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INTRODUCTION

Abstract

The Objectives of this study is to determine the frequency of clinical
features of rheumatoid arthritis in males and females in local population of
Karachi. A descriptive prospective was conducted in tertiary care hospital in
Karachi from August 1, 2017 till February 28, 2018.Careful selection of
patient based on their clinical presentation and initial laboratory workup for
RA factor was done and treated on the line of Rheumatoid arthritis and
followed up in OPD for response with treatment. A total of 1600 patients
were enrolled for study. Total of 1438 patients participated in the study and
162 patients were lost to follow up after discharge from hospital. Females
were found to be predominant as compared to males. Majority of sample
size was found in age group 21-40 and 40-61 years of age. RA factor was
found negative in most of cases. Rheumatoid arthritis is a heterogeneous
disease with gender variability. Sex related factors influence disease activity
and severity, it should be considered as treatment responses and side
effects may vary in both. In our study predominantly females of reproductive
and middle age group reported to have clinical symptoms but found to have
negative laboratory results.
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Rheumatoid arthritis is systemic autoimmune disorder
that primarily affects joint leading to swollen, painful, and
stiff joint with reduced functional capacity. RA is the most
common form of inflammatory arthritis with prevalence
ranging from 0.5 to 1% and annual incidence of 3 per
10,000 adults (Gabriel, 2001). Gender medicine is a
phenomenon focused on the difference between males
and females in terms of health and disease. Over the
past years, gender variation has shown significant
variability in clinical presentation, natural history and
response to drugs in several rheumatic diseases
(Voulgari et al., 2002; Eder et al., 2013; Wolfe et al,
1968). Although the disease occurs in both genders but
expressed differently in rheumatoid arthritis where female

to male ratio is 3:1 (Van and McGuire, 1994). Hormonal
aspects and genetic factors are likely to be involved in
this overpresentation, but the exact mechanism is still
unclear (O'Brien et al., 2007; Koepsell et al., 1994).
Some hormonal risk factors for women which lead them
to earlier exposure include age at menarche, use of oral
contraceptives, lactation and short fertile period (Brennan
et al., 1997; Carette et al., 2000; Brun et al., 1995;
Jawaheer et al, 2006). Among females disease
occurrence increases from the age of menarche and
peaks around menopause. Although male patients had
significantly later onset of RA, rare in patients age less
than 45 years (Brennan et al., 1997). Females reported to
have more pronounced pain perception and severe



symptoms with limitation in daily physical activity and
high work insufficiency rates as compared to males, but it
correlates with specific disease activity markers (Unruh,
1996; Barsky et al., 2001; Sherrer et al., 1987; Puolakka
et al., 2006; Forslind et al.,, 2007). Many observational
studies have showed significant worse outcomes in
females as compared to males (Da Silva and Hall, 1992;
Mancarella et al., 2007). Apart from these males with RA
have higher death rates when compared. Recent studies
showed males have higher response to treatment and
major predictor of remission in early RA (Da Silva and
Hall, 1992; Burmester et al., 2007). On the other hand
male gender is experiencing serious side effects and
serious infections throughout life (Takeuchi et al., 2008;
Schellekens et al., 2000). Currently in clinical practice RA
factor and ACPA are utilized for their diagnostic and
prognostic values (Leeb et al., 2007). Disease activity
measures show variable gender based difference as
females tends to have high ESR than males (Miller et al.,
1983; Jawaheer et al., 2006).

METHODOLOGY

Setting: Tertiary care hospital and clinics of Karachi

Target population: All patients meeting the inclusion
criteria will be selected for study.

Study design: Descriptive prospective study

Duration of study: One year

Sample size: Total numbers of 1600 patients were
enrolled for the study. Total of 1438 participated, while
162 patients were lost to follow up.

Sampling technique:_Consecutive sampling

Sample Selection

Inclusion Criteria

- Eligible patients will be between the ages of 15 till 75
years.

- Both males and females.

Exclusion Criteria

- Age less than 15 years or more than 75 years

- Patient with any other autoimmune disease

Data collection procedure

Three researchers were assigned, for the collection and
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enrollment of patient’'s data. Patients meeting the
inclusion criteria have been selected from Inpatient and
Outpatient Department. All data was gathered on
preformed questionnaire after written informed consent.

Data analysis procedure: Data analysis will be carried
out by using SPSS version 22.

Statistical analysis: z test applied

DISCUSSION

In our study we observed obvious difference in
frequency, prevalence, severity of disease, age at onset
and autoantibody production of RA in both genders
(Jawaheer et al., 2006).

Gender variation has shown significant difference in
the past and our study with female predominance. Many
factors play a contributing role in causing this variability
(Voulgari et al.,, 2002; Eder et al., 2013; Wolfe et al,,
1968). In this study the ratio of male and female was 23%
and 77% with total number of 1103 females and 335
males respectively. In previous large cohort study, RA
disease activity was found worse in women and
originated from measures of disease activity (Sokka et
al., 2009). Graph 1

Age groups divided into four categories. Total
numbers of 130 patients were less than 20 years, peak
age of patients were found in 21 to 40 years
(reproductive group) with 625 patients, 524 patients were
in age group from 41 to 60 years (middle age), and 159
patients was greater than 60 years old (elderly). Many
genetic and hormonal factors contribute predominance of
reproductive age group in females including age at
menarche, breast feeding, menopause, hormonal
disturbance (Carette et al., 2000; Brun et al., 1995). In
majority of cohort studies done previously, women of
middle age group are affected greater than 70%
(Jawaheer et al., 2006). Graph 2

RA factor was found to be positive in 12% (n= 174) of
patients, borderline in 4% (n= 51), and in about 84%
(n=1213) patient RA factor turned out negative. Graph 3

Peak incidence in women was found in age 21 to 40
years with 505 females. In males’ peak incidence was
found in age 41 to 60 years with almost 136 patients
followed by 388 females in age group of 41-60years and
120 males in age group 21-40. Male gender reported to
present in later age group with good response to
treatment and remission, but this is all dependent on
specific disease activity markers (Brennan et al., 1997).
With all this outcome male gender found to experience
serious infection in their life and early death (Da Silva and
Hall, 1992; Burmester et al., 2007). Hormonal and
behavioral changes are contributing factor toward the
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Gender

GRAPH 1.
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determination of phenotype (Straub et al.,, 2006;
Helibvaara et al., 1993; Krishnan et al., 2003). Studies
conducted at Mayo clinic compared genders found
erosive disease were earlier in men (Weyand et al,
1998). Graph 4

Most sample population was in reproductive and
middle age group with total number of 546 and 427
patients were RA factor negative respectively. Total
number of 74 patients were found RA factor positive in
middle age group while 62 patients in reproductive age



282 Merit Res. J. Med. Med. Sci.

group. There was a delay in referral of females to early
arthritis clinic as compared to males in a report from
Netherland (Lard et al., 2001). Graph 5

Total numbers of 926 females were found RA factor
negative, 134 positive and 43 borderline positive. While in
males 287 males were found to have negative RA factor,
40 were positive and 8 male patients were borderline
positive. Graph 6

RESULT

Frequency and severity of clinical symptoms in both
sexes were variable and age dependent. Total of 1600
patients were enrolled for study, 1438 patients actively
participated in study and 162 patients were lost to follow
up in clinics. On the basis of age variability majority of
patients were found in reproductive age groups (21-40)
and middle age (41-60) of about 625 and 524 patients
respectively. Among them females were found to be
predominant in reproductive age with 505 patients and
males were predominant in the middle age group with
almost 136 patients. In our study, on the basis of sex
differentiation majority of patients were females with a
ratio of 77% and 23% of males. RA factor was found
negative in majority of cases in both sexes with total of
n=926 females and n=287 males. RA factor was found
positive in about 12% of total sample population. Most
sample population was found in reproductive and middle
age group with total number of 546 and 427 patients.
Only 74 patients in reproductive age and 62 patients in
middle age group were positive for RA factor.

CONCLUSION

Females were found predominant in reproductive age
group with clinical symptoms. RA factor was found
negative and most cases were also seen in reproductive
age group.
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