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Abstract

Background: Rheumatoid Arthritis (RA) is a chronic
inflammatory disease characterized by various extra-articular
manifestations and progressive articular damage. It has been
a common perception that RA is more severe in females, but
the literature is not clear about gender difference regarding
RA disease course and prognosis.

Aim of Study: To compare between male and female
patients with rheumatoid arthritis regarding demographic,
clinical characteristics, laboratory features, treatment received
as well as the functional disabilities.

Patients and Methods: Two hundred and ten RA patients
consecutively recruited from the Rheumatology Department
outpatient Clinic, Cairo University Hospitals from December
2017 to May 2018. Patients were divided based on sex and
were compared regarding clinical characteristics, laboratory
features, medications received, disease activity score 28
(DAS28) and The Stanford Health Assessment Questionnaire
(HAQ).

Results: Out of our studied patients 176 (83.8%) were
females and 34 (16.2%) males with male to female ratio 5:1.
Female RA patients were statistically significant younger age
(p=0.04) and statistically significant had lower hemoglobin
level (p=0.00), also had higher number of Tender Joint Count
(TJC) (p=0.4), higher DAS28 score (p=0.3), higher health
assessment questionnaire score (p=0.5), and more frequently
receiving methotrexate (p=0.3) than male RA patients although
the differences did not reach statistical significance. On the
other hand male RA patients were statistically significant
more smoker (p=0.00), and statistically significant more
frequently having subcutaneous nodule (p=0.004).

Conclusion: Female RA patients demonstrated slightly
worse levels of disease activity and functional disability,
although the difference did not reach statistical significance.
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Introduction

RHEUMATOID Arthritis (RA) is an autoimmune
inflammatory disease, the inflammatory activity
in RA is reflected by different parameters including:
Acute phase reactants, number of swollen, tender
joint counts, severity of pain, and duration of
morning stiffness [1].

Many autoimmune diseases including RA have
a striking imbalance between both males and fe-
males where females predominating [2]. In RA the
sex ratio is typically around 3:1 [3]. Female pre-
dominance may be due to genetic (X-linked) and/or
hormonal factors [4-9].

The clinical features of RA are not typical in
males and females, thus, gender can affect the
phenotype of RA [10].

Many studies have suggested that, women with
RA have more severe disease and poorer functional
status than men [11-18].

However other studies reported that there was
no difference observed between male and female
RA patients [1,19].

Aim of work: To explore the difference in de-
mographic, clinical characteristics {including dis-
ease activity score (DAS28)}, laboratory features,
treatment received as well as the functional disa-
bilities between male and female patients with
rheumatoid arthritis.

Patients and Methods

A cross sectional study enrolled 210 RA patients
who fulfilled the 2010 EULAR/ACR classification
criteria [20] the patients were consecutively recruited
from the Rheumatology Department outpatient
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Clinic, Cairo University Hospitals from December
2017 to May 2018. All patients have been subjected
to full history taking, clinical examination and
laboratory investigations as well as plain radiogra-
phy. Disease activity was assessed through DAS28
with three variables [21] . Remission considered if
DAS28 <2.6, low disease activity: DAS28 <3.2,
moderate disease activity: DAS28 >3.2 and <5.1,

high disease activity: DAS28 >5.1 [21]. Functional
disability was assessed using The Stanford Health
Assessment Questionnaire (HAQ) [22]. The last
treatment given to the patients was elucidated.

Comparison between male and femal e patients
with RA was done regarding the previous data
collected.

Satistical analysis:

Data were processed and analyzed using the
computer program SPSS (The Statistical Package
for the Social Science Program) Version 15 for
windows (SPSS Inc., Chicago, Illinois, USA). For
normally distributed quantitative variables mean
and standard deviation were used. The median and
percentiles were used to describe non parametric
data, while frequency and percentages described
qualitative variables. Chi square (X ) test was
performed and Fisher exact test was used when
appropriate. Mann-Whitney test to estimate differ-
ences between non parametric quantitative varia-
bles. Value was considered significant at <0.05.

Results

Two hundred and ten RA patients were recruited
from Rheumatology and Rehabilitation outpatient
clinic Cairo University Hospitals. Their mean age
was 45.7+ 10.8 years. Median disease duration was
6 (3-10.2) years. Mean DAS28 was 4.9+1.2. Me-
dian HAQ was 0.7 (0.3-1).

Out of our studied patients 176 (83.8%) were
females and 34 (16.2%) were males with male to
female ratio 5:1. Comparison between male and
femal e patients regarding demographic, clinical,
laboratory data, treatment received and HAQ score
listed in (Table 1). Female RA patients were sta-
tistically significant younger (p=0.04), had higher
number of Tender Joint Count (TJC) (p=0.4), higher
DAS28 score (p=0.3), higher health assessment
questionnaire score (p=0.5), and more frequently
receiving methotrexate (p=0.3) but not reaching
statistical significance, hemoglobin level (p=0.00)
was statistically significant lower than male RA
patients. On the other hand male RA patients were
statistically significant more smoker (p=0.00), and
statistically significant more frequently having
subcutaneous nodule (p=0.004).

Table (1): Comparison between male and female RA patients
regarding demographic, clinical, laboratory data
and treatment received.

. Females Males -
Vaiable (n=176) (n=34) vg ue
Age (years) 4494102 49.9+132 0.04
Disease duration (years) 6(3-10.2) 5 (1.7-13) 0.2
Smoking 0 15 (44.1) 0.00
Subcutaneous nodule 37 (21%) 15 (44.1%) 0.004
Sic 4(2-7) 5(2-8) 0.5
TJC 7 (4-10) 6(2-9.2) 04
DAS28 49712 47411 0.3
HAQ 0.7(0.3-1) 0.6(0.2-1) 05
Erosive X-ray 117 (66.5%) 22 (64.7%) 0.8
RF 142 (80.7%) 29 (85.2%) 05
ESR (mm/hour) 45(30-60) 35(22.7-54.5) 0.1
HB (gm/dl) 116£12 13.1+138 0.00

Platelet (platelet/mm ) 312.9+941 3051167 0.6

Steroid 86 (48.8%) 19 (55.8%) 04
Methotrexate 127 (72.1%) 22 (64.7%) 0.3
Leflunamide 51 (29%) 10 (29.4%) 0.9
Sulfasalazine 7 (4%) 3 (8.8%) 0.2
HB: Hemoglobin.

Discussion

RA is achronic autoimmune inflammatory
disease affecting the synovia joints, and with time
it leads to significant functional losses due to
persistent inflammation in the joints, damage of
bone and cartilage, together with the extra-articular
manifestations [2].

Theincidence of rheumatoid arthritisis 4-5/1
times higher in females below the age of 50, but
above the age of 60 yearsthe female/maleratio is
only about 2/1 [1], which goesin line with our
findings that female/male ratio was 5/1 as the mean
age of our patients was 45.7 + 10.8 years.

The QUEST-RA study that analyzed gender
difference regarding disease activity, disease char-
acteristics, and treatment in 6004 RA patients
revealed that there is no statistical significant
difference between both sex regarding RA disease
activity, as measured by Disease Activity Score
for 28 joints (DA S28) and Health Assessment
Questionnaire scores [23] ; which was similar to
our study findings as DAS28 and HAQ score were
higher in females but not reaching stetistical sig-
nificance (p=0.3 and 0.5 respectively).

Women with RA scored significantly higher in
subjective, but not objective measures of disease
activity, furthermore females in general had alower
pain threshold than males [24-27], which may explain
our findings as female patients had higher TJC and
lower SJIC compared to men subcutaneous nodule
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was statistically significant higher in males with
RA (p=0.004) which agreed with Weyand et al.,
as he found that rheumatoid nodule found more
frequently in men than women with RA (p=0.001)
[29].

Many epidemiological studiesidentified smok-
ing as arisk factor for RA inmaleand also in
female [29-32] ; even with light smoking [31].

We found that smoking was statistically signif-
icantly more frequent in male (p=0.00), and as
smoking is known to be associated with production
of RF [33,34] ; so this may explain the higher per-
centage of RF positivity in males of our studied
patients compared to females although it did not
reach statistical significance. Other study supports
our findings [1] . Premenopausal women have mean
hemoglobin levels approximately 12% lower than
age & race matched men [35] which may explain
the lower hemoglobin level in our studied female
patients compared to male patients.

Radiographs provide a measure of the degree
of structural damage of RA [36]. We did not find
any difference regarding erosive changes on radi-
ograph between both sexes. Several studies reported
similar results [12,19,37,38] .

No significant differences was found regarding
treatment received between male and female RA
patients which was similar to other study [23].

Conclusion:

The general perception that females have a
more severe disease than males was confirmed
although the differences were not that clear. Further
studies concerning the possible influence of gender
on the clinical status and disease activity measures
of RA appears to be of value.
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