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SEXUAL DISFUNCTION AND INFERTILITY

Evaluation of Sexual Function in
Women with Rheumatoid Arthritis

Burhan Coskun,7 Belkis Nihan Coskun,2 Gokhan Atis,3 Erbil Ergenekon,4 Kamil DiIek5

Purpose: To evaluate the link between rheumatoid arthritis (RA) and female sexual function-

ing.

Material and Methods: A total of 32 women with RA and 20 healthy age matched controls
were enrolled in this study. The participations are asked to complete Female Sexual Function
Index (FSFI), The Short form 36 (SF-36) Health Survey and Beck Depression Inventory (BDI)

questionnaires.

Results: The groups were comparable in terms of demographic characteristics. The women
with RA represented significantly worse sexual functioning in category of desire, arousal, lu-
brication, orgasm, satisfaction domain and total FSFI score compared with healthy women (P =
.0001, P=.0001, P=.0001, P=.0001, P=.022 and P = .0001, respectively). The mean BDI
scores for the patients with RA were greater than control group (P = .036). Women with RA
also had significantly lower quality of life (QoL) parameters: physical functioning, limitations
due to physical health, pain, general health, vitality and limitations due to emotional problems
compared with healthy women (P =.0001, P =.0001, P =.028, P =.002, P =.001 and P =
.0001, respectively).

Conclusion: The present study shows that a significant percent of patients with RA had sexual

dysfunction and also deterioration in QoL.
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INTRODUCTION

he rheumatoid arthritis (RA) is a prevalent, idi-

opathic, autoimmune disease, which is more com-

mon in women with a prevalence of about %]l
worldwide.") The characteristic feature of RA is persistent
inflammatory synovitis in peripheral joints, which usually
distributes symmetrically. The synovial inflammation may
lead to cartilage damage, bone erosions and changes in joint
integrity. Finally, all these pathologies may cause various
degrees of disability. %> RA has deleterious effects on so-
cial, economic, psychological and sexual aspects of the pa-
tient’s life.)
Female sexual dysfunction (FSD) is a common health prob-
lem affecting 20% to 50% of population and prevalence of
this condition correlates with age. It has a profound impact
on quality of life (QoL) and interpersonal relationships.*”
Several factors such as endocrine, social, anatomical and
psychological diseases may cause FSD and some specific
causes like pain, fatigue, stiffness, functional impairment,
depression, negative body image, reduced libido and drug
treatment are also responsible in patients with rheumatic

diseases.®?

In this study we aimed to evaluate sexual functions and
QoL of female subjects with RA and to compare them with

voluntary healthy controls.

MATERIALS AND METHODS

A total of 50 sexually active women with diagnosis of RA
for more than one years and 20 age matched voluntary
healthy women (controls) were included in the study. All of
the subjects in both groups were married and patients were
followed and treated at outpatient department of Rheuma-
tology Clinic of Uludag University. The patients with RA
were diagnosed according to the 1987 revised criteria for
classification of RA of American College of Rheumatology.
(19 The local ethical committee approved the study. An in-
formed consent was obtained from all subjects with RA and
control group. Demographic characteristics including age,
educational attainment level, and occupational status were
assessed in all women. Participants who had coexisting
diseases or condition resulting in sexual dysfunction (car-
diovascular disease, neurological disease, major psychiat-
ric disease, diabetes, previous pelvic surgery, menopause,

hysterectomy, premature ovarian failure etc.) and had no

Table 1. Demographic characteristics of the patients with rheumatoid arthritis and control group.

Variables Patients with RA (n =32) Control Group (n = 20) P
Age* 3843 +6.94 39.30+5.52 .630
Number of pregnancy* 193+£1.18 1.75£1.25 603
Education status n (%) 383
Primary- High school 12 (37.5) 5(25)
University 20(62.5) 15 (75)
Occupational status n (%) 276
Employment 29 (90.625) 20 (100)
Unemployment 3(9.375) 0(0)
Smoking history n (%) 747
Current 8(25) 4 (20)
Never- Ex-smoker 24 (75) 16 (80)
Alcohol consumption n (%) 1.000
Yes 3(9.375) 2(10)
No 29 (90.625) 18(90)
Physical activity n (%) 754
Daily-Several times in a week 8 (25) 6 (30)
Once in a week —Rarely- Never 24 (75) 14 (70)

Data are presented as number/total (%), Fisher’s exact test or *Student’s t-test.

Key: SD, standard deviation; RA, rheumatoid arthritis.
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sexual activity within the past month were not included in
the study. All women recruited into the study had a stable,
heterosexual relationship, and were sexually active. Five
patients found to have coexisting disease, 6 patients did not
have sexual intercourse in past one month, 4 patients did not
want to reply the questions because of embarrassment, 3 of
the responders did not reply the questions properly and 18
patients are excluded from study.

Turkish version of FSFI, which has been previously vali-
dated in the Turkish language by Turkish Society of An-
drology>® was used for evaluation of FSD. FSFI includes
19-item questionnaires, which assesses sexual functioning
during the last 4 weeks. The specific subdomains including
quality of desire, arousal, lubrication, orgasm, satisfaction
and degree of pain is evaluated in FSFI. Each domain scores
and overall FSFI scores of the women were compared be-
tween two groups. The overall FSFI score was 2-36. Sexual
dysfunction were considered in a total score of less than
26.55.10

Beck Depression Inventory (BDI), a 21-item self-reported
inventory, was previously adapted for the Turkish popula-
tion.1213) Each of 21 questions is scoring between 0 and 3
(absent to severe), and the highest possible total score for
the whole test is 63. Psychiatric assessment was performed
by the BDI and depression was diagnosed when the BDI
score was 17 or greater.

The QoL in both groups was assessed with SF-36 question-

naire, which has been previously validated in Turkish popu-
lation by Kogyigit and colleagues. SF-36 questionnaire has
been designed to evaluate following these concerns in glob-
al health: physical function, physical role, body pain, gener-
al health, vitality, social function, emotional role and mental
health. The scores of the eight subscales range from 0 to
100. Higher scores indicate less limitations or distress in the
different dimensions.'*!>

The statistical analyses were performed using a computer
with Medcalc software version 11.4.3. Data analyses were
performed with The Kolmogorov-Smirnov test that was
used for documenting the normal distribution. Data were
given as mean + SD and median (minimum- maximum).
The Mann-Whitney U test and Student’s ¢ test were used for
comparison of scores within the groups. Categorical varia-
bles are presented as frequencies and percentages and were
compared using Fisher’s exact test. Statistical significance

was considered at P < .05.

RESULTS

Table 1 lists demographic characteristics of the patients
with RA and control group. There was not any significant
difference in age, educational level, occupational status,
smoking history, alcohol consumption and physical activity
between both groups.

Table 2 shows mean total and domain FSFI and BDI scores

between the patients with RA and control group. The do-

Table 2. The mean+ SD, median (min-max) total and domain scores of FSFI with BDI scores in study groups.

RA(n=32) Control (n =20)
Variables P
mean + SD median (min-max) mean + SD median (min-max)

Desire 3.47 +0.96 3.60 (1.20-4.80) 5.16+0.74 5.40 (3.60-6.0) .0001*
Arousal 3.750+ 1.44 3.75(0.0-6.0) 5.37+0.80 5.7 (3.30-6.0) .0001*
Lubrication 3.90+1.34 4.05 (0.0-6.0) 5.40+0.52 5.70 (4.20- 6.0) .0001*
Orgasm 3.95+1.34 4.0 (0.0-6.0) 546 £0.51 5.60 (4.0-6.0) .0001*
Satisfaction 441+149 4.60 (0.0-6.0) 540 +£0.54 5.60 (4.0-6.0) .022*%
Pain 426+1.77 4.80 (0.0-6.0) 5.50+0.56 5.60 (4.0-6.0) .104
Total 2449 + 6.00 25.0(10.40-36.0) 32.31+3.50 33.90 (24.50-35.0) .0001*
BDI Score 1290 +8.87 11.50 (0.0-38.0) 7.82+5.20 6.0 (2.0-21.0) .036**

*Mann-Whitney U-test, **Student’s t test.

Key: SD, standard deviation; (min-max), minimum and maximum values; RA, rheumatoid arthritis; BDI, Beck Depression Inventory; FSFI, Female Sexual

Function Index.
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Table 3. The mean + SD, median (min-max) total and domain FSFI scores of patients with RA according to they have morning stiffness more than one

hour or not.
Patients without morning stiffness Patients with morning stiffness
Variables (n=23) (n=9) P
mean * SD median (min-max) mean * SD median (min-max)

Desire 3.52+091 3.60 (1.20-4.80) 333+1.12 3.60 (1.20-4.80) 626
Arousal 3.69+1.51 4.2 (0.00-6.0) 293+1.13 3.30(1.20-4.50) 182
Lubrication 3.99+1.50 4.2 (0.00-6.0) 3.66 = 0.80 3.60 (1.80-4.50) .548
Orgasm 423+157 4.40 (0.00-6.0) 324+1.12 3.60 (1.20-4.40) 097
Satisfaction 473 +£1.50 4.80 (0.00-6.0) 3.60+1.18 4.0 (1.20-4.80) .05%
Pain 4.36+1.90 5.20(0.00-6.0) 4.00 +1.45 4.0(2.0-6.0) .609
Total 25.94 +5.69 26.40 (11.90-36.0) 20.77 £5.37 22.20(10.40-26.40) .026*

*Student’s t test.

Key: SD, standard deviation; (min-max), minimum and maximum values; FSFI, Female Sexual Function Index; RA, rheumatoid arthritis.

main scores of FSFI including desire, arousal, lubrication,
orgasm, and satisfaction, in patients with RA were signifi-
cantly lower than control group (P =.0001, P =.0001, P =
.0001, P=.0001, P=.022 and P =.0001, respectively). The
domain score of pain were not statistically significant (P =
.104). The mean BDI scores for the patients with RA were
greater than control group (P <.05).

FSD was diagnosed in 22 out of 32 (68.75%) patients with
RA and 3 out of 20 (15%) (P =.0001).

Table 3 shows mean total and domain FSFI scores of pa-
tients with RA according to they have morning stiffness
more than one hour or not. The domain scores of FSFI in-
cluding, satisfaction and total domain scores in patients
who have morning stiffness more than one hour were sig-
nificantly lower than the patients who do not have morn-
ing stiffness more than one hour (P = .05 and P = .026,
respectively). The domain scores of FSFI including desire,
arousal, lubrication, orgasm and pain were not statistically
significant in both groups (P =.626, P=.182, P=.548, P =
.097, and P = .609, respectively).

Table 4 shows mean scores of SF-36 questionnaire between
patients with RA and control group. The scores of physi-
cal function, physical role, body pain, general health, vital-
ity, emotional role were significantly lower in patient group
than the control group (P = .0001, P =.0001, P = .028, P
=.002, P =.001 and P = .0001, respectively). The scores

of social function and mental health were not statistically

significant (P = .4954 and P = .1192, respectively).

DISCUSSION

Assessment of sexual functioning and QoL in the present
study revealed that women with RA had lower scores of
total FSFI and also lower scores in all of the FSFI subdo-
mains except pain subdomain, when compared with healthy
women. Women with RA also had lower scores of QoL pa-
rameters except social function and mental health, when
compared with healthy women.

The impact of chronic disabling conditions like RA, on
QoL of the patients has been investigated in many studies;
however sexual functioning in these patients remains a ne-
glected area of QoL.!'® Therefore, we evaluated the link
between RA and female sexual functioning by using FSFI,
which is a validated and reliable self-report measurement.
Recently Frikha and colleagues assessed sexual functioning
in 10 women with RA by using FSFL.U7 They reported 7
women with FSD out of 10 and all subscales of FSFI were
affected. In our study FSD rate was 68%, 75 out of 32 wom-
en with RA and 15% out of 20 women belonging to control
group. To our knowledge, this is the first study comparing
FSFI scores of patients with RA with healthy controls.
FSFI is essential in evaluating different components sexual
activity (like desire, arousal, lubrication, pain, orgasm, sat-
isfaction and total disorders) rather than determination of

sexual dysfunction.®) Therefore, we used cutoff score for
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Table 4. The mean + SD and median (min-max) scores of SF-36 questionnaire between patients with rheumatoid arthritis and control group.

Control Group

Patients with RA

Variables (n=32)

mean + SD median (min-max)
Physical function 54.53 +23.08 45.0 (45.0-100.0)
Physical role 32.03+39.26 12.50 (0.0-100.0)
Body pain 54,65 +18.28 52.0(21.0-84.0)
General health 4493 £22.95 40.0 (15.0-97.0)
Vitality 39.21 £21.74 35.0(0.0-80.0)
Social function 71.87 +23.54 68.75 (12.50-100.0)
Emotional role 31.23+41.42 0.0 (0.0-100.0)
Mental health 54.25+19.27 54.0 (8.0-100.0)

(n=20) P

mean + SD median (min-max)

86.75 + 15.58 92.50 (45.0-100.0) .0001*
76.25 +30.85 87.50(0.0-100.0) .0001*
68.80 + 26.67 73.00 (12.0-100.0) .028*
65.85 +20.96 74.50 (20.0-97.0) .002*
64.00 + 26.08 65.0 (15.0-100.0) .001*
76.25+20.23 87.50 (37.50-100.0) 4954
7495 +35.72 100.0 (0.0-100.0) .0001*
63.60 +22.80 62.0 (24.0-96.0) 1192

*Student’s t test.

Key: SD, standard deviation; (min-max), minimum and maximum values; RA, rheumatoid arthritis; SF-36, The Short Form 36.

the Turkish population to evaluate FSD.!'® Although the
total score and all of the domain scores were lower in pa-
tients with RA control group, the domain score of ‘pain’
were not statistically significant. These results suggest, all
domains of FSFI may contribute the FSD in patients with
RA. Interestingly pain domain of FSFI is found to be less
effective on FSD when compared to healthy age matched
controls in our study. The pain domain of FSFI is about the
pain during vaginal penetration and it is apart from the pain
that patients have routinely. Sexual act may positively af-
fect patients mood and most of them denote ease of their
pain after sexual relation.!”

The percentage of patients with RA who experience sexual
problems ranged in previous studies from 31 to 76% and
these studies highlighted two main problems: difficulties
in sexual performance and diminution of sexual desire and
satisfaction.1%229) In a study which Hill and colleagues.
investigated effects of RA on sexual activity they found that
56% limitations on sexual intercourse, 50-60% decrease in
desire, 73% reduction of frequency of intercourse.®” In the
study of Abdel-Nasser and colleagues, it has been reported
that women with RA had impaired sexual function with a
prevalence of 60%.%® In our study similar results observed
with previous papers in terms of FSD.

FSD is a common disorder, which has serious effects on

women’s QoL. Aslan and colleagues evaluated the preva-

lence of and risk factors for FSD using the Turkish version
of FSFI in 1009 Turkish women and found that FSD oc-
curs in 43.4% of women.? Similarly, in the study of Cayan
and colleagues it has been reported that 46.9% of women in
Turkey had FSD, which has been associated with increased
age, lower education level, unemployment status, chronic
diseases, multiparity and menopause status as important
risk factors for FSD.®

Another important factor that effect female sexual function-
ing is depression and other mood disorders.®? The present
study revealed, the rate of depression in women with RA
was significantly higher than healthy controls (P = .036).
Monga and colleagues assessed the relationship between
sexual function and physiological measures in 70 patients
with chronic pain and found that sexual problems are com-
mon in patients with chronic pain and in those with symp-
toms of distress and depression.*!

In our study we also evaluated FSFI in women with RA
whether they have morning stiffness for a period more than
one hour. The total score and the category of and satisfac-
tion domain of FSFI in women who had morning stiffness
more than one hour were significantly lower than the wom-
en who had morning stiffness less than one hour (P = .026
and P = .05, respectively). Similarly Gutweniger and col-
leagues reported that morning stiffness in women with RA

plays an important in their feelings of being a handicap.
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They declared, women with substantial degree of morning
stiffness had significantly more worries about their body
image and lived more sexual dissatisfaction than females
with lower degrees of morning stiffness.*? The factors like
physical disability, fatigue, altered body image and worries
about partner interest are also reported to effect sexuality of
the patients.®212%)

SF-36 has been used in several studies including the pa-
tients with RA and has been found to be reliable, valid, and
responsive. The major advantage of this survey is its ability
to compare the physical and mental status of RA patients
with the overall population.®? In a study, Birtane and col-
leagues assessed the QoL of patients with fibromyalgia, RA
and healthy controls by using SF-36. The patients with RA
and fibromyalgia syndrome had lower scores of all SF-36
subdomains except social function than the control sub-
jects.® Similarly we found scores of physical function-
ing, physical role, bodily pain, general health, vitality and
emotional role significantly lower in patients with RA than
healthy controls (P =.0001, P =.0001, P =.028, P =.002,
P =.001 and P =.0001, respectively). Although the scores
of social functioning and mental health were also lower in
patient group the results were not statistically significant (P
=.4954 and P = .1192, respectively). Our findings are rel-
evant for patient communication, as physicians should be
advised to address the sensitive subject of sexual dysfunc-
tion in women with RA.

There are several limitations of the present study. First of
all, the sample size was small and the results may not re-
flect general population. Secondly, we conducted our study
in cross-sectional method, which is less valuable than pro-
spective cohort studies. Thirdly, depression was not clini-
cally diagnosed in patients and defined based on a self-rat-
ing questionnaire .Also, we did not investigate whether the
FSD was distressful or not for the enrolled women. This
would bring more information regarding the relationship
between depression and FSD. The last limitation was, lack
of evaluation whether the treatment of RA has any effect on
FSD.

CONCLUSION

The present study shows that a significant percent of pa-

tients with RA had sexual dysfunction and also deteriora-
tion in QoL. All domains of FSFI were affected except from
the “pain” domain and this may reflect the pathophysiology
of FSD in this group of patients. However, more studies
in larger population comparing sexual functioning between
the patients with RA and healthy controls is necessary to

understand this relation.

CONFLICT OF INTEREST

None declared.

REFERENCES

1. Gabriel SE. The epidemiology of rheumatoid arthritis. Rheum Dis
Clin North Am. 2001;27:269-81.

2. Lipsky PE. Rheumatoid arthritis. In: Braunwald E (ed) Harrison’s 16th
edition Principles of internal Medicine. New York: Mc Graw Hill;
2005. P. 1968-76.

3. Erlich GE. Social, economic, psychologic, and sexual outcomes in
rheumatoid arthritis. Am J Med. 1983;75:27-34.

4, Laumann E, Paik A, Rosen RC. Sexual dysfunction in the United
States: prevalence and predictors. JAMA1999;281:537-44.

5. Rosen R, Brown C, Heiman J, et al. The female sexual function index
(FSFI): A multidimensional self-report instrument for the assess-
ment of female sexual function. J Sex Marital Ther. 2000;26:191-208.

6. Cayan S, Akbay E, Bozlu M, Canpolat B, Acar D, Ulusoy E. The preva-
lence of female sexual dysfunction and potentional risk factors that
may impair sexual function in Turkish women. Urol Int. 2004;72:52-
57.

7. Basson R, Berman J, Burnett A, et al. Report of the International Con-
sensus Development Conference on Female Sexual Dysfunction:
definitions and classifications. J Urol. 2000;163:888-93.

8. Salonia A, Munarriz RM, Naspro R, et al. Women'’s sexual dysfunc-
tion: A pathophysiologiacal review. BJU Int. 2004;93:1156-64.

9. @stensen M. New insights into sexual functioning and fertility in
rheumatic diseases. Best Pract Res Clin Rheumatol. 2004;18:219-32.

10.  Arnett FC, Edworthy SM, Bloch DA, et al. The American Rheumatism
Association 1987 revised criteria for the classification of rheumatoid
arthritis. Arthritis Rheum. 1988;31:315-24.

11. Wiegel M, Meston C, Rosen R. The female sexual function index
(FSFI): Cross-validation and development of clinical cutoff scores. J
Sex Marital Ther. 2005:31:1-20.

12. Onem K, Erol B, Sanli O, et al. Is sexual dysfunction in women with
obstructive sleep apnea- hypopnea syndrome associated with the
severity of the disease? A pilot study. J Sex Med. 2008;5:2600-609.

1086 | Sexual Disfunction and Infertility



Female Sexual Function and Rheumatoid Arthritis | Coskun et al

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

Beck AT, Ward CH, Mendelson M, Mock J, Erbaugh J. An inventory
for measuring depression. Arch Gen Psychiatry. 1961;4:561-71.

Ware JE Jr, Kosinski M, Bayliss MS, McHorney CA, Rogers WH, Raczek
A. Comparison of methods for the scoring and statistical analysis
of SF-36 health profile and summary measures: summary of results
from the Medical Outcomes Study. Med Care. 1995;33:AS5264-79.

Kogyigit H, Aydemir O, Fisek G, Olmez N, Memis A. Kisa Form-36
(KF-36)'nin Tiirkce versiyonunun giivenilirligi ve gecerliligi. ilag ve
Tedavi Dergisi. 1999;12:102-106.

Tristano AG. The impact of rheumatic diseases on sexual function.
Rheumatol Int. 2009;29:853-60.

Frikha F, Maazoun F, Ben Salah R, et al. Sexual function in married
women with rheumatoid arthritis. Presse Med. 2011;40:521-7.

Oksuz E, Malhan S. Reliability and validity of the Female Sexual
Function Index in Turkish population. Sendrom. 2005;17:54-62.

Katz WA. Sexuality and Arthritis. Katz WA (Ed). Rheumatic diseases:
Diagnosis and Management. Philadelphia, Toronto: JB Lippincott
Co; 1973.p. 1011-20.

Baldursson H, Brattstrom H. Sexual difficulties and total hip replace-
ment in rheumatoid arthritis. Scand J Rheumatol. 1979;8:214-16.

Blake DJ, Maisiak R, Koplan A, Alarcén GS, Brown S. Sexual dysfunc-
tion among patients with arthritis. Clin Rheumato 1988;17:50-60.

Brown GM, Dare CM, Smith PR, Meyers OL. Important prob-
lems identified by patients with chronic arthritis. S Afr Med J.
1987;72:126-8.

Ferguson K, Figley B. Sexuality and rheumatic disease: a prospec-
tive study. Sex Disabil. 1979;2:130-38.

Gordon D, Beastall GH, Thomson JA, Sturrock RD. Androgenic status
and sexual function in males with rheumatoid arthritis and ankylos-
ing spondylitis. Q J Med. 1986;60:671-9.

Hill RH, Herstein A, Walters K. Juvenile rheumatoid arthritis: follow-
up into adulthood-medical, sexual and social status. Can Med Assoc
J.1976;114:790-6.

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

Hill J, Bird H, Thorpe R. Effects of rheumatoid arthritis on sexual ac-
tivity and relationships. Rheumatology (Oxford). 2003;42:280-6.

Abdel-Nasser AM, Ali El. Determinants of sexual disability and dis-
satisfaction in female patients with rheumatoid arthritis. Clin Rheu-
matol. 2006;25:822-30.

Aslan E, Beji NK, Gungor |, Kadioglu A, Dikencik BK. Prevalence
and risk factors for low sexual function in women: A study of 1,009
women in an outpatient clinic of a university hospital in Istanbul. J
Sex Med. 2008;5:2044-52.

30.

31.

32.

33.

34.

Berman JR, Bassuk J. Physiology and pathophysiology of female
sexual function and dysfunction. World J Urol. 2002;2:111-8.

Monga TN, Tan G, Ostermann HJ, Monga U, Grabois M. Sexuality
and sexual adjustment of patients with chronic pain. Disabil Reha-
bil. 1998;20:317-29.

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

Tugwell P, Idzerda L, Wells GA. Generic quality-of-life assessment in
rheumatoid arthritis. Am J Manag Care. 2007;13:5224-36.

Birtane M, Uzunca K, Tastekin N, Tuna H. The evaluation of QoL in
fibromyalgia syndrome: a comparison with rheumatoid arthritis by
using SF-36 Health Survey. Clin Rheumatol. 2007;26:679-84.

LAWY Vol.10 | No.4 | Autumn2013 | 1087



