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Sexual dysfunction in women with rheumatoid arthritis
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ABSTRACT

Aim Rheumatoid Arthritis (RA) is a widespread disease which le-
ads to various degrees of disability and profound impact on overall 
life quality of the patient with regard to social, economic, psycho-
logical and sexual aspects. It may be assumed that RA can affect 
sexual function. The aim of this study was to evaluate the sexual 
function in female subjects with RA.

Methods A total of 186 married women (age range 30-60 years) 
were included in this study. Of the total participants, 104 were 
RA patients and 82 were healthy women. Hospital anxiety and de-
pression scale (HADS), Health Assessment Questionnaire (HAQ) 
and Disease Activity Score (DAS) were used to evaluate the dif-
ferences between the controls and patient group. Sexual functions 
were evaluated using the validated Female Sexual Function Index 
(FSFI). 

Results The mean age of the RA patients and controls was 46.71 ± 
7.65 and 43.98 ± 7.97, respectively. According to the total sexual 
function score evaluation, 97 out of 104 women with RA (93.7 
%) and in 53 out of 82 women in control group (64.6 %) were 
regarded as having sexual dysfunction (SD). There was signifi-
cant difference between these two subgroups with regard to only 
depression factor.

Conclusion Current results have demonstrated that patients with 
RA have had a higher sexual dysfunction rate, when compared 
with the control group. SD may be related to perceived depression, 
which are frequently encountered conditions in patients with RA.
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INTRODUCTION

Rheumatoid arthritis (RA) is a chronic, multisy-
stemic, inflammatory and autoimmune disease 
with unknown etiology (1). It is also defined as 
a synovial disease, which can also affect other 
organs and systems (2). Physiological and anato-
mical impairments in RA result in decreased ge-
neral life quality in most patients (2). Sexuality 
has a significant place in human life and remains 
to be important for both men and women despite 
the aging factor (3).
Female sexual dysfunction (FSD) is a common 
health problem, which is affected by medical 
and psychosocial factors (4). In contrast to basic 
and clinical research conducted in male sexual 
dysfunction field, women with sexual dysfuncti-
ons have received relatively poor attention and 
they commonly remain untreated (5).
The female sexual response cycle depends on se-
veral factors including vasculogenic, neurogenic, 
musculogenic, psychogenic and hormonal factors 
(5). A possible deterioration or impairment in any 
of these factors can result in FSD (5). In the ma-
nifestation of FSD, the following conditions can 
be observed: decrease in sexual desire, arousal, 
orgasm and / or sexual pain which can result in 
significant personal distress and may compromi-
se the overall health status of women (5,6). In RA 
patients, diminished sexual motivation, compe-
tence and expression lead to marital unhappiness 
(7,8), which in turn may even result in divorce 
and termination of the relationships when sexual 
functionality becomes difficult or impossible.
Although sexual dysfunction is a significant pro-
blem in RA, there is inadequate information abo-
ut this condition possibly because both patients 
and physicians avoid talking about sexual issues 
(7,9). We have evaluated sexual functionality in 
female subjects with RA by using the validated 
Female Sexual Function Index (FSFI), Hospital 
Anxiety and Depression Scale (HADS), Health 
Assessment Questionnaire (HAQ) and Disease 
Activity Score (DAS) and compared them with 
healthy controls.

PATIENTS AND METHODS

A total of 157 females between 30 and 60 years 
of age with RA and 82 healthy controls with acti-
ve sexual life were initially included in this study. 

Female patients with RA according to American 
College of Rheumatology (ACR) criteria, were 
evaluated at the Department of Physical Medi-
cine and Rehabilitation (10). The women with 
inflammatory genital disease or vaginal dischar-
ge, neurologic or endocrine disease; a history of 
psychiatric disorders or receiving antidepressants 
or antipsychotic medication or any other drugs 
possibly affecting the sexual or psychiatric sta-
tus; who were single, widowed, pregnant, heavy 
smokers, and immunocompromized women were 
excluded. After excluding 53 patients, 104 women 
with RA and 82 healthy women were  accepted for 
the research. The Ethical Committee of Human 
Studies and Research approval and confirmation 
was obtained prior to the initiation of the study. 
A written informed consent form was obtained 
from each participant during the initial inclusi-
on. Demographic data regarding each individual 
including age, marital status, education level and 
chronic disease condition were recorded.
Hospital Anxiety and Depression Scale (HADS) 
included anxiety and depression states of all pa-
tients and controls. All participants had detailed 
interviews for anxiety and depression by HADS 
results. Participants completed the Turkish vali-
dated forms themselves (11). This form included 
14 questions related to anxiety and depression 
symptoms. Cut-off points for Turkish version of 
the scale have been defined as 10 for the anxiety 
subscale, and 7 for the depression (11). Disease 
Activity Score (DAS) 28 was used for the evalu-
ation of the disease activity. This scoring takes 
into account the number of swollen joints (NSJ), 
sensitive joint number (SJN), sedimentation rate 
(Sed) and overall level of pain on a visual 10 mm 
pain scale (VAS). The final score is then calcula-
ted by the following formula:
DAS 28 =(0.56 x SJN½) + (0.28 x NSJ½) + (0.7 
x In(Sed)) + VAS (mm).
Values are classified as follows: remission ≤ 2.4; 
low disease activity 2.4-3.6; moderate disease acti-
vity 3.6-5.5; and severe disease activity ≥ 5.5 (12).
Health assessment questionnaire (HAQ) was 
used to evaluate the functional capacity of the 
study participants. The questionnaire evaluates 
the ability to perform daily activities such as dre-
ssing, eating, walking, hygiene, etc. The respon-
ses are scored and shown to correlate well with 
indicators of disease activity (13).
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The Female Sexual Function Index (FSFI) des-
cribed by Rosen et al., includes the domains of 
sexual desire, arousal, lubrication, orgasm, satis-
faction and pain during sexual intercourse (14). 
The FSFI is a brief, self-reporting questionnaire 
that evaluates the female sexual function. Tur-
kish version of the FSFI is reliable and valid in 
Turkish population (15). According to this local 
scale, the overall score and sub-scores of sexu-
al functional status in patients and controls were 
calculated. The patients with an overall score less 
than 26.5 were considered as having SD. 
For statistical analysis, Student-t and Chi-Square 
tests were used. P values less than 0.05 were con-
sidered as statistically significant.

RESULTS

Mean ages of the patient and the control groups 
were 48.65 ± 8.59 and 46.71 ± 7.65 years, respec-
tively (p > 0.05). Mean disease duration was 9.3 
years (Table 1). The rate of chronic disease in the 
patients group with RA was prominently higher 
than the controls (p = 0.007).

No relationship between SD and both DAS 28/
HAQ scores could be found in RA patients 
(p>0.05). When evaluating RA patients with or 
without SD by means of anxiety and depression 
measured according to HADS scoring system, 
there was a significant difference between these 
two subgroups with regard to only depression 
factor (p=0.021) (Table 3). 

No (%) of 
patient (n=104)

No (%) of 
controls 
(n=82)

p

Mean age (year) 48.65±8.59 46.71±7.65 0.981
Job Status:
       Working
       Not working

18 (17) 
86 (83)

11 (13)
71 (87) 0.467

Chronic cigarette smoking
       Yes
       No

19 (18)
85 (82)

13 (16)
69 (84) 0.779

Chronic Disease
       Yes
       No

58 (56)
46 (44)

26 (32)
56 (68) 0.007

Menopause
       Yes
       No

39 (38)
65 (62)

25 (30)
57 (70) 0.347

HAD Score
       Anxiety
       Depression

9.47±4.28
6.90±3.35

9.22±3.73
7.70±4.05

0.684
0.173

Table 1. Rheumatoid arthritis patients and control demo-
graphic data

HADS score, Hospital Anxiety and Depression Scale score;

Values Patient group
(mean ± SD)

Control group
(mean ± SD) p

Age (year) 48.65±8.59 46.71±7.65 0.117
Desire 2.1±0.9 3.02±0.81 < 0.01
Arousal 3.0±1.2 3.4±0.9 < 0.01
Lubrication 3.6±1.2 5.1±0.9 < 0.01
Orgasm 2.0±0.9 3.9±1.3 < 0.01
Satisfaction 2.05±0.9 3.9±1.3 < 0.01
Pain 3.65±0.9 5.1±1.1 <0.01
Total Score 19.1±4.7 24.6±4.2 < 0.01

Table 2. Mean age and the Female Sexual Function Index 
subgroup scores (mean)

Mean ± SD (median) of sexual function

Test Without dysfunction 
(n=7)

With dysfunction 
(n=97) p

HADS score
    Anxiety 
    Depression

6.0 ± 3.63 (6.5)
4.0 ± 2.89 (4.0)

9.41 ± 3.66 (10.0)
7.92 ± 4.02(8.0)

0.050
0.021

DAS28 3.95 ± 2.43 (3.75) 3.86 ± 1.40 (3.83) 0.917
HAQ 10.33 ± 10.30 (6.50) 12.42 ± 7.51(11.0) 0.308

Table 3. Assessment of rheumatoid arthritis group with 
sexual dysfunction

HADS score, Hospital Anxiety and Depression Scale score; DAS 28, 
Disease Activity Score 28; HAQ, Health Assessment Questionnaire;

In the present study, 97 (out of 104 93.7 %) wo-
men with RA group and 53 (out of 82 64.6 %) 
healthy women had SD, according to the total 
sexual function score evaluation. Mean FSFI 
score of the patient group was significantly lower 
than the controls (p<0.01). Desire, arousal, lubri-
cation, orgasm, satisfaction, pain and total score 
parameters of sexual function in the RA group 
were significantly lower when compared with the 
control group (p<0.01) (Table 2). 

Of the total 104 patients with RA, 58 (55.8%) 
had chronic disease, whereas 46 (44.2%) had no 
chronic condition. There were only three (2.8%) 
patients with normal sexual functionality versus 
55 (53%) with SD in the first fraction and only 
four (3.8%) patients had normal sexuality versus 
42 (40.4%) RA patients with SD in the latter. 
There was no difference between these two su-
bgroups of RA patients with or without chronic 
disease by means of SD (p=0.476).

DISCUSSION

Rheumatoid arthritis inevitably leads to various 
degrees of disability and it has a profound impact 
on patient’s life with regard to social, economic, 
psychological and sexual aspects (16). For some 
reasons, it may be assumed that RA can influen-
ce sexual functions. Women with RA suffer from 
pain, restricted joint movements and fatigue and 
they can have problems with self-esteem and 
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esthetical appearance (17). In previous studies, 
the prevalence of between 31-76% arthritic pati-
ents who experience sexual problems have been 
reported (8, 18-20). In most studies, subjective 
interviews or self-constructed / self-reported que-
stionnaires have been used. Furthermore, studies 
considerably carried out a difference by means 
of the method preferred, with only a few using 
healthy controls (8,21,22). In the present study, 
the control group was also evaluated, and FSFI, 
which is a specific test for evaluating sexual fun-
ction, was used. 
Van Berlo et al. have reported that women with 
RA felt less desire for sexual intercourse and 
fantasized less frequently than healthy controls, 
and women with RA had even less problems than 
controls (17). This, however, does not mean that 
RA women do not have problems during sexual 
activities (17).  This study has found that RA pa-
tients had dysfunction in all parameters of FSFI, 
when compared with the controls, and FSD was 
very common among the women with RA, and 
whole FSFI domains were found to be affected.
There can be various causes of SD in RA pati-
ents. A considerable percentage of the patients, 
especially women, indicated that they have tro-
uble with their joints during sexual activities 
(17). For the women, physical function, disease 
activity and duration of the disease did not have 
an influence on sexual problems (17). This result 
may confirm the idea that women generally place 
a different value on sexuality, focusing more on 
social, cultural and emotional factors, while men 
are more focused on their bodies (17,23). The 
present study shows no relationship between SD 
and both DAS and HAQ.
Physiological changes (sexual dissatisfaction, 
having less sexual desire and being less sexually 
active, distress in the joints during sexual activi-
ties etc.) due to RA are apparently independent 
from those on a psychological level Direct squeal 
of the disease such as pain, fatigue and stiffness 
may interfere with sexual functioning (24). Thus, 
changes in sexual functioning after the onset of 
a chronic disease do not automatically lead to 
sexual problems. 
The results of this study have shown that 93.7% 
of RA patients had SD and this rate was higher 
when compared with the literature (19-20) . 
However, it should be realized that SD was not 

related with RA disease activity, chronic disease 
condition and age.
Several disease-related symptoms and psycholo-
gical variables were listed as possible determi-
nants of SD in RA in older studies (7,8,16,21). 
Gutweniger et al. have found that morning sti-
ffness in female RA patients have had an impor-
tant role in experienced sexual dissatisfaction 
(25). Kraaimaat et al. have found that physical 
disability, pain and depression contribute to the 
intrusiveness of RA on sexuality (20).
Depression is a common problem in RA patients. 
In a previous study (26), it was found that 23% of 
RA patients were clinically depressed. Depressi-
on is also significantly related with pain (26) and 
both sexual dissatisfaction and depression were 
found to influence pain in RA (9). In this study, 
SD was correlated with depression and this was a 
possible explanation of 93.7 % of the variance of 
SD. Depression was the variable that significantly 
related with SD -  this finding was in accordance 
with the previous studies (8,16, 20 ).
Furthermore, medications and especially selec-
tive serotonin re-uptake inhibitors used to treat 
depression can affect the female sexual respon-
se. Women who receive these medications often 
complain about decreased desire, arousal and ge-
nital sensation along with difficulty in achieving 
orgasm (27). Drug treatment cases were excluded 
from this research to preclude the possible drug 
effect on SD subjects. Thus, we believe that the 
detected SD was closely related to RA.
As a result, it can be concluded that SD is not 
rare among the patients with RA. Sexual dysfun-
ction was observed to be related to depression in 
RA patients. Also, significant physical disability 
changes in females with RA were found to furt-
her interfere with sexual dysfunction. Taken to-
gether, this evidence suggest that RA disease has 
an important effect on sexual functionality and 
this effect can also be synergistically increased 
with the contribution of depression state.
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