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ABSTRACT

الأهداف: استكشاف جودة الحياة )QoL( للمرضى الذين يعانون من الذئبة 
الحمراء )SLE( والعوامل التي تؤثر عليها. 

المنهجية: شملت هذه الدراسة المقطعية 269 مريضاً تم تشخيصهم بالذئبة 
الحمراء من مناطق مختلفة من المملكة العربية السعودية. استخدمنا أداة تقييم 
شاملة  بيانات  تم جمع  ذلك،  إلى  بالإضافة   .LupusPRO1.8 الحياة  جودة 
المصاحبة  والأمراض  المرض،  وميزات  للمرضى،  الديموغرافية  الخصائص  حول 

لتحليلها. 

كان  حيث   ،57.71±11.97 الإجمالية  الحياة  جودة  متوسط  بلغ  النتائج: 
الحياة  لجودة  بالنسبة   .)48.62-66.65(  56.82 الربيعي(  )النطاق  الوسيط 
والوسيط   ،57.09±18.81 المتوسط  كان   ،)HRQoL( بالصحة  المتعلقة 
مجالات  أن  النتائج  أظهرت   .)44.04-70.19(  55.63 الربيعي(  )النطاق 
الصحة العاطفية كانت الأكثر انخفاضًا، حيث بلغ متوسطها 44.67±30.00 
الإرهاق  مجالي  يليها   .)16.7-66.7(  41.7 الربيعي(  )النطاق  والوسيط 
)النطاق  والوسيط   46.24±29.18 الإرهاق  متوسط  بلغ  حيث  والألم، 
 48.65±30.38 الألم  متوسط  بلغ  بينما   ،)25-68.8(  43.8 الربيعي( 
والوسيط )النطاق الربيعي( 50 )71.9-25(. بالنسبة لجودة الحياة غير المتعلقة 
)النطاق  15.52±58.32، والوسيط  المتوسط  )NHRQoL(، كان  بالصحة 
أقل  والرغبات  الأهداف  مجال  سجل   .)48.18-70.83(  58.85 الربيعي( 
النتائج في هذه الفئة، حيث بلغ متوسطه 31.41±45.79 والوسيط )النطاق 
الربيعي( 43.8 )68.8-21.9(. أظهرت الدراسة أن وجود الأمراض المصاحبة 
الذين  للمرضى  الحياة  أثر بشكل كبير على جودة  الذي  الوحيد  العامل  كان 

يعانون من الذئبة الحمامية الجهازية. 

الخلاصة: تشير نتائجنا إلى أن المرضى الذين يعانون من الذئبة الحمراء لديهم 
جودة حياة أقل بشكل عام، وتشمل كل من مجالات الصحة وغير الصحة. 
المرضى  يؤثر بشكل كبير على جودة حياة  المصاحبة  الأمراض  أن وجود  كما 

الذين يعانون من الذئبة.

Objectives: To explore the quality of life (QoL) of 
patients with systemic lupus erythematosus (SLE) and 
the factors affecting it.

Methods: In this cross-sectional study, 269 patients 
diagnosed with SLE from multiple centers across 
different regions of Saudi Arabia were included. 
We used the LupusPRO1.8 QoL assessment 
tool. Additionally, comprehensive data regarding 
patient demographics, disease features, and 
associated comorbidities were collected for analysis.

Original Article

Results: The overall mean QoL score was 57.71±11.97, 
with the median value (interquartile range [IQR]) of 
56.82 (48.62-66.65). The mean health-related QoL 
(HRQoL) score was 57.09±18.81, with the median 
(IQR) of 55.63 (44.04-70.19). Among HRQoL 
domains, the emotional health domain had the lowest 
score (44.67±30.00, median: 41.7 [16.7-66.7]). 
The second and third lowest scores were for fatigue 
(46.24±29.18, median: 43.8 [25-68.8]) and pain 
(48.65±30.38, median: 50 [25-71.9]). Regarding 
non-HRQoL, the mean score was 58.32±15.52 
and median (IQR) score was 58.85 (48.18-70.83). 
The desires-goals domain had the lowest score 
(45.79±31.41), with the median value of 43.8 
(21.9-68.8). The presence of comorbidities was the 
only factor affecting the QoL of patients with SLE.

Conclusion: Our findings indicate that patients with 
SLE have worse overall QoL, which includes both 
HRQoL and non-HRQoL domains. Furthermore, 
the presence of comorbidities was the only factor that 
influenced the QoL of lupus patients.

Keywords: comorbidities, domains, lupus, quality of 
life
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Systemic lupus erythematosus (SLE) is a systemic 
autoimmune disease that significantly affects many 

organ systems and increases both morbidity and 
mortality. The prevalence of SLE varies by region and 
population, with higher rates observed in specific ethnic 
groups, such as individuals of African descent, Latin 
Americans, and Asians, in comparison to Caucasians.1 
Globally, it is estimated that SLE affects between 
20-150 people per 100,000.2 The prevalence of SLE 
in Saudi Arabia is approximately 19 cases per 100,000 
individuals.3

Despite notable recent advancements pertaining 
to the survival and prognosis of patients with SLE, 
the quality of life (QoL) of these patients remains 
compromised when compared to both healthy people 
and those with other chronic diseases.4 This discrepancy 
can be attributed to factors directly related to the 
disease itself and its associated factors, as well as to 
extrinsic factors such as the presence of comorbidities.5,6 
Individuals with SLE frequently experience 
comorbidities such as hypertension, cardiovascular 
disease, diabetes, malignancies, and osteoporosis.7 
The presence of these comorbidities in lupus patients 
has been linked with several negative outcomes, such 
as reduced QoL, lower work productivity, irreversible 
damage to organs, more frequent hospitalization and 
healthcare expenses, and higher mortality rates.8-10

Therefore, a comprehensive approach that addresses 
both medical and psychosocial aspects, including 
effective symptom management, psychosocial support, 
and coping and adaptation strategies is necessary 
to improve the QoL for individuals with SLE.11 
Furthermore, we should emphasize strategies to prevent 
or reduce the impact of comorbidities.6 It is important 
to note that traditional measures of lupus disease activity 
or damage might not fully capture the multifaceted 
nature of the challenges faced by individuals with SLE.12

The Outcome Measures in Rheumatology group 
advocates the incorporation of health-related QoL 
(HRQoL) measures into core data sets for both 
observational studies and clinical trials.13,14 Likewise, the 
European Alliance of Associations for Rheumatology 
advocates regular assessment of HRQoL at every patient 
visit.15 This emphasis stems from the recognition 
that HRQoL represents the true burden of lupus in 
individual patients. Thus, using QoL measures is 
essential for accurately assessing a patient’s overall QoL 
in the context of SLE and other rheumatic diseases.

LupusPRO version 1.7 (v1.7) is a patient-reported 
outcome tool that was developed for individuals with 
SLE. It is recognized as a valid and reliable disease-specific 
instrument, relevant to lupus patients of all gender 
and ethnicities.16,17 Moreover, it effectively captures 
fluctuations in health status reported by patients and 
aligns with assessments of disease activity carried out 
by physicians. In LupusPRO v1.8, the pain-vitality 
HRQoL domain has been updated to better track the 
impacts of lupus or its therapeutic interventions on 
sleep, pain, and vitality independently, thereby catering 
to both patient care and clinical trial contexts.18

This study aimed to use LupusPRO v1.8 to explore 
the QoL of patients with lupus and identify predictors 
linked with lower QoL among this population, 
including the presence of comorbidities. The results 
of this study can help improve QoL for patients with 
SLE by identifying factors associated with the disease. 
Understanding these factors can lead to better disease 
outcomes and increased life expectancy through 
targeted interventions.

Methods. This observational cross-sectional study, 
carried out between January and May 2023, included 
patients with SLE from multiple centers across different 
regions in Saudi Arabia. Participants were patients over 
the age of 18 who were diagnosed with SLE by their 
rheumatologist according to the 1997 American College 
of Rheumatology diagnostic criteria.19 The study 
excluded patients who were under 18 or over 80 years 
old. Additionally, pregnant patients, those with a 
follow-up duration of less than one year, and individuals 
with severe psychiatric illnesses were also excluded. 
Physicians distributed an online questionnaire via email 
to all patients with lupus interested in participating. 

All participants provided informed consent before 
they enrolled in the study. They were informed 
regarding confidentiality measures and the emphasis on 
anonymizing the collected data. The response rate was 
60%. Approval for this study was granted by the local 
ethics committee at the College of Medicine, Taibah 
University, Al-Madinah Al-Munawarah, Saudi Arabia, 
with the approval number: IRB00010413.

We employed a random convenience sampling 
method to recruit participants for our study. The sample 
size of approximately 291 participants was determined 
using the Cochran formula, based on a prevalence of 
19 cases per 100,000 population in Saudi Arabia, with 
a 95% confidence level (CI) and a margin of error of 
5%.20

The questionnaire was designed to gather data on 
the demographic characteristics of the participants 

Disclosure. Authors have no conflict of interests, and the 
work was not supported or funded by any drug company.
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comorbidities not related to SLE (if present early in 
disease course), disease duration, medications, and 
SLE-related damage in the last 6 months. To measure 
QoL, the LupusPRO v.1.8 tool, which is a well-
established and validated instrument, was used. This 
tool has been validated in Arabic for patients diagnosed 
with SLE.21 

LupusPRO functions as a patient-reported outcome 
tool specifically designed to evaluate the influence of 
SLE on individuals’ HRQoL and non-HRQoL. 

Utilizing a 5-point likert scale, where respondents 
rated from 0 (none of the time) to 4 (all of the time), 
and “not applicable” responses were recorded as 0 
for scoring, the LupusPRO comprises 2 constructs: 
HRQoL and non-HRQoL. It includes 43 questions 
in 12 domains, with 8 focusing on HRQoL and 4 on 
non-HRQoL. The HRQoL includes lupus symptoms, 
cognition, effects of lupus medications, procreation, 
physical health, sleep, fatigue, pain, emotional health, 
and body image. The non-HRQoL comprises effects on 
desires and goals, social support, coping, and satisfaction 
with treatment.

To calculate the mean score for each domain, the 
scores of items within that domain were added together 
and then divided by the total number of items in that 
specific domain. The raw domain scores were converted 
to a scale of 0 (indicating the lowest QoL) to 100 
(representing the highest QoL) using the formula: 
(mean raw domain score/4) × 100. This transformation 
was applied only if responses were provided for at least 
50% of the items within each domain. The overall 
HRQoL and non-HRQoL scores were generated by 
calculating the average of the transformed domain 
scores for each construct.

Statistical analysis. The Statistical Package for the 
Social Sciences software, version 28.0 (IBM Corp., 
Armonk, NY, USA), was employed to carry out 
data entry and statistical analysis. Assessment of the 
normality of continuous variables was carried out using 
the Shapiro-Wilk test.

Frequency and percentage have been used to 
summarize categorical variables, while mean ± standard 
deviation (SD) were utilized to present numerical 
variables with a normal distribution. The median and 
interquartile range (IQR) were employed to summarize 
variables displaying abnormal distribution.

Depending on the data distribution, either the 
Mann-Whitney-U test or the independent 2-sample 
t-test was used to compare continuous variables 
between 2 groups. For comparisons involving more 
than 2 groups, the Kruskal-Wallis test or one-way 

analysis of variance (ANOVA) was employed based on 
the distribution. The relationship between 2 continuous 
variables was examined using either Spearman’s or 
Pearson’s correlation coefficient, chosen according to 
the distribution.

Multivariate regression analysis was employed to 
determine variables influencing QoL while adjusting 
for potential confounders. A p-value of <0.05 was 
considered significant.

Results. A total of 269 patients with lupus were 
included, with the majority being female (91%). The 
mean age of the participants was 34.01±11.01 years. 
The disease duration was less than 5 years in 35%, 
between 5-10 years in 38%, and more than 10 years 
in 27% of the included patients. The most frequently 
reported SLE symptoms included joint pain (91%), 
hair falling (82%), skin rash (61%), oral/nasal ulcer 
(55%), and leucopenia (54%, Table 1). 

The prevalence of non-SLE related comorbid 
conditions was 45%. Renal insufficiency was the most 
frequently reported, affecting 19% of patients, followed 
by rheumatic diseases other than SLE, which accounted 
for 13.4% of cases, as shown in Figure 1. 

The overall mean QoL score was 57.71±11.97, with 
a median (IQR) value of 56.82 (48.62-66.65). The 
mean HRQoL score was 57.09±18.81, and the median 
(IQR) value was 55.63 (44.04-70.19). The highest 
score was observed for the procreation domain (mean: 
74.35±30.99 and median [IQR]: 87.5 [50-100]), 
followed by the body image domain (mean and median 
[IQR] scores: 66.26±33.84 and 75 [37.5-100]). 
The lowest score was reported for the emotional 
health domain (mean: 44.67±30.00; median: 41.7 
[16.7-66.7]). The second and third lowest scores were 
for fatigue (46.24±29.18, median: 43.8 [25-68.8]) and 
pain (48.65±30.38, median: 50 [25-71.9]). The mean 
and median HRQoL score for other domains were as 
following: lupus symptoms 55.02±27.16, median 28.3 
(33.3-75), lupus medications 58.78±33.2, median 
62.5 (37.5-87.5), sleep 511.27±28.29, median 50 
(33.3-66.7), physical health 61.43±28.29, median 
60 (40-85), and cognition 64.27±32.31, median 
62.5(37.5-87.5).

Regarding non-HRQoL, the mean score was 
58.32±15.52 and median (IQR) score was 58.85 
(48.18-70.83). The highest and lowest scores were 
obtained for the coping domain (mean: 75.37±28.76; 
median: 83.3 [58.3-100]) and the desires-goals domain 
(mean: 45.79±31.41; median: 43.8 [21.9-68.8]). The 
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mean and median non-HRQoL for other domains were 
as following: social support 53.07±33.79, median 50 
(25-87.5), satisfaction with care 59.04±34.25, median 
62.5 (25-87.5). Figure 2 summarizes the HRQoL 
and non-HRQoL domains mean score among lupus 
patients.

None of the studied personal or demographic 
characteristics of the patients showed a significant 
association with the overall QoL. No significant 
associations were found between any of the investigated 
characteristics of SLE and the QoL scores. Similarly, 
none of the SLE complications showed a significant 
correlation with the QoL score (Table 2). Also, the 
dosage of corticosteroids (p=0.22), as well as the use 

Table 1 -	 Baseline demographics, clinical features, and disease 
characteristics in systemic lupus erythematosus patients.

Variables n (%)

Gender
Male
Female

23 (9.0)
246 (91.0)

Age in years, mean±SD 34.01±11.01
Marital status

Single
Married
Divorced
Widowed

116 (43.0)
125 (47.0)
25 (9.0)
3 (1.0)

Educational level
Illiterate
Below secondary school
Secondary school/diploma
University/postgraduate

11 (4.0)
33 (12.0)
112 (42.0)
113 (42.0)

Job status
Unemployed
Student
Employee
Business
Retired

150 (56.0)
47 (18.0)
61 (23.0)
6 (2.0)
5 (2.0)

Average family income (SR/month)
<5000
5000-10000
10001-15000
>15000

199 (74.0)
38 (14.0)
21 (8.0)
11 (4.0)

Smoking status
Never smoke
Current smoker
Ex-smoker

246 (92.0)
17 (6.0)
6 (2.0)

Body mass index
Underweight
Normal
Overweight
Obese

29 (11.0)
90 (33.0)
74 (28.0)
76 (29.0)

Duration in years (n=260)
<5 
5-10
>10

91 (35.0)
99 (38.0)
70 (27.0)

Age at diagnosis (years)
≤18
19-29
30-39
≥40

72 (27.0)
104 (39.0)
58 (22.0)
31 (12.0)

SLE manifestations at time of diagnosis
Hair falling
Oral/nasal ulcers
Joint pain
Skin rash
Renal trouble
Difficult breathing
Chest pain
Epilepsy
Memory/concentration weakness
Leukopenia
Thrombocytopenia
Albuminuria
Venous/arterial thrombosis

221 (82.0)
147 (55.0)
246 (91.0)
163 (61.0)
92 (34.0)
137 (51.0)
137 (51.0)
20 (7.0)

118 (35.0)
146 (54.0)
110 (41.0)
110 (41.0)
24 (9.0)

Number of medications
≤3
4-6
>6

96 (36.0)
109 (41.0)
64 (24.0)

Values are presented as numbers and percentages (%). 
SD: standard deviation, SR: Saudi Riyals, SLE: systemic lupus 

erythematosus

Figure 1 -	The prevalence of non-systemic lupus erythematosus related 
chronic diseases among systemic lupus erythematosus 
patients. AIDS: acquired immunodeficiency syndrome, SLE: 
systemic lupus erythematosus

Figure 2 -	Radar chart illustrating mean health-related quality of life 
(HRQoL) and non-HRQoL scores among systemic lupus 
erythematosus patients using LupusPRO v1.8. This radar chart 
displays the mean scores for each domain of the LupusPRO 
v1.8, scaled from 0-100, where higher scores indicate better 
quality of life. Each spoke of the chart represents a distinct 
domain of the LupusPRO v1.8. *Domains regarding HRQoL. 
†Domains related to non-HRQoL. QoL: quality of life
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Table 2 -	 Comparison of the mean score of overall quality of life based on demographics, clinical 
characteristics of systemic lupus erythematosus patients and systemic lupus erythematosus 
related damage (results of univariate analysis).

Variables Mean±SD P-values
Gender

Male
Female

57.56±12.37
57.72±11.96 0.951*

Age in years r= -0.053 0.384‡

Marital status
Single
Married
Divorced
Widowed

58.44±12.60
57.70±11.15
54.90±13.50
52.93±5.31

0.518**

Educational level
Illiterate
Below secondary school
Secondary school/diploma
University/postgraduate

58.69±10.42
56.41±13.74
57.40±11.36
58.29±12.27

0.850**

Job status
Unemployed
Student
Employee
Retired

57.93±11.70
57.68±13.57
56.99±12.06
60.22±6.06

0.975**

Average family income (SR/month)
<5000
5000-10000
10001-15000
>15000

57.28±12.00
62.08±11.70
56.04±11.85
53.48±10.06

0.068**

Smoking status
Never smoke
Current smoker
Ex-smoker

58.19±11.87
51.73±12.28
54.98±12.43

0.084**

Body mass index
Underweight
Normal
Overweight
Obese

61.22±12.74
56.99±12.21
59.06±11.37
55.90±11.76

0.139**

Disease duration (years) 
<5
5-10
>10

59.16±12.18
55.90±11.77
58.53±11.94

0.142**

Number of medications
≤3
4-6
>6

56.68±11.53
58.41±12.33
58.15±12.17

0.561**

Overall SLE damage in the last 6 months (no/yes) 58.35±11.76/56.30±12.37 0.192*

Ocular (no/yes) 57.69±12.25/57.79±10.59 0.959*

Neuropsychiatric (no/yes) 57.97±12.15/56.50±11.18 0.437*

Cardiovascular (no/yes) 57.74±11.96/57.03±12.65 0.835*

Pulmonary (no/yes) 62.08±10.64/57.34±12.03 0.081*

Renal (no/yes) 58.47±13.15/57.62±11.86 0.723*

Gastrointestinal (no/yes) 58.71±9.90/57.68±12.04 0.823*

Peripheral vascular diseases (no/yes) 57.70±12.21/57.74±10.71 0.985*

Skin (no/yes) 59.37±11.79/57.24±12.01 0.227*

Musculoskeletal (no/yes) 58.36±13.24/57.57±11.72 0.685*

Diabetes mellitus (no/yes) 57.77±12.02/56.70±11.57 0.730*

Malignancy (no/yes) 67.65±7.48/57.63±11.98 0.239*

Premature gonadal failure (no/yes) 59.19±12.92/57.40±11.78 0.357*

Values are presented as mean ± standard deviation (SD). *Independent 2 samples t-test. 
**One-way analysis of variance test. ‡Pearson’s coefficient of correlation. SR: Saudi Riyals, 

SLE: systemic lupus erythematosus
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of cyclophosphamide (whether previously or currently, 
p=0.45), rituximab (p=0.99), or belimumab (p=0.44) 
during the course of the disease, did not show statistical 
significance.

However, the QoL score was notably higher 
among patients without comorbid chronic diseases 
than in those with comorbidities (59.94±12.19 vs. 
54.98±11.15, p=0.001).

When considering each chronic disease individually, 
patients with another rheumatic disease besides SLE had 
significantly lower HRQoL scores than those without 
such diseases (52.87±10.13 vs. 58.45±12.08, p=0.009). 
Similarly, patients with peptic ulcers had lower QoL 
scores than those without peptic ulcers (52.33±9.33 vs. 

58.11±12.07, p=0.042), and patients with diabetes had 
significantly lower HRQoL scores than those without 
diabetes (50.68±7.65 vs. 58.09±12.06, p=0.024; 
Figure 3).

Multiple linear regression analysis indicated that 
those with comorbidities had significantly lower QoL 
scores than those without comorbidities. This factor 
explained approximately 4% of the variability in the 
QoL score (r-square=0.043). However, presence of 
other rheumatic diseases in addition to SLE, peptic 
ulcers, and diabetes mellitus were not significantly 
associated with the QoL score in the multivariate 
regression analysis (Table 3).

Table 3 -	 Best fitting multiple linear regression model for quality of life score among patients with systemic lupus erythematosus.

Variables
Unstandardized coefficients Standardized coefficients T-test P-values 95% CI for B

B Std. Error Lower Upper
Constant 59.938 0.965 62.129 <0.001 58.04 61.84
Co-morbidities not related 
to SLE (reference: no) -4.963 1.438 -0.207 -3.450 0.001 -7.80 -2.13

R-square=0.043, adjusted R2=0.039. Model ANOVA: F=11.905, p=0.001. Variables entered and excluded: presence of other rheumatic diseases beside 
systemic lupus erythematosus, peptic ulcer, and diabetes mellitus. CI: confidence interval

Figure 3 -	Mean quality of life (QoL) scores in systemic lupus erythematosus (SLE) patients with and without comorbidities. This graph displays the 
average QoL scores for SLE patients, differentiated by the presence (red) or absence (blue) of comorbidities. Error bars represent the standard 
deviations. *Significant differences in QoL scores, are observed in overall comorbidities, other rheumatic diseases besides SLE, peptic ulcer, and 
diabetes mellitus, with p-values of less than 0.05. AIDS: acquired immunodeficiency syndrome
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Discussion. Our study revealed that patients with 
lupus experienced impairment in their QoL across all 
domains, as assessed using LupusPRO v1.8. 

Previous studies have consistently demonstrated 
that lupus patients have a poorer QoL than the 
general population.22-24 The measuring tools utilized, 
the ethnicity of the patients, and the size of the study 
group do not affect the reduction in QoL.22,25,26 
Neither physical nor mental health assessments show 
a decrease in QoL in SLE patients.27 Furthermore, 
several studies have demonstrated an absence of any 
association between disease activity, damage index, and 
QoL in lupus patients.25,28 Additionally, the QoL in 
individuals with SLE is similar to that of people with 
other chronic illness including rheumatoid arthritis, 
Sjögren’s syndrome, and acquired immune deficiency 
syndrome.29 

Emotional health was the most impaired domain, 
followed by the fatigue and pain domains. Individuals 
with lupus often encounter challenges in psychologically 
adapting to and managing their disease. A large cross-
sectional study showed that the emotional health 
domain was the most significantly impacted aspect of 
life for both gender among individuals with lupus.30 
This finding emphasizes the significant psychological 
and emotional impact that lupus can impose on 
individuals, irrespective of their gender. Emotional 
health includes various factors such as mood, stress 
levels, coping mechanisms, and overall psychological 
well-being. Living with a chronic illness such as lupus 
can lead to increased levels of anxiety, emotional strain, 
and depression due to the uncertainty of the disease 
course, challenges in managing symptoms, and the 
potential impact on daily life activities.

Evidence from a systematic review and meta-analysis 
has shown that depression (30%) and anxiety (40%) 
are more prevalent among adult lupus patients, with 
changes in physical appearance being a common 
trigger.31 Additionally, data from prior studies have 
highlighted a negative relationship between self-esteem 
and SLE, suggesting that the influence of SLE on physical 
appearance and emotions can markedly decrease self-
esteem.32,33 A systematic review and thematic synthesis 
of qualitative studies further illustrated the mental 
strain experienced by patients with SLE, including 
uncertainties regarding prognosis, feelings of being 
burdensome, a sense of hopelessness, fear of rejection, 
and experiencing social stigma.34 These psychosocial 
issues can exacerbate SLE and contribute to a decline 
in the HRQoL. Addressing these psychosocial aspects 
of SLE care is crucial for improving patients’ well-being 
and overall health outcomes.

Our research has shown that fatigue is an important 
domain that significantly affects patients’ HRQoL, 
and more than half of patients with lupus reported it 
throughout their disease course.35 

In the existing studies, a well-established association 
between fatigue and a decrease in HRQoL is evident. 
For example, the EXPLORER trial demonstrated that 
FACIT-fatigue scores had a strong association with 
SF-36 domain scores (r=0.52-0.68), irrespective of 
disease activity.36 Similarly, Bruce et al35 discovered a 
noteworthy correlation between fatigue and SF-36 
domains in individuals with lupus (r= -0.5 to r= -0.82). 
Moreover, in an analysis of pooled data from a phase 
Ib clinical trial involving lupus patients with moderate 
or severe disease, reductions in pain or fatigue reported 
by patients were associated with increases in the overall 
QoL.37

Procreation was the least affected HRQoL domain 
among our patients with SLE. While lupus can 
influence numerous aspects of a patient’s health and 
life, encompassing fertility and pregnancy, it is crucial 
to acknowledge that the impact on procreation varies 
among individuals. However, it is crucial to recognize that 
these effects can differ from patient to patient based on 
disease severity, specific manifestations, and individual 
factors. Procreation and parenting play significant 
importance for both gender. The findings of a previous 
study suggested that procreation was initially the least 
affected domain in patients with lupus. However, after 
controlling for age and matching patients under the age 
of 45 years, women were found to be more significantly 
affected in the procreation domain compared with 
men.30 One potential explanation for procreation 
being identified as the least affected domain in our 
study is that a considerable proportion (53.5%) of the 
included patients were unmarried. This demographic 
characteristic suggests that many individuals within the 
study population may have been less inclined to actively 
contemplate fertility and pregnancy-related matters.

Among the non-HRQoL domains, the desires-goals 
domain was the most affected in our patients. Several 
studies have indicated that lupus can affect various 
aspects of patients’ lives, including their ability to pursue 
personal goals and aspirations.38,39 It is important to 
recognize that the impact on the desires-goals domain 
varies among patients with lupus. Factors such as 
disease severity, symptom burden, social support, and 
socioeconomic status can influence how individuals 
perceive and adapt to the life changes associated with 
lupus.39

In the current study, the presence of comorbidities 
was the only factor to be identified through the 
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multivariate regression analysis as being significantly 
linked with lower QoL in lupus patients. Earlier 
studies have underscored the negative repercussions of 
comorbidities in individuals with lupus. These findings 
align with the results of our study. Comorbidities 
in patients with lupus have been identified as being 
associated with a variety of poor outcomes, such 
as decreased HRQoL, lower work productivity, 
irreversible damage to vital organs, increased rates 
of hospitalization and healthcare expenditures, and 
increased mortality.9,40-43 Comorbidity is common in 
SLE, stemming from chronic inflammation, organ 
damage, anti-inflammatory medications, and psycho-
social factors. The United Kingdom data show a 
significant burden of comorbidity in lupus patients in 
comparison to the general population.44 Moreover, the 
increased risk of various comorbidities is present both 
before and after diagnosis.45 Hence, comprehensive 
management strategies that address both lupus and 
associated comorbidities are essential for optimizing 
QoL outcomes and improving overall well-being in 
this patient population. These may include coordinated 
care, multidisciplinary interventions, psychosocial 
support, and strategies to improve self-management 
and coping skills.

Study strengths & limitations. Our study has several 
strengths, including a good sample size and being a 
pioneering research endeavor to explore QoL within 
the Saudi population. Another significant advantage 
is using a disease-specific QoL tool that integrates 
a non-HRQoL component. This feature facilitates 
comparisons that typically cannot be carried out using 
generic or other disease-specific tools, thereby enhancing 
the comprehensiveness of the findings. One limitation 
of our study is its reliance on a questionnaire-based 
survey that did not incorporate an assessment of disease 
activity. However, numerous previous studies have been 
unable to demonstrate a significant link between QoL 
and active disease. 

In conclusion, our study found that patients with 
SLE experienced an overall decrease in QoL in many 
domains, including HRQoL and non-HRQoL. The 
presence of comorbidities was the only factor associated 
with decreased QoL. Therefore, to improve the QoL of 
lupus patients, it is critical to implement a comprehensive 
strategy that encompasses not just the medical 
components of the disease but also the mental, social, 
and economic issues. Comprehensive management 
strategies should involve clinical psychologists to 
address emotional well-being, lupus nurse specialists to 
provide ongoing clinical support and education, and 
social workers to help with social and socioeconomic 

challenges. Personalized treatment plans that consider 
specific patient demands and lifestyle factors have the 
potential to greatly enhance overall health. Moreover, 
we should emphasize the significance of screening and 
addressing comorbidities in lupus patients to effectively 
improve their overall QoL.
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