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Abstract: Introduction: In present study, we aimed to measure the prevalence of anxiety, depression stress and pain in rheumatoid
arthritis(RA) and systemic lupus erythematosus (SLE) patients. Materials & Methods: Present cross sectional study was conducted at the
department of psychiatry of a tertiary care centre. A total of 50 consecutive patients diagnosed with rheumatoid arthritis and systemic
lupus erythematosus as per International Classification of Diseases — Diagnostic Criteria for Research were selected for the study.
Depression Anxiety Stress Scale (DASS) was used to assess level of depression, anxiety and stress while VAS scale was used to assess
pain among cases. Data was analysed using SPSS ver. 21.0. Results: Moderate or severe depressive symptoms were very prevalent in the
study population, with 37.5% of subjects of RA and 80% of subjects of SLE being suffering from depression. A total of 52.5% of the
patients of rheumatoid arthritis and 60% of the patients of SLE had symptoms of anxiety. Stress was observed in 45% patients of RA and
80% patients of SLE. A total of 40% of the patients of both RA and SLE reported suffering from moderate amount of pain, 27% of RA
patients and 20% of SLE patients reported severe pain in the study. It was also observed that various psychiatric co-morbidities were
significantly correlated with each other i.e. depression, anxiety, stress and pain with each adding to the presence of other. Conclusion:
Depression, Anxiety, psychological stress and mood status are independent factors in patients with RA and SLE. These factors need to
be considered, particularly in patients who are resistant to different treatment regimens and in whom any reason for disease flare is not
obvious. Higher pain levels was associated with moderate or severe depressive symptoms. Furthermore, those patients with moderate or

severe depressive symptoms were more likely to have arthritis compared with those with no or mild depressive symptoms.
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1. Introduction

The more recent analysis of the Global Burden of Disease
has identified mental disorders and musculoskeletal diseases
as some of the major contributors to Years Lived in
Disability (YLD) [1]. Chronic pain affects every aspect of
the individual’s life, including their relationships with
others, employment, and ability to participate in their normal
activities. Clearly, when any condition has this level of
impact on our patient’s lives, and that of their loved ones,
it’s no wonder they are likely to experience negative
emotions [2].

There is a strong link between chronic pain and depression,
and although this is widely known, depression often remains
under-diagnosed in individuals with chronic pain, Pain
catastrophising involves the magnification of pain symptoms
leading to increased levels of depression, an increased sense
of helplessness, anxiety and consequent functional loss. It
occurs as a result of the manifestation of negative feelings,
such as anxiety. It can also lead to the individual displaying
avoidance behaviours which, in turn, only lead to further
increased levels of disability, disuse and depression [3].

Rheumatoid arthritis (RA) is a chronic autoimmune disease
characterized by persistent inflammation of joints with an
fluctuant course and has a prevalence of 0.2%-1.2% [4]. It
involves peripheral joints which eventually results in joint
damage which leads to deformities. The incidence is two to
three times higher in women than in men with peak in sixties

[4].Psychological stress and mood disorders such as
depression and anxiety are more frequent in patients with
RA.

Rheumatoid arthritis affects overall wellbeing of an
individual. Due to chronic and disabling nature of disease it
affects all domains of life i.e. physical, psychological, social
etc. It causes high morbidity as well as mortality. Patients
with rheumatoid arthritis lose their functional capacity by
30-50% at the end of 15 years of disease [5,6]. Along with
functional disability, RA has an impact on the emotional and
psychological functioning of the patient [7]. Due to
persistent pain, stiffness, deformities, rheumatoid arthritis
affects not only physical health but also affects mental
health. ~ Patients  with  rheumatoid  arthritis  can
developpsychiatric disorders as well as have subsyndromal
psychiatric symptoms (viz.anxiety, depression). Among the
various causes of psychiatric illnesses in rheumatoid arthritis
the most common is emotional reaction to painful and
disabling illness affecting work, family and social activity

[8].

Depression and anxiety is associated with immune and
neurotransmitter dysregulation [9]. This dysregulation may
lead to the activation of autoimmune mechanisms that play a
central role in RA. Further, altered pain and reduction of
physical activity may decrease endorphin levels, causing
increased pain sensation and patient discomfort, thereby
resulting with depression. Chronic pain syndromes such as
RA and depression have common pathways, and a
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dysfunction of these pathways may cause a cycle of pain and
depression [10].

Psychiatric disorders like anxiety and depression are also
associated with rheumatic diseases in some other ways, such
as gender, time of appearance and course of illness.
Associated co-morbidities, such as diabetes mellitus or
chronic renal failure, may also contribute to the development
and severity of distress. Considering the most commonly
used therapy, there is evidence that corticosteroids lower
serotonin levels, which can also cause depression[11]. The
loss of recreational and social activities, has been shown to
significantly increase the risk of depressive symptoms. The
co-existence of both conditions adds to the burden of the
disease on the healthcare system as well, with increased
physician and general practitioner visits and more requests
for analgesia. Depression can also result in poor adherence
to treatment.

Due to potentially debilitating nature of the disease and its
relatively early onset, Systemic lupus erythematosus (SLE),
a chronic, inflammatory autoimmune disease that can
potentially affect multiple organ systems, impairs quality of
life and also leads to significant psychological distress in
afflicted patients. SLE is characterized by the production of
antibodies that are reactive with nuclear, cytoplasmic and
cell membrane antigens [12]. SLE can pose multiple
challenges and disrupt life goals throughout adulthood. SLE
affects mostly women and has a high prevalence in
vulnerable populations and certain ethnic groups, especially
among individuals of African—American, Hispanic, Native
American and Asian descent [13,14], and among those of
lower socioeconomic status [15,16]. This disease can lead to
lifethreatening consequences for approximately a third of
diagnosed patients who may suffer impaired functioning in
several organ systems, including the heart, lungs, liver and
kidneys. Importantly, SLE can have profound effects on the
physical and psychosocial adjustment of afflicted patients.
For many patients, SLE can contribute to work disability,
functional impairments, loss of valued activities and a high
prevalence of mood disturbance [17].

Previous studies have found higher levels of psychiatric
disturbances in patients with SLE, particularly depression,
anxiety or distress [18]. Higher levels of social introversion
[19] and obsessive compulsive disorder have also been
reported in patients of SLE. Psycho-social stressors
associated with having chronic illness may also increase risk
for depression and anxiety [20].

In present study, weaimed to measure the prevalence of
anxiety, depression stress and pain in rheumatoid arthritis
and systemic lupus erythematosus patients.

2. Materials and Methods

Present cross sectional study was conducted atdepartment of
psychiatry of a tertiary care hospital,part of a medical
college in Pune. Study population included: patients
diagnosed with Rheumatoid arthritis and Systemic lupus
erythematosus attending the rheumatology OPDin the
hospital. A total of 50 consecutive patients diagnosed with
rheumatoid arthritis and systemic lupus erythematosus as per

International Classification of Diseases (ICD-10 DCR) —
Diagnostic Criteria for Research were selected for the study.

Inclusion Criteria

1) Those willing to participate in the study by means of
written informed consent.

2) Those diagnosed with Rheumatoid Arthritis and
systemic lupus erythematosus as per International
Classification of Diseases and Health Related Problem
(ICD 10-DCR Version- Diagnostic Criteria for
Research).

3) Patient above 18 years.

4) Both male and female patients.

5) OPD/ IPD patients.

Exclusion Criteria

1) Patients having pre-existing psychiatric
substance use disorder/ Neurological disorder.

2) Patients suffering from other ongoing medical/ surgical
illnesses.

illness/

3. Methodology

All patients attending Rheumatology sub-speciality clinic
and diagnosed with Rheumatic Arthritis and Systemic lupus
erythematosus were provided with patient information sheet
and consent form. A specially designed proforma containing
all necessary details of the study was provided to the
patients. The responses were scored and assessed in the
Department of Psychiatry.

Tool Description

1) Depression Anxiety Stress Scale (DASS): This is a set
of three self-report scales designed to measure the negative
emotional states of depression, anxiety and stress. Each of
the three scales contain 14 items divided into sub scales of
2-5 item with similar content. This has been shown to have
high internal consistency and capacity to discriminate
between the three related states, thus being useful to
researchers [21].

2) Visual Analogue Scale (VAS): The visual analogue scale
or visual analog scale (VAS) is a psychometric response
scale which can be used in questionnaires. It is a
measurement instrument for subjective characteristics or
attitudes that cannot be directly measured. When responding
to a VAS item, respondents specify their level of agreement
to a statement by indicating a position along a continuous
line between two end-points.

Statistical Analysis

The quantitative data was represented as their mean + SD.
Categorical and nominal data was expressed in percentage.
The t-test was used for analysing quantitative data, or else
non-parametric data was analyzed by Mann Whitney test
and categorical data was analyzed by using chi-square test.
Correlation between scores was computed by using
Pearson’s correlation co-efficient. The significance threshold
of p-value was set at <0.05. All analysis was carried out by
using SPSS software version 21.
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Table 5: Correlation between Depression, Anxiety, Stress
and Pain scores

3.1 Tables
Table 1: Distribution of patients according to Depression
Depression Group
P RA SLE
No 25 0
62.5% 0.0%
. 2 2
Mild 5.0% 20.0%
7 4
Moderate 17.5% 40.0%
Severe 2 2
5.0% 20.0%
4 2
Extremely Severe 10.0% 0.0%
40 10
Total 100.0% 100.0%

Table 2: Distribution of patients according to Anxiety

] Group
Anxiety RA SLE
" 19 4
47.5% 40.0%
- 7 2
Mild 175% 20.0%
Moderate 2 :
22.5% 20.0%
Severe 2 :
10.0% 20.0%
1 0
Extremely Severe 25% 0.0%
40 10
Total 100.0% 100.0%

Table 3: Distribution

of patients according to Stress

Group
Stress RA SLE

No 22 2
55.0% 20.0%

. 4 4
Mild 10.0% 40.0%

Moderate ! 3
17.5% 30.0%

Severe ! 1
17.5% 10.0%

40 10
Total 100.0% 100.0%

Table 4: Distribution of patients according to Pain

. Group
Pain RA SLE
- 13 Z
<=5 325% 40.0%
16 4
6108 40.0% 40.0%
g 11 2
275% 20.0%
40 10
Total 100.0% 100.0%

Pearson's correlation |Depression | Anxiety |Stress | VAS
Depression |-~ value 418" [.7707] .153
p- value .003 | .000 | .289
Ansiety |- value | 418" 558" | .083
p- value .003 .000 | .565
Stress |- value 7707 | 558~ 307
p- value .000 .000 .030
r- value 153 083 [.307
VAS p- value .289 .565 | .030
**_Correlation is significant at the 0.01 level (2-tailed).
*. Correlation is significant at the 0.05 level (2-tailed).

4. Results

The present study included 40 patients of Rheumatoid
arthritis and 10 patients of Systemic lupus erythematosus.
Moderate or severe depressive symptoms were very
prevalent in our study population, with 37.5% of subjects of
RA and 80% of subjects of SLE being suffering from
depression (Table 1). A total of 52.5% of the patients of
rheumatoid arthritis and 60% of the patients of SLE had
symptoms of anxiety (Table 2). Stress was observed in 45%
patients of RA and 80% patients of SLE (Table 3). A total of
40% of the patients of both RA and SLE reported suffering
from moderate amount of pain, 27% of RA patients reported
severe pain and 20% of SLE patients had severe pain in
present study (Table 4). We also observed various
psychiatric co-morbidities to be significantly correlated with
each other i.e. depression, anxiety, stress and pain with each
adding to the presence of other (Table 5).

5. Discussion

Rheumatoid Arthritis is a chronic inflammatory disease of
unknown aetiology, with an unpredictable course and
prognosis and SLE is an autoimmune disorder characterised
by multi system inflammation with the generation of
autoantibodies. Thus, it is not surprising that many patients
with  RA and SLE experience anxiety,depression and
helplessness. The intensity of the disease varies and the
individual has to learn to live with pain and disabilities [22].
It is therefore important to measure health status as well as
other non-medical aspects of life such as social and
emotional functioning and family and peer relationships
from the patient’s point of view.

6. Depression

The present study showed that moderate or severe
depressive symptoms were very prevalent in our study
population, with 37.5% of subjects of RA and 80% of
subjects of SLE being suffering from depression.

Findings of Dickens C et al. [23] also indicate that subjects
with RA are more likely to be depressed than healthy control
subjects. Another study by Pincus T et al.[24] has also
reported large percentage of depression in patients of
rheumatoid arthritis. Other studies also observed that
subjects with RA were more depressed than control subjects
[25-33].
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Karol DE et al.[34] sought to determine the prevalence of
moderate or severe depressive symptoms and to determine
factors associated with these depressive symptoms in a large
cohort of patients with SLE and found that 41.7% of patients
reported moderate to severe depressive symptoms. Our
results are also consistent with previous reports highlighting
the significance of depression in SLE population[35,36].

Anxiety and Stress

Anxiety and stress were also observed to be common
psychiatric manifestations in cases of RA & SLE. A total of
52.5% of the patients of rheumatoid arthritis and 60% of the
patients of SLE had symptoms of anxiety. Stress was also
seen to be significantly associated with 45% patients of RA
and 80% patients of SLE reported stress in present study.

Yimaz V et al. [37] reported mood disorders such as
depression and anxiety are known risk factors in 86.1% of
the patients and responsible for aggravation of the
Rheumatic arthritis. These results are also supported by
various other previous findings by Hagglund et al [38], who
found that measures of both depression and anxiety add to
general distress. Also, Clark and Watson’s[39] tripartite
model (i.e. depression, anxiety, and distress) theorized that
the shared factor of distress accounts for the overlap
between anxiety and depression. Not surprisingly, anxiety
and depression are commonly comorbid conditions and are
typically correlated[40,41]. In addition, previous research
has revealed that a frequent temporal sequence is anxiety
first and then subsequently depression[42]. Therefore,
screening for symptoms of anxiety in persons with RA
might facilitate early identification of depression and,
thereby, help to prevent future depressive episodes [43].

In regard to SLE our findings are in accordance with Bachen
EA et al.[35] study which indicated that lifetime MDD and
anxiety, affected 47% of the SLE patients and was the most
common diagnosis, and also was 2 times more common than
in general population estimates. Segui J et al. [44] suggests
that as many as 65% of such patients meet criteria for a
psychiatric disorder. A similar lifetime prevalence of MDD
(49%) and anxiety was also found in an out-patient sample
of Brazilian women with SLE [45]. Our results are also
consistent with those of Shih et al.[46] who, using a
nationally representative sample of US adults, found that
anxiety and depressive symptoms were more than twice as
common in adults with arthritis than those without arthritis.
Seawell AH et al.[17] in their study reported symptoms of
depression and anxiety to be commonly reported in patients
with SLE and are likely to be associated with the physical
disability and stress of living with a chronic disease. Nery
FG et al.[45] found that 69% of patients diagnosed with SLE
were positive for a lifetime history of mood disorder, and
52% for lifetime anxiety disorder. There is also evidence to
suggest that other forms of psychiatric disturbance are
prevalent in SLE. In a study of 326 patients, 47% had a
history of a major depressive episode, 24% had a history of
specific phobia, 16% for panic disorder, 9% for obsessive—
compulsive disorder and 6% for bipolar | disorder [35].

Pain
A total of 40% of our patients of both RA and SLE reported
suffering from moderate amount of pain, 27% of RA

patients reported severe pain and 20% of SLE patients had
severe pain in present study.

Several longitudinal, prospective studies show that RA pain
and depression tend to be predictive of each other and
together lead to a downward spiral of functioning
characterized by greater disability, increased sleep
disturbance and fatigue, and heightened disease
activity[46,47].0ne study found that patients with RA who
had had an episode of depression (but who were not
currently depressed) had significantly greater pain than
controls without a history of depression. Moreover, Conner
and colleagues[48] found that long-past episodes of major
depression were associated with greater emotional reactivity
to daily pain as well as less perceived control over pain
episodes and their consequences. Patients with RA who have
had multiple depressive episodes fare the worst. Zautra and
colleagues [49] found that recurrently depressed patients
with RA reported higher levels of pain than patients who had
never been depressed and those who had experienced only a
single episode of depression.

In regard to SLE,Karol DE et al.[34] reported that both pain
was significantly associated with moderate or severe
depressive symptoms. Research using the Rheumatology
Attitudes Index (RAI) adapted for SLE from the Arthritis
Helplessness  Index[50,51],has shown that greater
helplessness is associated with a range of negative outcomes
in SLE, including depression, physical disability and poor
health-related quality of life (HRQOL) [52]. The
relationship between pain and depression is complex and is
likely bidirectional. The presence of pain can lead to many
depressive symptoms, including lack of pleasure, fatigue,
and poor concentration. The contribution of depression on
the experience of pain and functional impairment is also
well-established, and treatment of depression in patients
with other forms of arthritis has been shown to be effective
in not only reducing depressive symptoms but also in
decreasing pain and improving functional status and quality
of life [53].

7. Conclusion

Depression, Anxiety, psychological stress and mood status
are independent factors in patients with RA and SLE. These
factors should be considered, particularly in patients who are
resistant to different treatment regimens and in whom any
other reason for disease flare is not obvious. We found that
higher pain levels was associated with moderate or severe
depressive symptoms. Furthermore, those patients with
moderate or severe depressive symptoms were more likely
to have arthritis compared with those with no or mild
depressive symptoms. This study suggests that these clinical
factors may serve as markers for depression as well as
potential targets for amelioration of depression. In these two
diseases, physical, psychological, and social variables
fluctuate over time. Such studies could monitor changes in
variables such as depression, disability, pain, and social
contact to examine the temporal, and hence likely causal,
association between these variables. Such studies will
increase our understanding of how physical and
psychosocial factors might interact to result in psychological
disorders in these patients and help in the direction of
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treatments to have greatest effects. Psychotropic medication
viz antidepressants ameliorate both pain and depressive
symptoms. Future studies should empirically test whether
cognitive behaviour interventions that target negative illness
perceptions such as perceived control of pain are
additionally effective for patients in sustaining both short
and long term reduction of pain symptoms.
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