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Objective: The present study was performed to assess the sensitivity and specificity of the translation question-
naire for Systemic Lupus Erythematosus (SLE) in Thai speaking populations.

Material and Method: The 10- item questionnaire was applied to out-patients at the rheumatology clinic of
the Chiang Mai University Hospital. One hundred and thirty-nine SLE, 109 Rheumatoid Arthritis (RA), and
35 Scleroderma (Scl) patients, as well as 88 Healthy Controls (HC) were enrolled into the present study.
Results: All subjects completed the questionnaire within 2 minutes. A positive response to three or more
questions of the questionnaire gave a sensitivity and specificity of 92.81% and 76.39%, respectively, and was
comparable to the original version.

Conclusion: This Thai-version of the screening questionnaire should be applied in the general population to

determine the prevalence of SLE.
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Systemic Lupus Erythematosus (SLE) is an
inflammatory multi-system disease of unknown etio-
logy. The disease has protean clinical manifestations
and laboratory findings, with a variable course in prog-
nosis®. The disease occurs worldwide, and is 10 times
more common in women than men. The prevalence of
SLE varies widely, depending on the race and country
of the patients studied, and the method used to deter-
mine the prevalence. In the United States, a study in
San Francisco during the late 1960s found a lupus
prevalence in white and black women of 90.50 and 280
per 100,000 individuals, respectively®. A more recent
study in America found a prevalence of physician-
diagnosed SLE in women’s age > 17 years of 241 per
100,000 individuals®. The prevalence of SLE in Thai-
land has never been studied systematically. However,
one epidemiological study found a prevalence of con-
nective tissue diseases of 40 per 100,000 individuals.
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Unfortunately, the actual prevalence of SLE was not
determined®. There has been no available data on the
prevalence of SLE in other Southeast Asian countries.

As SLE is a serious disease and can be fatal,
early diagnosis and appropriate treatment is crucial.
The criteria for the diagnosis of SLE developed by the
American College of Rheumatology are used for an
individual diagnosis purpose®®. The diagnosis of SLE
is rarely made by the first onset of symptoms. Immuno-
logic testing, particularly the ANtinuclear Antibody
(ANA) test is often used to screen the diagnosis, as this
antibody is found in more than 90% of patients with
SLE. This test is now available in many hospitals and
laboratories, but it is not specific and it can be found
in various conditions®”). Therefore, the presence of ANA
is useful to support the diagnosis of SLE, but not as
the marker of the diagnostic test. The absence of
ANA, without the clinical characteristic of SLE sug-
gests that a diagnosis of SLE is unlikely. A subset of
SLE patients, with a negative ANA test (ANA negative
lupus), usually presents with subacute cutaneous skin
rashes and a positive test for antiRo/SSA antibody®.
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To determine the prevalence of a disease with
a protean clinical manifestation in populations like
SLE, asimple, accurate and in-expensive tool is required.
In 1980, Liang et al. developed a 10-item screening
questionnaire for screening SLE®. This screening
questionnaire was simple, with a high sensitivity and
specificity, and it was useful for selecting patients who
were highly probable of having SLE and referring them
to specialists. This screening questionnaire was trans-
lated into the Spanish language for Spanish-speaking
populations, and found to be as valid as the original
one®,

In Thailand, there was no similar instrument
for Thai-speaking populations. The authors, therefore,
translated this instrument and assessed its sensitivity
and specificity for further use in the Thai population.

Material and Method

The original questionnaire for screening SLE
developed by Liang et al was translated into Thai®.

The screening questionnaire consisted of 10-
item questions, to be answered in the form of “yes or
no”. Back translation was carried out by an English
and a Thai speaking physician, who did not know the
original English version. This process was performed
until the back translated version had no different
meanings from the original.

This Thai-version screening questionnaire
was applied to out-patients with a definite diagnosis of
SLE, Scleroderma (Scl), and Rheumatoid Arthritis (RA)
in the Rheumatology Clinic at Chiang Mai University
Hospital. The diagnosis of SLE®®, Scl®, and RA®
was based on the diagnostic criteria developed by the
American College of Rheumatology. RA and Scl were
used as a control for chronic arthritis and other connec-
tive tissue diseases, as these 2 diseases have arthritis
and multiple organ system manifestations that could
mimic SLE. Healthy (Control) medical personnel (HC),
who did not have musculoskeletal problems, were
used as a control for the general population.

Table 1. Demographics of the individuals studied

Statistical analysis

The results were calculated for sensitivity and
specificity. Sensitivity was the proportion of indivi-
duals who tested positive out of all those who actually
had the disease. Specificity was the proportion of
individuals who tested negative out of all those who
actually did not have the disease. A ROC curve was
used to define the best cut-off point and distinguish
between SLE and other conditions.

Results

There were 139 SLE, 109 RA, and 35 Scl
patients and 88 HC who completed the questionnaire.
The mean + standard deviation (SD) of duration for
completing the questionnaire was 1.31 + 0.56 minutes.
Their mean + SD of age and disease duration is shown
in Table 1.

Table 2 shows the Thai version of the screen-
ing questionnaire and the response rate of the patients
studied. One hundred and thirty seven SLE patients
(98.56%) responded to at least 2 questions, and the
highest response rate was 8 questions. None of the RA
and Scl patients had more than 4 positive questions
response. Nine HC (10.22%) had 2 positive questions
response, and none had > 3 positive questions
response. The sensitivity and specificity of the Thai
version screening questionnaire are shown in Table 3.
According to the ROC generated, 3 or more positive
questions response was the best cut-off point for this
screening questionnaire.

Discussion

In the present study, the authors found that
the Thai version of Liang’s screening questionnaire
for SLE had the same sensitivity and specificity as the
original version®. The response rate to 3 or more ques-
tions gave a sensitivity of 92.81% and specificity of
76.39%. Thirty-four of the 144 RA and Scl patients
(23.61%) responded to more than 3 questions, and only
11 RA and Scl patients (7.63%) responded to more than

Diagnosis N Age (yr) Duration of disease (yr)
Systemic lupus erythematosus 139 37.45+11.11 7.34+5.83
Rheumatoid arthritis 109 50.82+12.51 7.33+6.33
Scleroderma 35 50.06+10.24 5.91+4.31
Healthy controls 88 40.71+9.80 -

Data are expressed in mean + SD
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Table 2. Questionnaire items and response rate

Questionnaire items

Responses %

SLE RA Scl HC
(n=139) (n=109) (n=35) (n=88)

1. Have you ever had joint or muscle pain lasting over three months 36.69 97.25 31.43 12.50

2. During the cold weather, have your fingers ever turned pale, 59.71 14.68 97.14 14.77
numb or painful?

3. Have you ever had pain or sores in your oral cavity lasting over 43.88 11.01 5.71 4.54
two weeks?

4. Have your doctors ever told that you have low blood counts, 72.26 41.28 20.00 0
for instance, you are anemic, you have low white blood cell count
or low platelet count?

5. Have you ever had a prominent rash on you cheeks lasting over 54.68 1.83 2.86 0
one month?

6. After sun exposure, have you ever had any unusual skin rash 52.52 4.59 17.14 4.54
which is not caused by sun burn?

7. Have you ever have pain over your rib cage while taking deep 31.65 9.17 17.14 0
breath that lasted for days?

8. Have your doctors ever told you that you had a higher than normal ~ 69.06 5.50 0 0
level of protein in your urine?

9. Have you ever had hair loss that is more than usual? 76.26 10.09 22.86 2.27

10. Have you ever had a seizure, convulsion or become unconscious? 22.30 0.92 2.86 1.14

Table 3. The questionnaire response levels and the screening parameter estimation

Positive question response SLE (n=139) RA + Scl (n=144) Sensitivity, % Specificity, %
>2 137 90 98.56 37.50
>3 129 34 92.81 76.39
>4 111 11 79.86 92.36

4 questions. None of the HC responded to more than 3
questions. Therefore, despite the positive response to
3 or more questions, SLE could still be misdiagnosed.
Although 3 or more positive questions response is
the most appropriate cut-off point (according to ROC)
for the screening of Thai lupus patients, it should be
realized that RA and Scl must be excluded. Patients
with a positive response to 4 or more questions should
have a complete history; take a physical examination,
and laboratory tests that include ANA to confirm the
diagnosis of SLE. The cut-off point of 3 positive
responses in the Thai version screening questionnaire
was similar to the results in the Spanish version, where
a positive response to 3 or more questions gave a
sensitivity and specificity of 95.00% and 84.00%
respectively®. The cut-off point was also similar to the
original English version, which had a sensitivity and
specificity of 95.00% and 94.00%, respectively®.
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There were several limitations in the present
study. Firstly, it was conducted in a rheumatology clinic,
where all patients had well-defined SLE, RA and Scl,
with rather long disease duration. This tended to make
all the patients give a more positive response to the
questionnaire. The positive and negative predictive
value was not able to determine, as it was not done in
the general population. Secondly, the one hundred and
thirty nine SLE patients (37.46%) of the study could be
a result of the high sensitivity and specificity of this
instrument. Thirdly, this instrument was applied to
patients with well-defined diseases; therefore, patients
with early SLE, in whom the disease had not been fully
developed, might have been missed. Lastly, it should
be remembered that this is only a screening instru-
ment; thus, suspected cases should undergo history
taking, a physical examination and appropriate labora-
tory tests for a definite diagnosis.

J Med Assoc Thai Vol. 89 No. 4 2006



It should also be noted that both RA and Scl
patients, who were used in the present study as repre-
sentatives of chronic arthritis and connective tissue
diseases, could respond to 3 or more questions, and
only 7.63% gave a positive response to more than 4
questions. Therefore, this instrument is still valid for
screening SLE from other musculoskeletal diseases.
However, it needs to be cross-validated in the general
population where the prevalence of SLE is much lower.

Finally, this Thai version of the screening
questionnaire is easy, quick and inexpensive to apply.
It took less than 2 minutes to complete. It can also be
used by self-responding or telephone interview. Thus,
it can be used in field surveys where there are many
population samples. The results obtained from this
method could be extrapolated to estimate SLE preva-
lence in populations.

Conclusion

The Thai-version screening questionnaire for
SLE was valid, quick, inexpensive and easy to use. It
took less than 2 minutes to complete. It could, there-
fore be used for an SLE field survey.

Acknowledgement

The authors wish to thank Dr. Helen Ling,
who kindly performed the back translation of the
questionnaire.

References
1. Edworthy SM. Clinical manifestations of systemic
lupus erythematosus. In: Harris ED, Budd RC,
Firestein GS, Genovese MC, Surgent JS, Ruddy S,
etal., editors. Kelley’s textbook of rheumatology.
7" ed. Philadelphia: WB Saunders; 2005: 1201-24.
2. Fessel WJ. Systemic lupus erythematosus in the

J Med Assoc Thai Vol. 89 No. 4 2006

community. Incidence, prevalence, outcome, and
first symptoms; the high prevalence in black
women. Arch Intern Med 1974; 134: 1027-35.

. Ward MM. Prevalence of physician-diagnosed

systemic lupus erythematosus in the United States:
results from the third national health and nutrition
examination survey. J Womens Health (Larchmt)
2004;13:713-8.

. Chaiamnuay P, Darmawan J, Muirden KD,

Assawatanabodee P. Epidemiology of rheumatic
disease in rural Thailand: a WHO-ILAR COPCORD
study. Community Oriented Programme for the
Control of Rheumatic Disease. J Rheumatol 1998;
25:1382-7.

. Tan EM, Cohen AS, Fries JF, Masi AT, McShane

DJ, Rothfield NF, et al. The 1982 revised criteria for
the classification of systemic lupus erythemato-
sus. Arthritis Rheum 1982; 25: 1271-7.

. Hochberg MC. Updating the American College of

Rheumatology revised criteria for the classifica-
tion of systemic lupus erythematosus. Arthritis
Rheum 1997; 40: 1725.

. Peng SL, CraftJ. Antinuclear antibodies. In: Harris

ED, Budd RC, Firestein GS, Genovese MC, Surgent
JS, Ruddy S, et al., editors. Kelley’s textbook of
rheumatology. 7" ed. Philadelphia: WB Saunders;
2005: 311-31.

. Liang MH, Meenan RF, Cathcart ES, Schur PH. A

screening strategy for population studies in sys-
temic lupus erythematosus. Arthritis Rheum 1980;
23:153-7.

. Aceves-Avila FJ, Delgadillo-Ruano MA, Ramos-

Remus C, Gomez-Vargas A, Gutierrez-Urena S. Vali-
dation of the Spanish version of a screening ques-
tionnaire for the detection of systemic lupus erythe-
matosus. Clin Rheumatol 2003; 22: 400-4.

451



wuLAgaLME Ingd1usumsAnnsasylzlsAg A
Yunu1 nAmuUN, 25508l Lmurwzy, If,fﬂﬁ")ﬂ?m( JUN9, 15INS §IM1786, usNla SaEiun

nsAnsliTuieAnsaaiulauasanuauniz e suLLnage LN 187 Ined T N3 AN T8
gt lagyaiutasnamnnsaadssmaluauing uuumageutlsznaylumaerniy 10 Ao Sagnidrly
wmaun”ug/»ﬂbﬂfﬁ;@gﬂ 139 98, mey@@”nmugmm@mr 109 2181, Tsaliaulaud 35 718 ﬁix;/ﬂﬂﬁli'mglpﬂloﬂ
wenARinizATeuas NAATY Tranenrauandeniua uazlanaaeyluydgunmasysol 88 g Nne
aansameLLLLABLNMATan e 2 Wil wuansmeLsLmUMTeNNna 3 Anawdulu g
uazAws AN TIiast lsagam iuTasas 92.81 uaz 76.39 AwARL SadanlnaAtTLALELL
sy wuumadeLn nedmsuntsAansesg e lsagijailnaninlunedey lugusuianaaugn
wn3lsngjanals/

AN 2. ANDIHLAZARTINITADUAUD

ANDNN ANINNIFALAUDY (%)
SLE RA Scl HC
(n =139) (n =109) (n=35) (n = 88)

1, vﬁumﬂﬁmmiﬂqm%@ videnanuifenuiu 3 Wewiely 36.69 97.25 31.43 12.50

2. Muegilonnistaneiafiedn o m@ﬂmmmmmmﬂum@iu 59.71 14.68 97.14 14.77

3. muweefenmsiudeiunaluthniunaiuunan 2 &ans 43.88 11.01 5.71 4.54
videly

4. wwalpLenINuIURs A RensndnA 1w 3a 72.26 41.28 20.00 0
Lﬁmlﬁ@mmqrﬁi’w u?@mﬁmﬁmﬁw ﬁ@iﬁ

5. nwAeilEufudm B naunuuuna 1 Bewiely 54.68 1.83 2.86 0

6. mumﬂumuumﬂnmmmuuwmmLLMLmewiﬂmmu”l,umm 52.52 4.59 17.14 4.54
anuaaiunaunuviels

7. yuweeienmsiiussnmssseninaeladn i Wunanfane 31.65 9.17 17.14 0
fumanesuvidely

8. wweaeuanmumillsfiueenumialagiazannngn 69.06 5.50 0 0
Unfvidels

9. mumﬂmmmmﬂﬂmm@iu 76.26 10.09 22.86 2.27

10. yupeiannisdn BININILHANVBIULUL vidavumamvitely 22.30 0.92 2.86 1.14

452 J Med Assoc Thai Vol. 89 No. 4 2006



