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 One of the most common autoimmune and chronic diseases with unknown reasons is 

rheumatoid arthritis which its prevalence in women is 3 times more than men. The 

symptoms of this disease are pain, fatigue, drought of joints and inability in moving. Co 

morbidity with anxiety, stress and depression affect the onset or exacerbation of 
rheumatoid arthritis, the debilitating psychological consequences of the disease and 

reduced quality of life is impressive. The purpose of this study was to investigate the 

relationship between anxiety, stress, depression and quality of life of women with 
rheumatoid arthritis. This study is a descriptive correlation in the shape of cross-

sectional. The population included 257 women with rheumatoid arthritis who were 

selected based on the size of the table farmers and Morgan. In hand Sampling was 
conducted in a 3 months period in 1392 on Al-Zahra Hospital in Isfahan. Collection 

tools include a depression and anxiety questionnaire, DASS-42 and SF-36 quality of 

life questionnaire. Data collected by SPSS software has been surveyed and descriptive 
and inferential statistical methods (Pearson correlation and stepwise regression 

analysis) has been used for gaining the goals. The findings of researchers shows a 

positive and meaningful relation between anxiety (P<0/05), stress (P<0/01) and 
depression (P<0/01) with quality of life in women suffering from rheumatoid arthritis. 

So setting more study in this regard and using of its results for upgrading the quality of 

life is necessary in these patients.  
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INTRODUCTION 

 

 Rheumatic diseases are the common human beings disease and a significant percentage of people suffering 

from it. Some of them like rheumatoid arthritis are lifetime and can not eradicate even with treatment and just is 

controllable, so the suffering one must be always under treatment. Some of the researches finds some evidence 

based on the relation between stress and rheumatoid arthritis and most of the patients inform some stressful 

events before the starting the disease or on its upmost [1] [2]. The people who suffering from serious rheumatoid 

arthritis endures so much pain every day and in some days this pain is very serious [3]. Interventions and 

therapeutic proceedings in the treatment of rheumatoid arthritis are described as the treatment pyramid, which 

the basic of this pyramid is pain relief [4]. This disease can have a significant effect on the life of suffered and 

with major physical changes which appears in this disease, increases the risk of descending quality of life that 

often is because of pain [5]. Conservative estimate of 13-20% prevalence of stress in patients suffered from 

rheumatoid arthritis is reported [6]. Also Hawley and Wolfe (1988) states that anxiety is common among 

patients with rheumatoid arthritis and nearly 20% of patients have a significant amount of anxiety. In fact, 

depression and anxiety is often simultaneously in a disease and often considered as a single disorder [7]. 

Arthritis patients should prevent loses of their function, recurrent and painful disease relapse may be among the 

people who most vulnerable to the damaging effects of stress [8]. It seems that psychological factors of anxiety, 

stress and depression with quality of life in women with RA patients can have a significant influence on the 

upward progression of the disease.  

 In the recent twenty years, interesting in assessment and improvement of life quality has been increased 

significantly in people with chronic disease and daily performance improvement and quality of life in patients’ 

life becomes a target. Outbreak of depression and increase of environmental stresses impacts on the worsening 

of clinical outcomes of RA which consists of two parts, psychological and Biological [9]. Hiresh et al (2005) 
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could find a meaningful relation between disabilities related to pain in everyday life activities that this relation is 

higher among women with chronic pains than men. After controlling the patients' mood states, pain variable 

predict general inability in men more than women [10]. The findings may lead to this fact that the treatment 

approaches of men and women must be different. In a consecutive survey which longs 7 weeks in Korea, 

training programs were performed for pain relief and stress due to RA and 2 groups (Experimental and Control 

Group) has been compared. The results show that pain and stress has been decreased in Experimental group but 

performance has not been changed dramatically. Moreover, there is a meaningful relation between pain control 

and prevention skills and all of them support this view that training improves the skills and then the 

improvements of health outcomes [11]. The systematic and ultra-analytical study of Cognitive-behavioral and 

training methods showed that 25 cases of investigations is based on 6 related outcomes of RA (Pain, Inability, 

Joints Pains, Psychological Problems, Prevention and autarchy). The results showed that the average effect size 

for depressive symptoms was low but this change remains in follow-up studies were included in the evaluation. 

About prevention and autarchy, average effect size is low but significant which indicates the success of the 

interventions in skills improvement [12]. Lorig, Shoor & Holman1 (1989) reviewed a study about effectiveness 

of cognitive-behavioral treatment in RA patients and can find a positive correlation between increasing of 

autarchy and positive clinical outcomes [13]. In a study, they evaluate depression and anxiety in the city of 

Rasht in patients with rheumatoid arthritis. 180 patients have been surveyed and complete a questionnaire for 

depression and anxiety. Among this 180, 16 people were a little depressed (9.8%), 14 people need Psychiatric 

advice (8.7%), 42 people relatively depressed (3.23%), 55 people seriously depressed (6.30%) and 40 people 

hyper-depressed (2.22%). This study shows that depression and anxiety are more among RA patients [14]. A 

study has been conducted for studying the relation between depression and life quality in RA patients by Tehran 

University of Medical Sciences [15]. The sample consists of 150 people and the results show that 50% of 

patients encounter the quality of life’s desirable and 50% of them inappropriate. Most of the subjects had serious 

depression. The results show a meaningful relation between depression and quality of life. Another survey 

conducted for study of stress effect on continues of RA and methods of its prevention and effective treatment. 

100 people was conducted in this study (80 women, 20 Men) which their illness is definite and the illness began 

recently, they surveyed for 12 to 36 months by the help of questionnaire which reflects all of their life’s events 

and divided to 2 groups, group A with Stable stress and Group B with unstable stress. Same treatment conducted 

for both groups and the results have been surveyed after 2 years. Results show that despite identical treatments 

in groups, replies to treatments were different, as group B have unstable stress, have a better improvement rather 

than group A [16]. The researchers concluded that by recognition stressors and attempts to resolve can be 

effective in controlling the disease. Relation between the extent of depression and the extent of disability has 

been surveyed in Kerman city who suffered with RA. The results of this study which designed prospective 

cross-sectional shows that in RA patients’ depression is a cause of disability and disability is the risk of 

depression and there is a reciprocity relation [17]. The overall goal of this research is to determine the main 

hypothesis of the relationship between stress, anxiety and depression and quality of life in patients with 

rheumatoid arthritis. This study also sought to examine the relationship between age, education, duration of 

illness and health status and quality of life of women with rheumatoid arthritis.  

  

Study Method: 

 The recent research project is non-experimental and correlation one. The population of recent research is all 

of women with RA illness which refer to Rheumatology clinic of Al-Zahra hospital in Isfahan. The sample 

consists of 257 women who have the criteria to enter; age group 18-60 years, literacy middle class, disease 

duration of up to one year, lack of psychological disorders like depression or under treatment with Psychotropic 

drugs before catching RA; all of them has been selected via available sampling. Data collecting method is 

question and reply, self-report and the collecting tools are depression questionnaire. Anxiety and stress DASS-

42 which designed by Luibond and Luibond on 1995 [18]. Each of these scales consists of 14 materials. The 

triable must grade the materials in 4 scales from not at all to very much. In the original culture, internal 

consistency coefficients for the subscales of depression 96.0, anxiety 89.0 and stress 93.0 have been reported 

[19]. This questionnaire has been surveyed by Samani and Jokar (1386) in Iran and Cronbach’s alpha reports 

81.0 for depression, 74.0 for anxiety and 78.0 for stress [20]. The second questionnaire, quality of life SF-36 

designed by Wir and Sherborn in 1992 [21]. This questionnaire has 36 questions in two physical and 

Psychological dimension in 8 areas which each of dimensions consists of different areas like Physical 

performance, Physical Role, Physical pains, Public Health, Energy and recreation, Social Performance, 

Emotional Role and Psychological Health. Each questionnaire has scale ratings which 25 is the lowest point and 

100 is the highest one. Reliability coefficient for this test is 80.0 to 85.0 in the external sample and in Iran alpha 

coefficient is 93.0 for Mental Health and 86.0 are listed for physical health.  
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Findings: 

 The findings of study show that among 257 people suffered RA, more than 55% of them are over 40 years. 

64.3% of them have diploma (high-school), 73.3% of them are married, 52.4% of them unemployment and 

64.2% of them suffered more than 7 years from RA. 

 This study also revealed that more than half of case study considered the quality of their lives undesirable 

and the results suggests high and significant correlation of anxiety, stress and depression. In the study of anxiety 

correlation with quality of life, as seen in Table 1, there is a significant relation between quality of life and its 

components (P<0.01, r=0.696).   

  
Table 1: Correlation between anxiety and quality of life. 

Dimension of Life 

Quality 
 Anxiety Dimension of Life 

Quality 
 Anxiety 

Public Health The correlation 
coefficient 

**471-. Lack of Physical Pain The correlation 
coefficient 

**664-. 

Meaningfulness 000.0 

 

Meaningfulness 000.0 

Physical 
Performance 

The correlation 
coefficient 

**730-. Mental Health The correlation 
coefficient 

**513-. 

Meaningfulness 000.0 Meaningfulness 000.0 

Physical Role The correlation 

coefficient 

**199-. Social Performance The correlation 

coefficient 

**430-. 

Meaningfulness 001.0 Meaningfulness 000.0 

Energy and 

Exhilaration 
The correlation 

coefficient 

**168-. Quality of Life The correlation 

coefficient 

**696-. 

Meaningfulness 004.0 Meaningfulness 000.0 

Emotional Role The correlation 
coefficient 

**503-.  

Meaningfulness 000.0 

 

 About Dimensions of life and stress on women with rheumatoid arthritis, as you see from results, between 

quality of life and its components with stress there is a meaningful correlation (p<0.01, r=-0.737). . . (Table 2) 

 
Table 2: Correlation between Stress and Quality of Life. 

Dimension of Life 

Quality 
 Stress Quality of life 

proportions 
 Stress 

Public Health The correlation 

coefficient 
-.496* Lack of Physical Pain The correlation 

coefficient 
-.704** 

Meaningfulness 0.000 Meaningfulness 0.000 

Physical 

Performance 

The correlation 

coefficient 

-.695** Mental Health The correlation 

coefficient 
-.606** 

Meaningfulness 0.000 Meaningfulness 0.000 

Physical Role The correlation 

coefficient 
-.125* Social Performance The correlation 

coefficient 
-.573** 

Meaningfulness 0.022 Meaningfulness 0.000 

Energy and 

Exhilaration 
The correlation 

coefficient 
-.179** Quality of Life The correlation 

coefficient 
-.737** 

Meaningfulness 0.002 Meaningfulness 0.000 

Emotional Role The correlation 
coefficient 

-.558**  

Meaningfulness 0.000 

  

 The results show that there is a meaningful correlation between quality of life and its components with 

depression (p<0.01, r=-0.757). . (Table 3) 

 As shown in table 4, in final step the Regression analysis (P<0/01, F=159.098) has the necessary credibility 

for forecasting the quality of life by depression, stress and anxiety. In other words, at least one of the variables 

of forecasting of depression, stress and anxiety has the power of meaningful forecasting to 65% for forecasting 

the quality of life.  

 Findings confirms that based on the results of Lounder test, the default equivalence of some of variables 

like age group, literacy and married or single also has been observed (P>0.05). In the meantime, the emotional 

role of defaults has not confirmed for variances. But about the peoples group based on duration of illness, 

energy and recreation has not confirmed for equality of variances. Also the Analysis and variance results among 

age groups, literacy and duration of illness, there is a physical and energy role for it (P<0.05). The results of 

scheffe test in the significant proportions for age groups as seen on table 5 show that by aging the anxiety and 

depression has been increased and Physical performance, Physical Role, lack of Physical pains, Public Health, 

Energy and recreation, Social Performance, Emotional Role and quality of life has been decreased. This result 

also seen about the duration of illness it means by increasing duration of illness, anxiety, stress and depression 

has been increased. Also public health, physical performance, emotional role, mental health and social 
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performance have been decreased. But by increasing level of education, depression and stress has been 

decreased and also public health, physical performance, emotional role, lack of physical pain, mental health, 

social performance and quality of life increases. Among married and unmarried groups also public health, 

physical performance, emotional role, lack of physical pain, social performance and quality for unmarried 

people is more than married ones.     

 
Table 3: Correlation between Depression and quality of life. 

Dimension of Life 
Quality 

 Depression Quality of life 
proportions 

 Depression 

Public Health The correlation 

coefficient 
-.554** Lack of Physical Pain The correlation 

coefficient 
-.729** 

 

Meaningfulness 0.000 Meaningfulness 0.000 

Physical 
Performance 

The correlation 
coefficient 

-.685** Mental Health The correlation 
coefficient 

-.597** 
 

Meaningfulness 0.000 Meaningfulness 0.000 

Physical Role The correlation 

coefficient 
-.159** Social Performance The correlation 

coefficient 
-.534** 

 

Meaningfulness 0.005 Meaningfulness 0.000 

Energy and 

Exhilaration 
The correlation 

coefficient 
-.160** 

 

Quality of Life The correlation 

coefficient 
-.757** 

 

Meaningfulness 0.005 Meaningfulness 0.000 

Emotional Role The correlation 
coefficient 

-.600**  

Meaningfulness 0.000 

 
Table 4: Multiple correlation coefficient between depression, stress and anxiety and quality of life beside Regression Analysis. 

Statistical Indicators 

 
Step 

F 

Coefficient 
Significant Multiple 

correlation 

coefficient 

Multiple 

correlation 

coefficient 
square 

Adjusted squared 

multiple 

correlation 

Standard error of 

estimate 

1 342.082 .000a .757a .573 .571 6.26879 

2 208.751 .000b .788b .621 .618 5.92004 

3 159.098 .000c .808c .654 .649 5.66828 

  

Discussion and Conclusion: 

 Assessment of life quality in clinical studies makes a closer connection between physician and patient. The 

same problem causes the increasing of patient’s knowledge from his/her illness, familiarity of people from their 

healthiness, familiarity with advantages and disadvantages of different treatments and bolding the patient’s role 

in finding the way of his/her treatment.    

 On the other hand, access to information of quality of life can affect in upgrading of treatment, care and 

rehabilitation programs [22]. In this study, relation between anxiety, stress and depression with quality of life 

surveyed among 257 women RA patients based on depression, anxiety, stress and DASS-42 questionnaire. The 

results of this study about women in relation of quality of life and anxiety show that there is a significant 

correlation (r=-0.696). This result is in line with findings of Belzer, Schneier and Lorig [7][14]. This study 

suggests that stress had a negative impact on quality of life, the more stress is greater and worse quality of life 

and between stress intensity and quality of life statistically is observed significant relationship. These results 

were confirmed in Depue & Monrose, Seo & Oh privacy and colleagues in their study also concluded that there 

is a significant relationship between two variables, quality of life and stress r=-0.737. Depression of patients is 

among variables that studied. Based on results, depression extent of under studied units are so high so has 

negative impact on quality of life. There was a significant relationship between quality of life and depression. 

As can be seen, by increasing depression, the level of life quality has been decrease. Dickens, Belzer, Seo & oh, 

Astin, Lorig, Razavian and colleagues suggest in their report that intensity of depression has been moderate to 

high level [6][7][11][12][14][15][17]. Finally, based on the following findings we can result that there is a 

significant relation between anxiety (P<05.0), stress (P<01.0) and depression (P<o1.0) with quality of life of 

women with RA and have 82% significant forecast. Also there is a relation between age and quality of life in 

women with RA which has been increased with age, anxiety and depression and quality of life decrease. With 

increased longevity, anxiety, stress and depression increase and quality of life decrease. Depression, anxiety and 

stress in singles are less than married ones and singles quality of lives are more than couples. Also employment 

of women with RA has been studied and there is no significant relation. Totally, as pain relief is one of the most 

important factors of RA patients in daily life [23], women with RA not only adopt with their illness 

requirements, but also cope with stress, anxiety and then depression of that adoption. So results of this research 

show the role of stress, anxiety and depression in pain relief and reduction of life quality in women with chronic 

RA which can play important functional implications for patients, doctors and activists to promote the quality of 

life of women with the disease can have.  
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Table 5: Scheffe test for significant proportions of the age groups. 

Proportions 1st Group Comparison Groups Average Difference Standard Error Significant 

Anxiety 30 years and 

less 

51 and over -5.32194* 1.54769 .009 

31-40 years 51 and over -6.75463* 1.32585 .000 

Public Health 30 years and 
less 

51 and over 6.80912* 2.39025 .046 

Physical 

Performance 

30 years and 

less 

51 and over 11.40076* 2.90833 .002 

31-40 years 51 and over 12.14506* 2.49146 .000 

Emotional Role 30 years and 

less 

41-50 years 13.17726* 3.49487 .003 

51 and over 16.38177* 3.84356 .001 

31-40 years 41-50 years 9.75845* 2.87795 .010 

51 and over 12.96296* 3.29263 .002 

Lack of Physical 
Pains 

30 years and 
less 

41-50 years 9.97517* 3.02311 .014 

51 and over 15.02202* 3.32473 .000 

31-40 years 41-50 years 7.66359* 2.48947 . 025 

51 and over 12.71044* 2.84818 .000 

Social Performance 30 years and 

less 

41-50 years 10.50725* 3.54494 .034 

Quality of Life 30 years and 
less 

41-50 years 5.25615* 1.77389 .034 

51 and over 7.26687* 1.95087 .004 

31-40 years 51 and over 5.35670* 1.67124 .018 

 

 Also the Scheffe test for significant proportions of the age groups shows that with increasing of education 

level, depression, stress and anxiety decreased and Public Health, Physical Performance, Emotional Role, Lack 

of Physical pains, mental Health, Social Performance and quality of life is increased. As seen on table 6, finally, 

with increasing of sickness duration, depression, stress and anxiety is also increased. Also Public Health, 

Physical Performance, Emotional Role, mental Health, Social Performance and quality of life is decreased.  

  
Table 6: Scheffe Test results regarding age group proportions based on duration of illness. 

Proportions 1st Group Comparison Groups Average 

Difference 

Standard Error Significant 

Depression 4-6 years 12 years over -4.37097 * 1.17257 0.009 

Anxiety 4-6 years 12 years over -4.29770 * 1.29762 0.029 

Public Health 4-6 years 10-12 years 7.19396 * 2.15698 0.027 

Emotional Role 3 years and less 12 years over 15.80645 * 3.95655 0.004 

10-12 years -14.05193 * 4.28101 0.032 

4-6 years 10-12 years 12.43902 * 3.53731 0.017 

12 years over 14.19355 * 3.13685 0.001 

Physical pains 3 years and less 7-9 years 11.26686 * 3.54746 0.042 

10-12 years 13.34668 * 3.69347 0.012 

12 years over 15.54252 * 3.41354 0.001 

4-6 years 7-9 years 9.01299 * 2.87341 0.046 

12 years over 13.28865 * 2.70634 0.000 

Social Performance 3 years and less 12 years over 14.19355 * 3.93231 0.013 

4-6 years 10-12 years 10.90592 3.51563 0.050 

12 years over 12.21198 * 3.11763 0.014 

Quality of Life 3 years and less 12 years over 7.09028 * 1.98409 0.014 

4-6 years 12 years over 5.84975 * 1.57304 0.009 
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