Urowitz MB.
Quality of life over time in patients with systemic
lupus erythematosus. Arthritis 2008;
59(2):181-185.

Saba J, Quinet RJ, Davis WE, Krousel-Wood M,
Chambers R, Gomez N. Inverse correlation of each
functional status scale of the SF-36 with degree of
disease activity in systemic lupus erythematosus
(m-SLAM). Joint Bone Spine. 2003; 70(5):348-351.
ZhuTY, Tam LS, Lee VW, et al. Relationship between
flare and health-related quality of life in patients with
systemic lupus erythematosus. J Rheumatol. 2010;
37: 568-573.

Urowitz M, Gladman DD, Ibafiez D, Sanchez-
Guerrero J, Bae SC, Gordon C, et al. Changes
in quality of life in the first 5 years of disease in a
multicenter cohort of patients with systemic lupus
erythematosus. Arthritis Care Res. (Hoboken).
2014;66(9):1374-79.

Chaigne B, Chizzolini C, Perneger T, Trendelenburg
M, Huynh-Do U, Dayer E. Impact of disease activity
on health-related quality of life in systemic lupus
erythematosus: a cross-sectional analysis of the
Swiss Systemic Lupus Erythematosus Cohort Study
(SSCS). BMC Immunology. 2017; 18:1-17.

Rheum.



