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ABSTRACT

Objective: This study aimed to measure the scores of psychoemotional and self-management constructs in patients with rheumatic
diseases (RD), to compare these scores according to the RD type and to verify the influence of these measures on self-management
in health.
Methods: Cross-sectional study, carried out in an ambulatory of a public hospital of Brazil. Adult patients, with diagnosis of RD,
responded to self-esteem, anxiety and depression, health and activation scales. Spearman’s correlation tests, independence tests,
mean or median tests, multiple linear regressions evaluated the variables of interest at a significance level of .05.
Results: Eighty-six patients (mean age = 45.23, SD = 14.30) were evaluated. High activation (mean = 65.83, SD = 14.20) and
self-esteem scores (mean = 30.67, SD = 5.65) were observed, while moderate anxiety scores (mean = 8.21, SD = 4.37) and low
scores for depression (mean = 6.37, SD = 3.98). Significant correlations were observed, from low to moderate magnitude, among
other measures with activation (p < .05). There were weak correlations between activation and formal study time, self-esteem
with age and family income, depression and number of comorbidities diagnosed or self-reported (p < .05). The RD type no affects
any of the constructs evaluated.
Conclusions: It was concluded that patients with rheumatic diseases presented high self-esteem, moderate anxiety levels and low
levels of depression and a high level of activation. Lower number of diagnosed comorbities, higher formal study time was related
to better self-management in health.
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1. INTRODUCTION

Rheumatic diseases are chronic diseases that generate neg-
ative implications in the physical, psychological and social
spheres in their patients.[1] Systemic lupus erythemato-
sus (SLE) and rheumatoid arthritis (RA) are examples of

rheumatic diseases (RD),[2, 3] characterized by persistent in-
flammatory reactions, especially articular ones, accompanied
by pain and fatigue and alteration of the body image.[3]

Rheumatoid arthritis is a systemic and progressive inflamma-
tory disease that affects individuals of productive age leading
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to the loss of labor capacity, an important limitation in func-
tional capacity and quality of life,[4–6] due to its clinical mani-
festations, which may be both articular and extra-articular.[7]

In addition to irreversible deformity and functional limitation,
their patients may present lower survival rates.[8, 9]

The SLE is an autoimmune and multisystemic disease caused
by both genetic and environmental factors.[10–12] It consists
of chronic inflammation of various organs of the individual,
especially joints, skin and kidneys, compromising their func-
tion simultaneously or successively.[13] Its symptoms are
varied and occur according to the affected area.[14, 15]

The rheumatic diseases approach includes patient and family
education, drug therapy, physiotherapy, psychosocial sup-
port, occupational therapy and even surgical approaches.[9]

Health education should be implemented as soon as possi-
ble[16, 17] with the objective of self-managing their health to
have better health outcomes.

However, living with pain, physical limitations, high finan-
cial and social costs and changes in physical appearance,
generate great uncertainty and intense emotional impact to
the individual.[3] Thus, it is necessary that health profession-
als carry out individualized approaches and draw strategies
that help patients to face their condition, adapting to the
changes demanded in life habits. It is important that patients
take control of preventive measures as well as procedures
to manage the signs and symptoms related to the disease,
ensuring that self-care and self-management of health are
satisfactory, in order to minimize the progression of the dis-
ease.[11]

The psycho-emotional and self-esteem aspects of the indi-
vidual with rheumatic diseases can interfere in changes in
the life habits required by their condition. Thus, it is vi-
tally important that health professionals attend to the aspects
of self-management in health, in order to achieve better re-
sults. In this context, the present study aimed to measure
self-esteem, anxiety and depression and the level of health
self-management (activation) in a group of patients with
rheumatic diseases, crossing the influence of different social,
demographic and clinical characteristics with these measures.

2. METHOD
2.1 Type of study, location and ethical considerations
Cross-sectional, analytical and descriptive study with a quan-
titative approach. This study included individuals with
rheumatic diseases who were in treatment at the Rheumatol-
ogy Outpatient Clinic of the Clinical Hospital of Uberlândia
(“Hospital de Clínicas de Uberlândia”), a university hospi-
tal in Uberlândia, Minas Gerais state, Brazil. This research
was approved by the Research Ethics Committee, CAAE no

22127213.2.0000.5393, and the data collection period was
from July to September 2014.

2.2 Sample, inclusion and exclusion criteria
The sample was non-probabilistic, for convenience, of the
consecutive type. In order to compose the sample, the fol-
lowing inclusion criteria were adopted: individuals with a
diagnosis of rheumatic diseases for at least six months, aged
between 18 and 80 years, with cognitive preservation[18] and
who underwent regular clinical follow-up at the Rheuma-
tology Outpatient Clinic. The exclusion criterion was all
individuals who had previous hospitalization within a period
of up to one month.

2.3 Data collection procedures
Participants were approached and invited to participate in
the study before the medical appointment and, after that, the
clarifications were carried out. After all the clarifications
and the patients acceptance, it was asked to sign the “Free
Consent and Clarified Term”. Firstly, the cognitive state was
verified through an instrument for assessing the individual’s
discriminatory capacity and mental and psychic orientation
in time and space, according to Pfeiffer’s[18] proposal. In or-
der to be considered apt, the patient was required to provide
correct answers for three of the four questions. After the
cognitive status was screened, the evaluative questionnaires
were applied in a private setting and, later, the information of
the clinical records was collected from the patients’ records.

In the characterizing questionnaire the socio-demographic
data evaluated: gender, age (in completed years), marital sta-
tus, education level (in grade and in years of formal study),
number of comorbidities self-reported, number of comorbidi-
ties diagnosed and monthly gross family income (in Reais,
the Brazilian currency wich from July to September 2014 for
1 US$ oscillate from 2.203 to 2.455 Reais, mean = 2.274).
The information on clinical data evaluated was obtained from
the medical diagnosis as the time of diagnosis and the number
of comorbidities. The comorbidities evaluated were systemic
arterial hypertension, diabetes mellitus, thyroid diseases, anx-
iety, depression, hematologic diseases, dyslipidemia, obesity,
heart disease, nephropathy, rheumatism, cancer, systemic
lupus erythematosus, gastric and enterological diseases, liver
disease and neurological diseases.

In addition, some Brazilian validated versions of the follow-
ing instruments were applied: The Rosenberg Self-Esteem
Scale wich score oscillate from 10 to 40 points (RSES),[19]

for self-esteem evaluation. The higher the score, the higher
the level of self-esteem of the person.

The “Hospital Anxiety and Depression Scale” (HADS) com-
posed by two subscales (anxiety or depression subscale), and
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the scores oscillate from 0 to 21 points in each subscale,[20]

for assessing the presence of anxiety and depression symp-
toms. The higher points are indicating greater presence of
symptoms in each subscale.

The Patient Activation Measure 13 (PAM13) to assess health
self-management (or activation) of the patients wich scores
oscillate from 13 to 52 points in raw score.[21, 22] The raw
score and then converted to an activation score ranging from
0 to 100 points, and higher scores refer to the highest level
of activation.[21, 22]

For the evaluation of self reported health status, the version
of the Analogic Visual Scale (AVS), that composes the Eu-
roqol instrumernt (EQ-5D) called EQ-AVS[23, 24] was used.
The scores oscillate from 0 to 100 points. The higher score
values are indicating better self-perception of health.

2.4 Statistical treatment
The data were stored in spreadsheets (Microsoft Office Ex-
cell for Windows R©) and processed by the IBM Statistical
Package for Social Sciences (SPSS) software version 21.0,
running in a Windows R© environment. We adopted a signifi-
cance level of 0.05. Simple frequency descriptive analyzes
were performed for categorical variables, and measures of
central tendency (mean and median) and variability (standard
deviation) for continuous variables.

The descriptive statistics of absolute and relative frequency,
central tendency and variability of the instrument scores were
used to measure and analyze the scores of the self-esteem,
anxiety and depression, activation and health status. For
data interpretation, the recommendations of the authors who
validated the instruments for the Brazilian population were
applied. All instruments scores when stratified by rheumatic
diseases type present data with Gaussian distribution, adopt-
ing the Shapiro Wilk test and 0.01 of significance, and when
evaluated independently also show Gaussian distribution, ex-
cept the AVS, evaluated by Kolmogorv Smirnov Liliefors
test.

Spearman’s correlation was used between the variables of in-
terest to analyze the correlation between social, demographic
and clinical variables with measures of self-esteem, anxiety,
depression, activation and health status. Student t test were
applied among the variables of interest, to verify if there
was a difference between the measures of self-esteem, anxi-
ety, depression, health status and activation between the two
types of RD. The magnitude of the correlations adopted was:
correlation values below 0.30 have low clinical applicability
(although they have statistical significance); values between
0.30 and 0.50 indicate a moderate correlation and values
greater than 0.50 represent a strong clinical correlation[25]

and their significance tested with Student t test.

Mann-Whitney test was used between the continuous vari-
ables of interest to analyze the differences in profile from the
two types of rheumatic disease type patients. Qui-square test
was used between the qualitative variables from the same
profile.

As some characteristics from the profile of the patients were
associated with the instruments scores and in all cases we
have multifactorial traits that could influence each construct
or dimension, we applied multiple liner regression by ordi-
nary least square method to verify the impact of the profile
in the instrument score. We adopted each instrument score
as dependent variable and as predictor variables the Gender
(0: female; 1: male), age (in years), formal study time (in
years), marital status (0: other, 1: married or stable union),
gross family income (in Reais), Rheumatic Disease Type (0:
rheumatoid arthritis; 1: systemic lupus erythematosus), num-
ber of comorbidities diagnosed, number of comorbidities
self-reported and the diagnostic time (in years). We adopted
the backward method for variable selection with criteria the
probability of 0.05 in both cases (inclusion and exclusion).
We not included each comorbidity individually in the model
based in small sample size and low prevalence from some
comorbidities.

3. RESULTS

In this study, 86 patients with rheumatic diseases were stud-
ied, and 77 (89.5%) were women. The mean age of partici-
pants was 45.23 years (SD = 14.30), with a predominant age
range of 30 to 59 years (56; 65.1%) followed by ≥ 60 years
(16, 18.6%) and 18 to 29 years (14, 16.3%). Less than half
of the participants were married or living in stable union (33;
38.4%). In 58 (67.4%) of the participants, they reported occu-
pational activity. The predominant education level was High
School (32, 37.2%), followed by Basic (22, 25.6%), Elemen-
tary (18, 21.0%), College (12, 14.0%) and Post-Graduation
(2, 2.2%). The mean years of formal education was 8.73
years (SD = 4.08) and the average family income was 1838
Reais (SD = 1300.97). Most of the participants evaluated
had RA (51; 59.3%). The main diagnosis time was 12.29
years (SD = 8.55). It is observed the disparity between the
numbers of comorbidities diagnosed (mean 2.63) in relation
to the number of self-reported comorbidities (mean 11.98),
the latter being much higher (see Table 1).

It was verified that the evaluated rheumatic disease patients
had high activation scores (mean = 65.83) and self-esteem
(mean = 30.67). Regarding the presence of symptoms of
anxiety and depression, it is observed that the anxiety scores
revealed a moderate presence of anxiety symptoms (mean
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= 8.21), but the presence of depressive symptoms was not
verified in the evaluated group (mean = 6.37). The perceived

health status of this population was considered high (AVS
mean = 64.83) (see Table 2).

Table 1. Social, demographic and clinical characteristics of patients with rheumatic diseases
 

 

Characteristics Number (%) 

Gender  

  Female 77 (89.5) 

  Male 9 (10.5) 

Marital Status  

  Married or Stable Union 33 (38.4) 

  Others 53 (61.6) 

Employment  

  Inactive 28 (32.6) 

  Active 58 (67.4) 

Rheumatic Disease Type  

  Rheumatoid arthritis 51 (59.3) 

  Systemic lupus erythematosus 35 (40.7) 

 Mean ± Standard Deviation [variation] (median) 

Age (in years) 45.23 ± 14.30 [19-78] (47.50) 

Formal Study Time (in years) 8.73 ± 4.08 [1-18] (10.00) 

Gross family income (in Reais) 1838 ± 1,300.97 [500-8,000] (1,500) 

Number of comorbidities diagnosed 2.63 ± 1.95 [0-8] (2.00) 

Number of comorbidities self-reported 11.98 ± 1.88 [7-14] (10.00) 

Diagnostic time (in years) 12.29 ± 8.55 [5-33] (12.00) 

 

Table 2. Mean, median scores, standard deviations (SD) and variations obtained from instrument measures of self-esteem,
anxiety and depression, activation and health status of patients with rheumatic diseases (n = 86 patients)

 

 

Instrument Mean ± SD Median Variation 

Patient Activation Measure 13 65.83 ± 14.20 66 40.1-100 

Rosenberg Self-Esteem Scale 30.67 ± 5.65 31 17-40 

Hospital Anxiety Depression Scale - Anxiety subscale 8.21 ± 4.37 8 1-21 

Hospital Anxiety Depression Scale - Depression subscale 6.37 ± 3.98 6 0-16 

Analogic Visual Scale 64.83 ± 20.53 65 0-100 

 

The rheumatic diseases types profile not differ as the gen-
der (χ2 = 2.40, p = .121), and marital status (χ2 = 0.001,
p = .975) but differ as the education level (χ2 = 16.13, p =
.024). For continuous variables the RD types differ as the
age (RA median = 51, SLE median = 34; Z = 4.17, p < .001),
formal study time (RA median = 8, SLE median = 11; Z =
3.60, p < .001); and were equals for gross family income
(Z = 0.71, p = .479), number of comorbidities diagnosed
(Z = 1.67, p = .095), number of comorbidities self-reported
(Z = 0.73, p = .465) and diagnostic time (Z = 1.58, p =
.112). In the comparison between the self-esteem, anxiety
and depression, activation and health status mean scores, all
the measurements no showed statistical differences in the

scores of patients with rheumatoid arthritis and systemic lu-
pus erythematosus (p > .05, see Table 3). This last result may
have been generated by statistical differences in some of the
variables in the profile of these two RD types.

Regarding the evaluation of the relationship between the mea-
sures of self-esteem, health status, anxiety and depression
and activation with some socio-demographic and clinical
variables, a weak and significant correlation was observed
only between activation (PAM13) and formal study time in
years (rs = 0.327, p < .05), measure of self-esteem (RSES)
and gross family income (rs = 0.227, p < .05) and age (rs
= 0.246, p < .05), and depression measure (HADS-D) with
the number of comorbidities self-reported (rs = -0.224, p <
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.05) and number of comorbidities diagnosed (rs = 0.229, p
< .05). In relation to the other variables and instruments of
measurement, there was no other significant correlation. All
instruments scores were correlated with each other, except
the PAM13 and AVS, and the HADS-D and AVS (see Table
4).

The behavior of the instruments was also evaluated in a mul-
tifactorial view according to some predictive profile traits.
We found that the number of formal study time affects pos-

itively the PAM13 (Bi = 0.86, p = .022) and the RSES (Bi
= 0.47, p = .004) and negatively the HADS-D (Bi = -0.29,
p = .003). The employment status, inactive, affects nega-
tively the HADS-A (Bi = -1.96, p = .047). The number of
comorbidities diagnoses affects positively the HADS-A (Bi
= 0.49, p = .038) and the HADS-D (Bi = 0.44, p = .029). The
gender, male, affected negatively the HADS-D; that also was
affected negatively by and marital status, stable union. The
unique instrument that was not affected by profile was the
AVS (see Table 5).

Table 3. Comparison between mean scores obtained from instrument measures of self-esteem, anxiety and depression,
activation and health status of patients with rheumatic diseases stratified by type as rheumatoid arthritis (n = 51) and
systemic lupus erythematosus (n = 35)

 

 

Instrument 
Rheumatoid arthritis Systemic lupus erythematosus 

p* 
Mean ± Standard Deviation 

Patient Activation Measure 64.20 ± 14.42 68.19 ± 13.73 .201 

Rosenberg Self-Esteem Scale 31.06 ± 5.30 30.11 ± 6.15 .450 

Hospital Anxiety Depression Scale-Anxiety subscale 8.67 ± 4.69 7.54 ± 3.84 .244 

Hospital Anxiety Depression Scale-Depression subscale 6.51 ± 4.16 6.17 ± 3.74 .701 

Analogic Visual Scale 64.52 ± 22.35 65.28 ±17.86 .866 

*p: probability based on Student’s t test with homogeneous variance 

 
Table 4. Spearman correlation applied to scores obtained from instrument measures of self-esteem, anxiety and depression,
activation and health status of patients with rheumatic diseases and quantitative traits from profile (n = 86 patients)

 

 

Trait PAM13 RSES HADS-A HADS-D AVS 

Age (in years) -.190ns .246* -.020ns -.028ns .069ns 

Gross family income (in Reais) .002ns .227* -.092ns -.192ns -.048ns 

Formal study time (in years) .327** .106ns -.194ns -.210ns -.085ns 

Number of comorbidities self-reported .118ns .122ns -.137ns -.224* -.034ns 

Number of comorbidities diagnosed -.153ns -.122ns .182ns .229* .035ns 

Diagnostic time (in years)  -.092ns -.081ns .141ns .081ns .057ns 

PAM13  .399** -.242* -.315** .161ns 

RSES   -.645** -.668** .297** 

HADS-A    .600** -.303** 

HADS-D     -.152ns 

* p < .05, ** p < .01, ns: p > .05, p: probability based on Student’s t test, PAM13: Patient Activation Measure 13, RSES: Rosenberg Self-Esteem 
Scale, HADS-A: Hospital Anxiety Depression Scale - Anxiety subscale, HADS-D: Hospital Anxiety Depression Scale - Depression subscale, AVS: 
Analogic Visual Scale. 

 

4. DISCUSSION
The present study measured the subjective constructs of
self-esteem, anxiety and depression, health status and self-
management in health (activation) of patients with rheumatic
diseases and correlated these scores with different social,
demographic and clinical characteristics.

It was verified the predominance of women in this sample
and similar results to other studies.[2, 3, 26–28] According to
Mota et al.,[9] RA preferentially affects women in a ratio of
3:1. In the same way, authors affirm that SLE also affects

women, but young ones and in a ratio of 10:1.[29, 30] The
female gender also was associated with an increase in de
HADS-D score, but the gender not differs among the RD
types as in these studies.

The mean age of the participants was around 45 years, with a
predominant age group of 30 to 59 years old, similar to other
studies.[27, 28, 31–33] According to Mota et al.[9] RA affects all
age groups, but it has a higher prevalence from 40 to 60 years.
However, SLE prevails during the fertile age.[30] Patients
with more age also show better RSES, self-esteem increase
with the age in the RD patients.Published by Sciedu Press 5
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Table 5. Multiple linear regression applied to scores obtained from instrument measures of self-esteem, anxiety and
depression, activation and health status of patients with rheumatic diseases (n = 86)

 

 

Instrument Predictor Bi SE t p r2 

PAM13 
Constant 58.33 3.54 16.47 < .001 

.050 
Formal study time (in years) 0.86 0.37 2.34 .022 

HADS-A 

Constant 8.23 1.03 8.00 < .001 

.076 Employment (0: active, 1: inactive) -1.96 0.97 -2.02 .047 

Number of comorbidities diagnosed 0.49 0.24 2.10 .038 

HADS-D 

Constant 9.64 1.31 7.37 < .001 

.243 

Gender (0: female, 1: male) -3.67 1.24 -2.96 .004 

Marital status (1: stable union; 0: others) -2.44 0.79 -3.10 .003 

Formal study time (in years) -0.29 0.10 -3.05 .003 

Number of comorbidities diagnosed 0.44 0.20 2.23 .029 

RSES 

Constant 19.30 3.06 6.32 < .001 

.175 
Age (in years)  0.21 0.05 4.29 < .001 

Formal study time (in years) 0.47 0.16 2.97 .004 

Number of comorbidities diagnosed -0.76 0.30 -2.52 .014 

AVS Constant 64.83 2.21 29.28 < .001 .000 

Note. Bi: i-th parameter estimative, SE: standard error from the Bi, t: statistic t of Student’s t test, p: probability, r2: adjusted r squared, PAM13: 
Patient Activation Measure 13, RSES: Rosenberg Self-Esteem Scale, HADS-A: Hospital Anxiety Depression Scale - Anxiety subscale, HADS-D: 
Hospital Anxiety Depression Scale - Depression subscale, AVS: Analogic Visual Scale. 

 

On the marital status, less than half of the participants
(38.4%) live together with a partner, discordant with other
studies, which the majority of the participants affirmed to be
engaged.[1, 3, 28, 32] The engagement has a positive impact for
patients with RD, once decrease the scores from the HADS-
D. The presence from a partner decreases the symptoms of
depression in these patients.

Regarding to occupational activity, more than half of the par-
ticipants reported having work activity, corroborating with
the Ayache study,[32] which 56% of the sample declared
to work. However, these results are discordant with other
studies, in which less than half of the participants declared
themselves employed.[1, 11, 28] SLE is associated with chronic
pain, extreme fatigue, sleep disturbances, cognitive dysfunc-
tion, anxiety and depression, which negatively affect work
and social roles.[34] Similarly, RA affects patients of pro-
ductive age and can determine an important limitation in
functional capacity, social relationships and loss of work ca-
pacity, resulting from the coexistence with pain and potential
irreversible joint damage.[35] These symptoms associated
with a lack of employment increase the anxiety of patients,
verified by the increase of HADS-A score in patients with-
out employment. The employment has a positive impact
in decrease the anxiety and could explained in this specifc
group by the high scores of activation, self-eestem, perceived
health status, and low scores of depression. The absence of

the symptoms of depression or a good perceived health status
corroborated that the patient has a job.

The average family income of the participants was about
2.73 minimum wages, as verified in other studies.[11, 32] The
treatment of the effects of these two diseases is of great
economical costs for the affected individual and for the so-
ciety.[36, 37] Thus, a family income of around two to three
minimum wages is considered low and limited to fulfill all
the required therapeutic needs for these patients. Curiously,
the family income was not associated positively or negatively
with any score instrument evaluated here in the multifactorial
approach.

The average formal educational time of the participants was
around 9 years, slightly more high than another study, which
prevailed a time of 4 to 7 years of study.[6] According to
Saintantonius; Yazigi; Sato et al.,[26] education is usually
greatly impaired, both due to the need of absences as a con-
sequence of the treatment, as well as to the evolution of the
disease itself, which interferes with performance in general.
The limitations imposed, either related to the care needed to
make the disease inactive, it means by the own activity that
leads to hospitalizations and, often, sequels, end up restrict-
ing social interaction and, with it, the possibility of exchange
and stimulation that the environment offers. RA hinders
access to formal education, but at the same time patients
with more formal education time show better activation and
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self-eestem.

RA was the most prevalent disease in the group of patients
studied in this study, which corroborates with other stud-
ies.[2, 38, 39] Regarding the mean time of diagnosis of the
disease, the patients presented a period around 12 years. In
Hale’s study; Radvanski; Hassett,[12] this time ranged from
3 to 20 years, in another study, the time of diagnosis varied
widely, ranging from 10 months to 36 years.[39]

Ardvidsson[40] points out that people with rheumatic dis-
eases use various self-care behaviors to mitigate the disease,
maintain independence and avoid loss of valuable life activi-
ties.[40] These self-care behaviors are, for example, accepting
illness, seeking positive attitudes, exercising regularly, us-
ing alternative treatment methods, and using distractions in
activities that stimulate and maintain independence.[41]

In this context, high self-management on health (activation)
scores were found in this study associated with more formal
study time and with age. This result indicates that these
patients have comprehensive knowledge about their health
condition, safety in their actions, and the ability to act, make
decisions and seek positive changes in health and lifestyle.
Therefore, it is considered that the participants of this study
are able to maintain their health condition and deal with the
dismemberments coming from the disease.

The literature has demonstrated the benefits of effective self-
management of health, such as: individuals with chronic
illnesses feel better and participate more in everyday activi-
ties,[42] control physical and psychosocial symptoms, refer to
a better state of health, reduction of pain and disability and
seek to learn more about their disease and to develop new
skills.[43]

The individuals who seek to acquire more knowledge about
their disease, present greater adherence to the treatment and
better quality of life and communication with health profes-
sionals.[44] Thus, self-management reduces the use of health
services and improves the social, psychological, functional,
and clinical outcomes associated with chronic disease.[43]

Regarding self-esteem, a high self-esteem index was found
in the group evaluated. However, patients with RA had the
same self-esteem than patients with SLE. It is important to
point out that high self-esteem promotes self-acceptance,
self-respect and self-confidence, as well as feeling satisfac-
tion for its ownself and own’s actions.[45] Authors affirm
that high self-esteem is related to a lifestyle with responsible
behaviors of self-care.[46] And, from this point of view, and
corroborating with this study, high self-esteem reflects in
high levels of self-management in health.

However, other studies on rheumatic diseases have found
low levels of self-esteem.[26, 38, 47] According to Cornwell;
Schmitt,[38] the body image disorder among patients with
RA is focused on body parts and features associated with
physical ability.[38] In individuals with SLE, the focus is
more general about body image. According to Sato,[48] phys-
ical changes and the evolution of SLE lead to insecurity, low
self-esteem and depression.[48] The absence of differences
in constructs evaluated need additional studies with large
samples to investigate better the associations with the profile
and the RD type.

Some authors point out that living with a chronic and unpre-
dictable illness generates adaptive emotional problems such
as emotional stress, irritability, fatigue, emotional instabil-
ity, insomnia, altered concentration and memory, problems
with appetite, low self-esteem, insecurity, body image distur-
bances, suicidal ideation, decreased interest in the surround-
ing and limitations in social activities due to the needs that
the condition imposes.[26, 49]

As can be observed, individuals with rheumatic diseases
present a series of multifactorial impacts in their life, be-
ing the emotional disorders one of the most frequent. In
this study, the moderate presence of anxiety symptoms was
verified, but no depressive symptoms were observed in the
evaluated group. This can be attributed in some cases to
the constant pain and physical limitations present in these
individuals.[3]

On the other hand, SLE generates physical and psychoe-
motional impacts[50] that lead to the interruption of plans,
distancing from family and work and, consequently, mobi-
lizes feelings such as anxiety, sadness, fear and anguish.[51]

The study by Skare et al. (2001) states that SLE patients
suffer more from anxiety than the normal population, and
such a finding is more frequent in those with an older age
and a worse perception of their own health, associations not
found here. Researchers state that depression and anxiety
are the most frequent complaints in patients diagnosed with
SLE, who seek psychological assistance,[26] due to a serious
impact on psychosocial well being.[12]

According to Campos et al.,[27] depression is closely related
to the health status perceived, and the more depressive symp-
toms noticed, the worse is the perception of health status. In
this study, as the symptoms of depression were low, equiv-
alent of the general population, it is possible to infer that
these emotional aspects did little interference in the state of
health of the participants, reinforced by absence of correla-
tion among HADS-D and AVS. Cornwell; Schmitt,[38] affirm
that better health status is associated with higher self-esteem
and perception of body image. Patients with higher RSES
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(higher Self-Esteem) and higher activation show lower scores
from anxiety and depression measured by the HADS. Higher
health status measured by AVS was associated with higher
self-esteem and lower anxiety.

The number of comorbidities diagnosed was positively cor-
related with higher anxiety and depression symptoms and
also inversely correlated with the self-esteem. The trait has a
negative impact in the health management. We not be able
to define which comorbidities is responsible by this associa-
tion, once we have a restricted sample. Future studies need
to pay attention to the impact from these comorbidities in
the health management. These reinforce that each construct
suffer multifactioral traits interference.

The present study evaluated subjective constructs of self-
esteem, anxiety and depression and of activation in patients
with two types of rheumatic diseases and succeed to respond
to the proposed objectives. However, there were some limi-
tations, especially concerning the size of your sample. On
the other hand, the evidences found are indications that may
support future studies, along with other variables, such as
objective clinical evaluation (through the use of propaedeutic
and laboratory results) and the effects of clinical interven-
tions.

It is considered that the results found are evidences for
health professionals to include the evaluation of these sub-
jective constructs in the clinical evaluation of patients with
rheumatic diseases, and from there, develop plans to identify
and ameliorate the symptoms of anxiety and depression, ele-
vate self-esteem and increase the degree of self-management
in these individuals’ health. All of these strategies aim to
improve the individual’s activation with rheumatic diseases,
based on their self-care, greater disposition and aptitude of
the individual to self-manage their chronic condition in order
to obtain better health outcomes.
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