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Objectives. Systemic lupus erythematosus (SLE) is a complex and relapsing autoimmune disease and worsens the quality of life
(QOL) of patients by affecting their physical and psychological status. The effectiveness of psychoeducational interventions on
patients with active SLE was investigated. Methods. Eight-five patients with active SLE were randomly assigned to an
observation group or a control group; patients in the observation group received psychoeducational interventions. The following
variables were evaluated within a week after admission, 3 and 6 months after psychoeducational intervention: the World Health
Organization Quality of Life Instrument- (WHOQOL-) BREF scores, the Medical Outcomes Study Short Form 36 (SF-36)
scores, the Beck Depression Inventory, and Spielberger’s State-Trait Anxiety Inventory (STAI). Results. We found that scores of
all four domains of the WHOQOL-BREF scale were remarkably increased 3 months after psychoeducational intervention in the
intervention group and significantly higher than the control group (P < 0:05); 6 months after psychoeducational intervention,
psychological and social domain scores of the WHOQOL-BREF scale were remarkably higher in the intervention group than
those in the control group, while other scores of three domains were not. PF, RP, BP, GH, RE, and MH scores of the SF-36 scale
were remarkably increased 3 months after psychoeducational intervention in the intervention group rather than VT and SF,
while all scores of subscales were notably higher in the intervention group than those in the control group (P < 0:05). Six
months after psychoeducational intervention, PF, RP, BP, GH, and RE scores of the SF-36 scale were remarkably higher in the
intervention group than those in the control group, while VT, SF, and MH scores were not. Three months after
psychoeducational intervention, the levels of depression and anxiety of SLE patients were reduced and significantly lower than
those in the control group (P < 0:05). Six months after psychoeducational intervention, the level of depression was still reduced,
while the level of anxiety was not. Compared with the control group, the levels of depression and anxiety of SLE patients were
remarkably declined in the observation group 6 months after psychoeducational intervention (P < 0:05). Conclusion. These data
suggest psychoeducational interventions can significantly improve and maintain the QOL of patients with active SLE.

1. Background

Systemic lupus erythematosus (SLE) is a chronic, progressive,
recurrent autoimmune disease involving multiple systems
throughout the body, characterized by the loss of self-
tolerance and formation of nuclear autoantigens and
immune complexes [1]. SLE has heterogeneous presentation
with a strong female predilection and is involved in more
than one organ, including the skin, kidneys, joints, and ner-
vous system [2]. Due to the multitude of presentations, man-
ifestations, and serological abnormalities at onset for patients
with SLE, the disease is a long-term fight and challenging. It

is challenging to reach a correct and prompt diagnosis, let
alone initiation of the appropriate therapy [3]. Therapeutic
approaches predominantly involve immunomodulation and
immunosuppression and are targeted to the specific organ
manifestation to achieve low disease activity [4]. Although
many treatment advances and improved diagnostics, SLE
leads to substantial morbidity and premature mortality, espe-
cially in pregnancy [5]. Current management strategies,
although helpful, are limited by high failure rates and toxic-
ity, mainly focusing on attenuation of the patients’ symptoms
and improvement of quality of life (QOL) [6]. Both the dis-
ease itself and the side effects caused by the long-term use
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of hormones and immunosuppressive drugs have severely
affected the QOL of patients [7]. At the same time, the
repeated attacks of the disease and the long-term use of hor-
mones and other drugs often cause great mental stress to
patients, and most patients have different negative emotional
reactions. Once the QOL significantly reduced and further
affected the development and outcome of the disease [8].
Several randomized controlled trials have confirmed that
stress-reduction program or psychoeducational intervention
could improve the outcome and QOL of SLE patients [9, 10].

Recent evidence has shown that an interdisciplinary mul-
tidimensional approach encompassing psychological factors,
emotion regulation strategies, and education on illness is
more effective in improving quality of life, both in the short-
and long-term, than usual treatments alone [11]. Psychoedu-
cational interventions pay more attention to the influence of
patients’ psychological changes on the prognosis of the dis-
ease in addition to the conventional nursing care in the past
[12]. Individualized psychological intervention programs
are developed based on different psychological problems of
patients. The specific measures are as follows: (1) negative
psychological intervention measures: SLE patients usually
have a lot of negative emotions after the diagnosis of the dis-
ease, which adversely affects the treatment process and recov-
ery process of the patient, which we call negative
psychological problems. The focus of our intervention for
this kind of psychological problems is respect and encourage-
ment, encourage the patients’ relatives and friends to give
patients full respect and love, and enhance the patient’s sense
of identity; (2) positive psychological intervention measures:
some patients have good psychological quality, so they have a
certain degree of confidence in overcoming the disease and
hope that they will be respected and valued by others. We call
this a positive psychological problem. For this kind of per-
sonalized psychological needs, we must fully understand
the reasonable aspects and try our best to solve them; and
for those that are difficult to satisfy, we must also do a good
job of explaining and communicating, so as not to make
patients feel frustrated, and do our best to create a comfort-
able and satisfying psychological environment for patients.
The application of psychoeducational intervention in clinical
nursing work is ultimately to improve the prognosis of
patients and improve the QOL of patients. Therefore, a
corresponding quantitative standard of QOL is needed to
evaluate whether the intervention measures are reasonable.
The present study is aimed at investigating effectiveness of
psychoeducational interventions to improve the outcome
and QOL of patients with active SLE by analyzing the
following variables within a week after admission, 3 and 6
months after psychoeducational intervention: the World
Health Organization Quality of Life Instrument- (WHO-
QOL-) BREF scores, the Medical Outcomes Study Short
Form 36 (SF-36) scores, the Beck Depression Inventory,
and Spielberger’s State-Trait Anxiety Inventory (STAI).

2. Materials and Methods

2.1. Subject Design and Entry Criteria. Patients who met the
diagnostic criteria issued by the American College of Rheu-

matology for SLE [13], had active disease (score ≥ 6 at screen-
ing on the Safety of Oestrogens in Lupus Erythematosus
National Assessment SLE Disease Activity Index (SELENA-
SLEDAI)) [14], and aged over 15 years were eligible for study
subjects. The diagnostic criteria are detailed as follows: cheek
erythema: fixed erythema, flat or elevated, erythema on the
two zygomatic protrusions; discoid erythema: a flaky ery-
thema that rises from the skin adheres to keratin desquama-
tion and hair follicle plugs: atrophic scars can occur in old
lesions; photosensitivity: it has a clear reaction to sunlight,
causing a rash, which is known from the medical history or
observed by the doctor; oral ulcers: oral or nasopharyngeal
ulcers observed by a doctor are generally painless; arthritis:
nonerosive arthritis, involving two or more peripheral joints,
with tenderness, swelling, or fluid accumulation; serositis:
pleurisy or pericarditis; kidney disease: urine protein > 0:59/
24 h or +++, or cast (red blood cell, hemoglobin, granular,
or mixed cast); neuropathy: epileptic seizures or psychosis,
except for drugs or known metabolic disorders; hematologi-
cal diseases: hemolytic anemia or leukopenia, or lymphope-
nia, or thrombocytopenia; immunological abnormality:
anti-dsDNh antibody is positive, or anti-Sm antibody is pos-
itive, or antiphospholipid antibody is positive (including
anticardiophosinolipid antibody, or lupus anticoagulant, or
one of the three false positive syphilis serum tests lasting at
least 6 months; antinuclear antibodies: antinuclear antibodies
are abnormal at any time and when no drugs are used to
induce “drug-induced lupus.” Among these items, those
who meet four or more items can diagnose SLE after exclud-
ing infections, tumors, and other connective tissue diseases.
Exclusion criteria: illiteracy; severe active lupus nephritis or
central nervous system (CNS) lupus; transferred to the inten-
sive care unit (ICU) due to disease exacerbation; complicated
with other autoimmune rheumatic disorders; primary diabe-
tes, primary kidney disease, and malignant tumors; pregnant
or lactating women; mental disorders; failing to complete the
questionnaire due to various reasons. There were 89 hospital-
ized with SLE from January 2018 to January 2020 in our hos-
pital. Considering that 2 cases were transferred to ICU due to
worsening condition and 2 cases were withdrawn voluntarily,
85 patients who underwent all screening procedures and met
the entry criteria were finally enrolled in the study. All
patients were required to fill the WHOQOL-BREF question-
naire survey (Chinese version), the SF-36 questionnaire, the
Beck Depression Inventory, and Spielberger’s STAI, within
a week after admission. Afterward, 85 SLE patients were ran-
domly assigned to an intervention group with 42 cases and a
control group with 43 cases. Both groups were given the same
treatment protocols for SLE, health education, and nontar-
geted psychological comfort, while the patients in the inter-
vention group received psychoeducational interventions
according to questionnaire surveys they filled. Three and
six months after psychoeducational interventions began,
two groups of patients were required to fill these four
questionnaires.

2.2. The WHOQOL-BREF Scale. TheWHOQOL-BREF ques-
tionnaire survey (Chinese version) [15] is a cross-cultural
instrument developed for use across patient groups in many
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countries and contains 24 questions in 4 fields covering
physical (7 items), psychological (6 items), social (3 items),
and environment (8 items) domains. It uses a Likert-type
five-point scale to grade the patient’s response to the
WHOQOL-BREF items. The scale gives continuous scores
ranging from 4 to 20 for each domain. A higher score sig-
nifies better QOL. Keeping in view that the WHOQOL-
BREF questionnaire survey is best measured by the patient
himself/herself and not his or her physician or nurse. A
higher score indicates a favorable condition. A higher
domain score reflects a better QOL on the corresponding
domain.

2.3. The MOS SF-36 Scale. The SF-36 scale is a self-
administered instrument that has two major domains involv-
ing physical health and mental health [16]. It contains 36
questions that are divided over 8 subscales: physical function
(PF, the ability to carry out physical activities); physical role
(RP, measure of the interference of physical health in work
or other daily activities); bodily pain (BP); general health
(GH, a health assessment carried out by the subject); vitality
(VT, the feeling of enthusiasm and energy the patient pre-
sents); social function (SF, the ability to carry out normal
social activities without interference from physical or emo-
tional problems); emotional role (RE, the interference of
emotional problems at work and in other daily activities);
and mental health (MH, the feeling of peace, happiness,
and calm expressed by the patient). The SF-36 has been used
extensively in health outcome studies in SLE patients and has
excellent reliability (the subscales have internal reliability of
0.85 or better) and validity.

2.4. Psychological Parameters. We employed two instru-
ments, the Beck Depression Inventory and Spielberger’s
State-Trait Anxiety Inventory (STAI), to measure psycholog-
ical parameters of SLE. The Beck Depression Inventory [17]
is a self-administered questionnaire consisting of 21 items
that assess the cognitive components of depression rather
than the behavioral and somatic ones. This is not a diagnostic
instrument, but it does give an indication of the depth of
depression in patients with any diagnosis. The scores on this
instrument can be classified into the following categories: no
depression, slight depression, moderate depression, and
severe depression. Spielberger’s State-Trait Anxiety Inven-
tory (STAI) [18], created by Spielberger, Gorsuch, and
Lushene, encompasses two separate self-evaluation scales
that measure 2 independent concepts of anxiety, i.e., state
and trait.

2.5. Psychoeducational Interventions. Intervention content:
(a) disease knowledge: basic understanding of the clinical
manifestations, outcome and treatment protocols of the dis-
ease, and the importance of self-care; confidence reconstruc-
tion about marriage and childbirth for unmarried patients by
delivering scientific explanations; (b) emotion and feeling:
being encouraged in depressed mood after the disease was
attenuated or cured by exampling some cases with good
treatment effect and stable disease; receiving easy and pleas-
ant communication from peers about their feelings and

thoughts; for those being concerned about treatment costs
and family burden caused by SLE since there has a long-
term psychological process of fighting, nurses should
patiently tell them that as long as they received systemic
treatment to maintain the stability of the disease, the occur-
rence of complications can be reduced, and the reduction of
medication and treatment will relatively means lower treat-
ment costs. Once the disease is stable, they can make money
to reduce the economy burden. At the same time, it is neces-
sary to tell the family members about the patient’s concerns,
to ensure family member support in all aspects; (c) behav-
ioral intervention: frequent examination of the patient’s
compliance to treatment and clear notification about the
importance of accurate dosage and timing of medication;
some patients, in order to reduce the side effects of hor-
mones, often secretly reduce the dosage of medication by
themselves, which is very unfavorable to the control of the
active period of the disease; nurses must ensure that the
patient takes the medication in time every day; patients
should tell the medical staff about their discomfort at any
time without any hesitation, and the medical staff will deal
with the symptoms and signs immediately to avoid the aggra-
vation of the disease and reduce the occurrence of complica-
tions; foster good habits to establish health life style; strike a
proper balance between work and rest; do everything in one’s
power; positive about life and grateful for family and friend
help; (d) discharge instructions: accurate medication, regula-
tor return visit, self-protection, caution for having a cold; fer-
tility guidance for women with childbearing age; comfortable
communication with patients about their mental state, recog-
nition of the disease, approval of treatment, adaptation to the
environment, influence on interpersonal communication,
attitude towards family members and friends, future plans,
etc. For those who had poor acceptance and showed no evi-
dent effect, the intervention will be repeated many times.
After the patients were discharged from hospital, the nurse
should keep in touch with them, make regular telephone
follow-up visits, understand the psychological status of the
patients, carry out timely psychological intervention, and
obtain regular feedback. For special cases such as severe
depression and suicidal tendency, professional psychothera-
pists should be invited to give special help.

2.6. Statistical Processing. The data was processed by SPSS
21.0 statistical software. The measurement data is expressed
by mean ± standard deviation, and the t test is performed.
The count data is expressed by cases (percentage), and the
chi-square test is performed. P < 0:05, the difference was sta-
tistically significant.

3. Results

3.1. Description of Participant Demographics. A total of 85
hospitalized with SLE from January 2018 to January 2020
were eligible for study enrollment and randomly assigned
to a study group with 42 cases and a control group with 43
cases. Participant demographics are listed in Table 1. There
were no significant differences with regard to age, sex, SLE-
DAI scores, level of education, manual or nonmanual
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workers, marriage, disease duration, treatment with cortico-
steroids and immunosuppressants, and hospital stay between
the intervention group and the control group (P > 0:05), and
the two groups were comparable.

3.2. Psychoeducational Interventions Increased the
WHOQOL-BREF Scores of Patients with Active SLE. In order
to demonstrate whether psychoeducational interventions
improve the QOL of patients with active SLE, each patient
was required to fill the WHOQOL-BREF questionnaire sur-
vey within a week after admission, 3 and 6 months after psy-
choeducational intervention. The WHOQOL-BREF scale
contains 4 fields covering physical, psychological, social,
and environment domains and gives continuous scores rang-
ing from 4 to 20 for each domain. A higher score signifies
better QOL. As shown in Table 2(a), no significant difference
was detected in physical, psychological, social, and environ-
ment domain scores of the WHOQOL-BREF scale between
the intervention group and the control group within a week
after admission (P > 0:05); it was found that scores of all four
domains of the WHOQOL-BREF scale were remarkably
increased 3 months after psychoeducational intervention in
the intervention group (physical domain: 13:13 ± 2:79 vs.
16:34 ± 3:87, P < 0:001; psychological domain: 12:95 ± 3:04
vs. 16:12 ± 4:03, P < 0:001; social domain: 15:08 ± 3:53 vs.
18:02 ± 4:79, P = 0:002; environment domain: 13:82 ± 1:94
vs. 17:86 ± 4:12, P < 0:001) and significantly higher than the
control group (Table 2(b), P < 0:05); 6 months after psychoe-
ducational intervention, psychological and social domain
scores of the WHOQOL-BREF scale were remarkably higher
in the intervention group than those in the control group,
while other scores of three domains were not (Table 2(b),
P < 0:05). Results revealed that psychoeducational inter-
ventions improved the QOL of patients with active SLE.

3.3. Psychoeducational Interventions Increased the SF-36
Scores of Patients with Active SLE. The SF-36 scale was also
used to reflect the QOL of patients with active SLE. Each
patient was required to fill the SF-36 questionnaire survey
within a week after admission, 3 and 6 months after psychoe-

ducational intervention. There was no evident difference in
terms of PF, RP, BP, GH, VT, SF, RE, and MH scores of the
SF-36 scale between the intervention group and the control
group within a week after admission (Table 3(a), P > 0:05).
PF, RP, BP, GH, RE, and MH scores of the SF-36 scale were
remarkably increased 3 months after psychoeducational
intervention in the intervention group (PF: 76:34 ± 20:12
vs. 87:46 ± 14:87, P = 0:005; RP: 32:53 ± 28:29 vs. 56:46 ±
35:48, P = 0:001; BP: 55:75 ± 17:63 vs. 69:14 ± 16:96, P <
0:001; GH: 40:59 ± 15:63 vs. 48:92 ± 14:57, P = 0:013; RE:
46:27 ± 37:40 vs. 67:73 ± 35:34, P = 0:008; MH: 55:42 ±
12:58 vs. 70:68 ± 21:75, P < 0:001) rather than VT
(46:84 ± 9:76 vs. 53:48 ± 20:43, P = 0:061) and SF
(53:76 ± 22:01 vs. 62:91 ± 29:13, P = 0:108), while all scores
of subscales were notably higher in the intervention group
than those in the control group (Table 3(b), P < 0:05). Six
months after psychoeducational intervention, PF, RP, BP,
GH, and RE scores of the SF-36 scale were remarkably higher
in the intervention group than those in the control group,
while VT, SF, and MH scores were not (Table 3(b), P < 0:05
). These data suggested that psychoeducational interventions
improved the QOL of patients with active SLE.

3.4. Psychoeducational Interventions Attenuated the
Depression and Anxiety of Patients with Active SLE. SLE is a
relapsing autoimmune disease, and SLE patients are required
to fight this disease for a long time. SLE patients must keep
themselves from depression and anxiety. To study the effects
of psychoeducational interventions on the depression and
anxiety of patients with active SLE, we employed two instru-
ments, the Beck Depression Inventory and the STAI, to mea-
sure psychological parameters of SLE patients. The
observation and control groups exhibited no significant dif-
ference in the levels of depression and anxiety before psy-
choeducational intervention (P > 0:05). Three months after
psychoeducational intervention, the levels of depression
and anxiety of SLE patients were reduced (15:2 ± 10:37 vs.
7:56 ± 5:11, P < 0:001; 65:68 ± 28:36 vs. 45:00 ± 28:75, P =
0:001) and significantly lower than those in the control group
(Table 4, P < 0:05). Six months after psychoeducational

Table 1: Participant demographics, by group.

Demographics Intervention group (n = 42) Control group (n = 43) P

Age (years) 37:58 ± 5:28 35:76 ± 4:87 0.10

Female (%) 100 95.35 0.16

SLEDAI score 9:62 ± 3:75 10:14 ± 3:81 0.53

Level of education (years) 9:59 ± 2:64 9:88 ± 2:71 0.62

Occupation 0.64

Nonmanual worker 28 30

Manual workers 14 13

Married (%) 73.81 76.74 0.75

Disease duration (years) 6:09 ± 1:52 5:76 ± 1:14 0.26

Treatment with corticosteroids (%) 45 47 0.91

Treatment with immunosuppressants (%) 34 30 0.76

Hospital stay (days) 18:47 ± 6:11 16:59 ± 4:63 0.11

NS: not significant.
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Table 2

(a) The WHOQOL-BREF scores of patients with active SLE between the intervention group and the control group within a week after
admission

WHOQOL scale
Within a week at admission

P
Intervention group (n = 42) Control group (n = 43)

Physical 13:13 ± 2:79 13:55 ± 3:36 0.53

Psychological 12:95 ± 3:04 13:17 ± 3:44 0.76

Social 15:08 ± 3:53 14:69 ± 3:78 0.62

Environmental 13:82 ± 1:94 14:25 ± 2:31 0.36

(b) The WHOQOL-BREF scores of patients with active SLE between the intervention group and the control group, 3 and 6 months after
psychoeducational intervention

WHOQOL
scale

Three months after intervention
P

Six months after intervention
P

Intervention group (n = 42) Control group (n = 43) Intervention group (n = 42) Control group (n = 43)
Physical 16:34 ± 3:87 13:45 ± 2:73 <0.001 14:88 ± 3:24 14:12 ± 3:65 0.31

Psychological 16:12 ± 4:03 12:89 ± 2:69 <0.001 15:25 ± 3:98 12:56 ± 3:33 0.001

Social 18:02 ± 4:79 13:94 ± 3:61 <0.001 16:87 ± 4:57 15:03 ± 3:48 0.04

Environmental 17:86 ± 4:12 15:01 ± 3:52 <0.001 15:69 ± 4:07 14:66 ± 2:85 0.18

Table 3

(a) The SF-36 scores of patients with active SLE between the intervention group and the control group within a week after admission

SF-36 scale
Within a week at admission

P
Intervention group (n = 42) Control group (n = 43)

PF 76:34 ± 20:12 77:43 ± 19:13 0.80

RP 32:53 ± 28:29 33:45 ± 26:78 0.88

BP 55:75 ± 17:63 53:69 ± 21:57 0.63

GH 40:59 ± 15:63 39:63 ± 15:36 0.78

VT 46:84 ± 9:76 47:49 ± 15:14 0.82

SF 53:76 ± 22:01 52:85 ± 18:73 0.84

RE 46:27 ± 37:40 45:27 ± 41:15 0.91

MH 55:42 ± 12:58 57:94 ± 16:32 0.43

(b) The WHOQOL-BREF scores of patients with active SLE between the intervention group and the control group, 3 and 6 months after
psychoeducational intervention

SF-36 scale
Three months after intervention

P
Six months after intervention

P
Intervention group (n = 42) Control group (n = 43) Intervention group (n = 42) Control group (n = 43)

PF 87:46 ± 14:87 78:21 ± 17:53 0.01 84:95 ± 15:23 76:04 ± 16:37 0.01

RP 56:46 ± 35:48 38:89 ± 27:13 0.01 52:55 ± 29:09 35:54 ± 23:17 0.004

BP 69:14 ± 16:96 51:99 ± 18:16 <0.001 65:25 ± 20:72 54:11 ± 27:15 0.04

GH 48:92 ± 14:57 38:42 ± 16:09 0.002 50:32 ± 15:15 37:77 ± 17:54 <0.001
VT 53:48 ± 20:43 45:72 ± 14:15 0.04 49:58 ± 20:18 46:66 ± 17:39 0.48

SF 62:91 ± 29:13 50:74 ± 20:20 0.03 55:38 ± 24:04 53:59 ± 25:16 0.74

RE 67:73 ± 35:34 52:02 ± 33:95 0.04 65:91 ± 32:39 51:55 ± 29:53 0.04

MH 70:68 ± 21:75 60:44 ± 20:26 0.03 58:73 ± 19:03 61:24 ± 25:80 0.80
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intervention, the level of depression was still reduced
(15:2 ± 10:37 vs. 10:12 ± 8:42, P = 0:016), while the level of
anxiety was not (65:68 ± 28:36 vs. 54:99 ± 27:41, P = 0:083).
Compared with the control group, the levels of depression
and anxiety of SLE patients were remarkably declined in
the observation group, 6 months after psychoeducational
intervention (Table 4, P < 0:05). These data suggested that
psychoeducational interventions were beneficial for the men-
tal health of patients with active SLE.

3.5. Clinical Complications. We performed statistics on the
number of SLE patients with clinical complications such as
allergies, infections, and kidney injury between the interven-
tion group and the control group, 3 and 6 months after psy-
choeducational intervention. It was revealed that there was
no significant difference with regard to the incidence of aller-
gies, infections, and kidney injury and the incidence of total
complications between the intervention group and the con-
trol group, 3 and 6 months after psychoeducational interven-
tion (Table 5, P > 0:05).

4. Discussion

SLE is an autoimmune disease, which can affect multiple sys-
tems and multiple organs of the body, undergoes repeated
changes, and has unusually complex clinical manifestations.
The effectiveness of psychoeducational interventions on the
QOL of patients with active SLE was explored. A total of 85
patients with active SLE were included in this study and
grouped into the observation group and the control group.
Four scales were used to reflect the QOL and mental status
of patients after psychoeducational interventions. The nurs-
ing measures are as follows: (1) skin care: instruct patients

to keep their skin clean and dry, add moisture and nutrients
in time, reduce skin pressure, and avoid chemical irritation;
(2) care for edema: if patients develop edema of the lower
extremities, they should control their intake into the water
and sodium content, keep the lower limbs elevated, and avoid
electrolyte disturbance and dehydration; (3) recurrence pre-
vention measures: patients with SLE may have fever, hair
loss, and joint pain in the early stages of recurrence. Patients
should avoid influenza during treatment, and female patients
should avoid unplanned births. In addition, nurses create a
good treatment environment, protect patients from external
interference, and reduce disease recurrence. (4) Psychoedu-
cational intervention: after the onset of the patient’s illness,
his social role changes, and he cannot adapt to it for a while.
There will be tension, anxiety, pessimism, and other negative
psychology. At this time, the nursing staff should comfort,
encourage the patient, and guide the patient’s family to care
for and enlighten the patient. Let patients regain their confi-
dence and adapt to the new environment.

We found that scores of all four domains of the
WHOQOL-BREF scale were remarkably increased 3 months
after psychoeducational intervention in the intervention
group and significantly higher than the control group; 6
months after psychoeducational intervention, psychological
and social domain scores of the WHOQOL-BREF scale were
remarkably higher in the intervention group than those in
the control group, while other scores of three domains were
not. PF, RP, BP, GH, RE, and MH scores of the SF-36 scale
were remarkably increased 3 months after psychoeducational
intervention in the intervention group rather than VT and
SF, while all scores of subscales were notably higher in the
intervention group than those in the control group. Six
months after psychoeducational intervention, PF, RP, BP,

Table 4: The depression (Beck Depression Inventory) and anxiety (STAI) of patients with active SLE between the intervention group and the
control group within a week after admission, 3 and 6 months after psychoeducational intervention.

Within a week at admission

P

Three months after
intervention

P

Six months after intervention

P
Intervention
group (n = 42)

Control
group
(n = 43)

Intervention
group (n = 42)

Control
group
(n = 43)

Intervention
group (n = 42)

Control
group
(n = 43)

Depression (Beck
Depression
Inventory)

15:20 ± 10:37 16:53 ± 11:19 0.57 7:56 ± 5:11 17:23 ± 13:21 <0.001 10:12 ± 8:42 17:55 ± 13:78 0.004

Anxiety (Spielberger’s
STAI)

65:68 ± 28:36 68:81 ± 25:36 0.59 45:00 ± 28:75 69:46 ± 26:38 <0.001 54:99 ± 27:41 68:31 ± 30:94 0.04

Table 5: Comparison of the incidence of clinical complications between the intervention group and the control group, 3 and 6 months after
psychoeducational intervention.

Complications
Three months after intervention

P
Six months after intervention

P
Intervention group (n = 42) Control group (n = 43) Intervention group (n = 42) Control group (n = 43)

Allergy 1 2 0.57 4 7 0.38

Infection 0 1 0.32 1 2 0.57

Kidney injury 0 0 0 1 3 0.32

Total complications 1 3 0.32 5 12 0.07
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GH, and RE scores of the SF-36 scale were remarkably higher
in the intervention group than those in the control group,
while VT, SF, and MH scores were not. Three months after
psychoeducational intervention, the levels of depression
and anxiety of SLE patients were reduced and significantly
lower than those in the control group. Six months after psy-
choeducational intervention, the level of depression was still
reduced, while the level of anxiety was not. Compared with
the control group, the levels of depression and anxiety of
SLE patients were remarkably declined in the observation
group, 6 months after psychoeducational intervention. All
these findings revealed that psychoeducational intervention
could effectively improve the QOL of patients with active
SLE.

Nursing staff should pay attention to the changes in the
patient’s mood, thinking, speech, and behavior, understand
the impact of various factors on the patient’s psychological
activities, pay attention to understanding the patient’s phys-
ical, psychological, and social information through commu-
nication, and find out the patient’s psychological health
problems, so as to formulate corresponding psychological
support and treatment measures, such as use of listening
assurance techniques, comfort and enlightenment, care and
sympathy, explanation, advice and guidance, encourage-
ment, and extreme language applications [19]. Nurses must
patiently explain to patients the occurrence and development
process of the disease, the purpose and significance of various
examinations and treatments, as well as the rapid develop-
ment of medicine, immunology, pharmacy, and molecular
biology, and the improvement of diagnosis and treatment
technology, and the prognosis has been greatly improved. A
happy mood plays a positive role in promoting the improve-
ment of the disease, which is very important for stable treat-
ment. It has been reported that mental stress or stress can
cause immune system disorders through the neuroendocrine
system and promote or aggravate SLE. Psychological sup-
ports and programs are effective in dealing with patients suf-
fering from SLE and high levels of daily stress as it
significantly reduces the incidence of psychological disorders
associated with SLE and improves and maintains the QOL of
patient, despite there being no significant reduction in the
disease activity index [20].

The improvements found in the QOL of SLE patient and
reduced levels of depression and anxiety suggest that psy-
choeducational interventions could cope with the disease
easier and change patients’ mental health. Furthermore, the
impact of therapy on QOL and psychosocial aspects may
have implications for longer-term health behaviors and
health outcomes. These preliminary results should be verified
in further studies. If the findings are confirmed, then this
could signal a new, more effective approach to dealing with
SLE, given that a comprehensive, overall view of these
patients is necessary when treating the clinical and psycho-
logical aspects of the disease.

Data Availability

The data used to support the findings of this study are
included within the article.

Conflicts of Interest

The authors declare that they have no conflicts of interest.

Funding

This work was supported by the project Nos. 2018JJ6017 and
2017SK50503.

References

[1] L. Durcan, T. O'Dwyer, and M. Petri, “Management strategies
and future directions for systemic lupus erythematosus in
adults,” The Lancet, vol. 393, no. 10188, pp. 2332–2343, 2019.

[2] G. Fortuna and M. T. Brennan, “Systemic lupus erythemato-
sus: epidemiology, pathophysiology, manifestations, and man-
agement,” Dental Clinics of North America, vol. 57, no. 4,
pp. 631–655, 2013.

[3] G. D. Sebastiani, I. Prevete, A. Iuliano, and G. Minisola, “The
importance of an early diagnosis in systemic lupus erythema-
tosus,” The Israel Medical Association Journal, vol. 18, no. 3-
4, pp. 212–215, 2016.

[4] A. Fava and M. Petri, “Systemic lupus erythematosus: diagno-
sis and clinical management,” Journal of Autoimmunity,
vol. 96, pp. 1–13, 2019.

[5] A. Lateef and M. Petri, “Systemic lupus erythematosus and
pregnancy,” Rheumatic Diseases Clinics of North America,
vol. 43, no. 2, pp. 215–226, 2017.

[6] M. Gatto, M. Zen, L. Iaccarino, and A. Doria, “New therapeu-
tic strategies in systemic lupus erythematosus management,”
Nature Reviews Rheumatology, vol. 15, no. 1, pp. 30–48, 2019.

[7] J. D. Correa, L. G. A. Branco, D. C. Calderaro et al., “Impact of
systemic lupus erythematosus on oral health-related quality of
life,” Lupus, vol. 27, no. 2, pp. 283–289, 2018.

[8] R. P. Goswami, R. Chatterjee, P. Ghosh, G. Sircar, and
A. Ghosh, “Quality of life among female patients with systemic
lupus erythematosus in remission,” Rheumatology Interna-
tional, vol. 39, no. 8, pp. 1351–1358, 2019.

[9] C. M. Greco, T. E. Rudy, and S. Manzi, “Effects of a stress-
reduction program on psychological function, pain, and phys-
ical function of systemic lupus erythematosus patients: a ran-
domized controlled trial,” Arthritis and Rheumatism, vol. 51,
no. 4, pp. 625–634, 2004.

[10] E. W. Karlson, M. H. Liang, H. Eaton et al., “A randomized
clinical trial of a psychoeducational intervention to improve
outcomes in systemic lupus erythematosus,” Arthritis and
Rheumatism, vol. 50, no. 6, pp. 1832–1841, 2004.

[11] C. Conversano, A. Poli, R. Ciacchini, P. Hitchcott, L. Bazzichi,
and A. Gemignani, “A psychoeducational intervention is a
treatment for fibromyalgia syndrome,” Clinical and Experi-
mental Rheumatology, vol. 37, Supplement 116, 1, pp. 98–
104, 2019.

[12] L. T. Nguyen, K. Alexander, and P. Yates, “Psychoeducational
intervention for symptom management of fatigue, pain, and
sleep disturbance cluster among cancer patients: a pilot
quasi-experimental study,” Journal of Pain and Symptom
Management, vol. 55, no. 6, pp. 1459–1472, 2018.

[13] M. C. Hochberg, “Updating the American College of Rheuma-
tology revised criteria for the classification of systemic lupus
erythematosus,” Arthritis & Rheumatism, vol. 40, no. 9,
p. 1725, 1997.

7Journal of Nanomaterials



[14] M. Petri, M. Y. Kim, K. C. Kalunian et al., “Combined oral con-
traceptives in women with systemic lupus erythematosus,” The
New England Journal of Medicine, vol. 353, no. 24, pp. 2550–
2558, 2005.

[15] The Whoqol Group, “TheWorld Health Organization Quality
of Life Assessment (WHOQOL): development and general
psychometric properties,” Social Science & Medicine, vol. 46,
no. 12, pp. 1569–1585, 1998.

[16] J. E. Ware Jr. and C. D. Sherbourne, “The MOS 36-item short-
form health survey (SF-36). I. Conceptual framework and item
selection,” Medical Care, vol. 30, no. 6, pp. 473–483, 1992.

[17] X. Wang, Y. Wang, and T. Xin, “The psychometric properties
of the Chinese version of the Beck Depression Inventory-II
with middle school teachers,” Frontiers in Psychology, vol. 11,
p. 548965, 2020.

[18] K. Gerreth, J. Chlapowska, K. Lewicka-Panczak, R. Sniatala,
M. Ekkert, and M. Borysewicz-Lewicka, “Self-evaluation of
anxiety in dental students,” BioMed Research International,
vol. 2019, Article ID 6436750, 6 pages, 2019.

[19] G. S. Alarcon, G. McGwin Jr., A. Uribe et al., “Systemic lupus
erythematosus in a multiethnic lupus cohort (LUMINA).
XVII. Predictors of self-reported health-related quality of life
early in the disease course,” Arthritis and Rheumatism,
vol. 51, no. 3, pp. 465–474, 2004.

[20] N. Navarrete-Navarrete, M. I. Peralta-Ramirez, J. M. Sabio-
Sanchez et al., “Efficacy of cognitive behavioural therapy for
the treatment of chronic stress in patients with lupus erythe-
matosus: a randomized controlled trial,” Psychotherapy and
Psychosomatics, vol. 79, no. 2, pp. 107–115, 2010.

8 Journal of Nanomaterials


	Psychoeducational Intervention Benefits the Quality of Life of Patients with Active Systemic Lupus Erythematosus
	1. Background
	2. Materials and Methods
	2.1. Subject Design and Entry Criteria
	2.2. The WHOQOL-BREF Scale
	2.3. The MOS SF-36 Scale
	2.4. Psychological Parameters
	2.5. Psychoeducational Interventions
	2.6. Statistical Processing

	3. Results
	3.1. Description of Participant Demographics
	3.2. Psychoeducational Interventions Increased the WHOQOL-BREF Scores of Patients with Active SLE
	3.3. Psychoeducational Interventions Increased the SF-36 Scores of Patients with Active SLE
	3.4. Psychoeducational Interventions Attenuated the Depression and Anxiety of Patients with Active SLE
	3.5. Clinical Complications

	4. Discussion
	Data Availability
	Conflicts of Interest
	Funding

