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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 SIN'%) + (0.28 x NSJ2) + (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).

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

0,
Moooor T
patient (n=104) (n=82)

Mean age (year) 48.65+8.59 46.71+£7.65 0.981
Job Status:

Working 18 (17) 11 (13) 0.467

Not working 86 (83) 71 (87) ’
Chronic cigarette smoking

Yes 19 (18) 13 (16)

No 85(82) 69 (84) 0779
Chronic Disease

Yes 58 (56) 26 (32)

No 46 (44) 56 (68) 0.007
Menopause

Yes 39(38) 25 (30)

No 65 (62) 57 (70) 0347
HAD Score

Anxiety 9.47+4.28 9.22+3.73  0.684

Depression 6.90+3.35 7.70+4.05  0.173

HADS score, Hospital Anxiety and Depression Scale score;

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).

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

Patient grou Control grou

Values (mean ig SD)p (mean igSD)p 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 5.1x0.9 <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

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).

Table 3. Assessment of rheumatoid arthritis group with
sexual dysfunction

Mean + SD (median) of sexual function
Without dysfunction With dysfunction

Test (n=7) (1=97) p
HADS score
Anxiety 6.0+3.63(6.5)  9.4143.66(10.0) 0.050
Depression 4.0 +2.89 (4.0) 7.92+£4.028.0)  0.021
DAS28 3.95+243(3.75) 3.86+1.40(3.83) 00917
HAQ 10.33 £10.30 (6.50) 1242+ 7.51(11.0)  0.308

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

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.

FUNDING

No funding was received for this study.

TRANSPARENCY DECLARATIONS

Competing interests: none to declare.




Aras et al. Sexual dysfunction in women with RA

REFERENCES

1.

10.

11.

12.

Carmona L, Cross M, Williams B, Lassere M, March
L. Rheumatoid arthritis. Best Pract Res Clin Rheu-
matol 2010; 24:733-45.

Lipsky PE. Rheumatoid Arthritis. In: Kasper DL,
Braunwald E, Fauci AS, Hauser SL, Longo DL, Ja-
meson JL, eds. Harrison’s Principles of Internal Me-
dicine. New York: McGraw-Hill, 2005: 1968-77.
Pirildar T, Miiezzinoglu T, Pirildar S. Sexual functi-
on in ankylosing spondylitis: a study of 65 men. J
Urol 2004; 171:1598-600.

Anastasiadis AG, Davis AR, Ghafar MA, Burchar-
dt M, Shabsigh R. The epidemiology and definiti-
on of female sexual disorders. World J Urol 2002;
20:74-8.

Salonia A, Munarriz RM, Naspro R, Nappi RE, Bri-
ganti A, Chionna R, Federghini F, Mirone V, Rigatti
P, Goldstein I, Montorsi F. Women’s sexual dysfun-
ction: apathophysiological review. BJU Int 2004;
93:1156-64.

Tikiz C, Muezzinoglu T, Pirildar T, Taskn EO, Frat
A, Tuzun C. Sexual dysfunction in female subjects
with fibromyalgia. J Urol 2005; 174:620-3.

Yoshino S, Uchida S. Sexual problems of women
with rheumatoid arthritis. Arch Phys Med Rehabil
1981; 62:122-3.

Blake DJ, Maisiak R, Koplan A, Alarcon GS, Brown
S. Sexual dysfunction among patients witharthritis.
Clin Rheumatol 1988; 7:50-60.

Abdel-Nasser AM, Ali EI. Determinants of sexual
disability and dissatisfaction in female patients with
rheumatoid arthritis. Clin Rheumatol 2006; 25: 822-
30.

Arnett FC, Edworthy SM, Bloch DA, McShane DJ,
Fries JE, Cooper NS, Healey LA, Kaplan SR, Liang
MH, Luthra HS. The American Rheumatism Asso-
ciation1987 revised criteria for the classification of
rheumatoid arthritis. Arthritis Rheum 1988; 31:315-
24,

Aydemir O, Giivenir T, Kiiey L. The validity and
reliability of the Turkish version of the hospital
anxiety and depression scale, Tiirk Psikiyatri Dergisi
1977; 8:280-7.

Aletaha D, Ward MM, Machold KP, Nell VP, Stamm
T, Smolen JS. Remission and active disease inrheu-
matoid arthritis; Defining criteria for disease activity
states. Arthritis Rheum 2005; 52:2625-36.
Kiigiikdeveci AA, Sahin H, Ataman S, Griffiths B,
Tennant A. Issues in cross-cultural validity: example
from the adaptation, reliability, and validity testing of
a Turkish version of the Stanford Health Assessment
Questionnaire. Arthritis & Rheum 2004; 51:14-9.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

Rosen R, Brown C, Heiman J, Leiblum S, Meston
C, Shabsigh R, Ferguson D, D’Agostino R Jr. The
Female Sexual Function Index (FSFI): a multidi-
mensional self-report instrument for the assessment
of female sexual function. J Sex Marital Ther 2000;
26:191-208.

Oksuz E and Malhan S. Reliability and validity of
the Female Sexual Function Index in Turkish popu-
lation. Sendrom 2005; 17:54-60.

Ehrlich GE. Social, economic, psychologic and
sexual outcomes in rheumatoidarthritis. Am J Med
1983; 75:27-34.

van Berlo WT, van de Wiel HB, Taal E, Rasker JJ,
Weijmar Schultz WC, van Rijswijk MH. Sexual fun-
ctioning of people with rheumatoid arthritis: a multi-
center study. Clin Rheumatol 2007; 26:30-8.

Brown GMM, Dare CM, Smith PR, Meyers OL. Im-
portant problems identified by patients with chronic
arthritis. S Afr Med J 1987; 72:126-8.

Hill RH, Herstein A, Walters K. Juvenile rheuma-
toid arthritis: follow-up into adulthood-medical,
sexual and social status. Can Med Assoc J 1977;
114:790-4.

Kraaimaat FW, Bakker AH, Janssen E, Bijlsma JW.
Intrusiveness of rheumatoid arthritis on sexuality in
male and female patients living with a spouse. Ar-
thritisCare Res 1996; 9:120-5.

Blake DJ, Maisiak R, Alarcon GS. Sexual quality of
life of patients with arthritis compared to arthritis-
free controls. J Rheumatol 1987; 14:570-6.

Curry SL, Levine SB, Corty E, Jones PK, Kurit
DM. The impact of systemic lupus erythematosu-
son women'’s sexual functioning. ] Rheumatol 1994;
21:2254-60.

Baumeister RF. Gender differences in erotic plastici-
ty: the female sex drive as socially flexible and res-
ponsive. Psychol Bull 2000; 126: 347-74; discussion
385-9.

Hill J, Bird H, Thorpe R. Effects of rheumatoid ar-
thritis on sexual activity and relationships. Rheuma-
tology 2003; 42:280-6.

Gutweniger S, Kopp M, Mur E, Gunther V. Body
image of women with rheumatoid arthritis. Clin Exp
Rheumatol 1999; 17:413-7.

Frohlich P, Meston C. Sexual functioning and selfre-
ported depressive symptoms among college women.
J Sex Res 2002; 39:321-25.

Clayton AH. Female sexual dysfunction related to
depression and antidepressant medications. Curr
Womens Health Rep 2002; 2:182-7.

331



