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Editorial

Emeritus Professor of 
Rheumatology, Univer-
sity of Cape Town, Cape 
Town, South Africa and 
President of AFLAR.  
Email: kallaa@iafrica.
com

Rheumatology is a young subspeciality 
on the African continent1,2. Rheumatic 
Musculoskeletal Diseases (RMDs) in 
children and adults are increasingly 
presenting themselves at primary care 
institutions and general hospitals and 
optimal care by general physicians 
is scarce. The overwhelming issue is 
that of late diagnosis of debilitating 
diseases such as Juvenile Idiopathic 
Arthritis (JIA), Rheumatoid Arthritis 
(RA), Systemic Lupus Erythematosus 
(SLE) and osteoporosis, to name a 
few. The resurgence of activity in the 
African League Against Rheumatism 
(AFLAR) provides a unique 
opportunity to evaluate the prevalence 
and burden of RMDs across the 
continent3. There is strong evidence 
that RMDs are on the increase across 
Africa and the need for specialised 
care is becoming increasingly 
important. However, the number of 
specialist rheumatologists per 100,000 
population is in the region of 1:1.5m in 
some countries, way below the ratios 
in developed countries. Many regions 
do not have any rheumatological 
services whatsoever.  
        Since AFLAR is an affiliate of the 
International League of Associations 
for Rheumatology (ILAR), it seems 
reasonable to pursue similar aims and 
objectives as our sister leagues within 
that organisation, such as the American 
College of Rheumatology (ACR) and 
EULAR (the European League). We 
need to develop collaborative actions 
involving players from as many 
countries as possible within Africa, 
with the aim of standardising and 
optimising education, service delivery 
and research in RMDs across the 
continent. The time has come for us to 
combine resources, promote centres of 
excellence in rheumatology and create 
an environment on the continent which 
is conducive to promoting health care 
for patients with RMDs across Africa4. 

We need to canvass governments 
to understand that the burden of 
untreated RMDs is equivalent to that 
of patients with triple-vessel coronary 
artery disease. Total joint replacements 
for secondary OA are expensive 
and require special surgical skills. 
Effective treatment of RA early will 
reduce the need for such operations. 
When the burden of infectious diseases 
is controlled by improved socio-
economic developments, RMDs will 
become one of the dominant diseases 
draining the health budget globally 
and in Africa.
    It is incumbent on the executive 
committee of AFLAR to develop 
strong sub-committees and other 
structures to promote our image across 
the world, not only in Africa. Important 
strides have been made over the last 
few years with the participation of 
AFLAR at the ACR annual meetings. 
We have established links with 
the ACR which allow us access to 
teaching materials and other resources 
used in the Northern hemisphere, and 
we should take full advantage of these 
opportunities. AFLAR has also been 
interacting with EULAR. In the last 
year we have had several lectures from 
prominent members of the EULAR 
team, and these have been well 
attended and were highly interactive. 
We had our AFLAR Congress in 
Mauritius in 2019 and are looking 
forward to our next meeting in Kenya, 
very soon. Our new website can be 
visited at www.aflar.org.za.  
    The COVID-19 pandemic has 
clearly had a major impact globally 
and many of us have had to change the 
way in which we practice medicine. 
AFLAR conducted a survey of its 
members to evaluate the impact of 
COVID-19 among rheumatologists in 
Africa and the results of the survey have 
been published5. This could only have 
been achieved by the collaboration 
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and broad participation of rheumatologists 
from the different countries in Africa6. As with 
Chikungunya and Human Immunodeficiency Virus 
(HIV) infection, there is a possibility of chronic 
musculoskeletal symptoms and the initiation 
of Auto-immune Rheumatic Diseases (ARDs) 
following COVID-19. There is a wealth of research 
that Africa could contribute to this area and much 
of this would not require sophisticated diagnostic 
tools. 
    Another area where we could make an 
impact globally is in HIV-associated RMDs. 
Several reports from across Africa have shown the 
relationship between HIV and spondyloarthritis 
(SpA), as well as the reduction in cases with the 
advent of Anti-Retroviral Therapy (ART) rollout 
by governments across the continent 7,8. In addition, 
the COVID-19 pandemic has been a stimulus for 
general collaboration between AFLAR member 
countries3. A collaborative research effort in 
AFLAR has resulted in a publication on consensus 
evidence-based development of guidelines for 
management of osteoporosis in Africa9. The editor 
of Clinical Rheumatology, the Journal of ILAR, 
devoted a special issue on rheumatology in Africa 
in 202110. This could potentially give impetus 
to the collaborative research and discussions 
by rheumatologist across our so-called “dark” 
continent.
    The development of disease registries would 
go a long way towards understanding the impact 
of debilitating conditions like RA, SLE, Systemic 
Sclerosis (SSc) and Osteo Arthritis (OA) across the 
African continent, to name a few11. Such registries 
would enable us to assess the effect of poverty, 
level of education, socio-economic status, early 
diagnosis, access to effective medications as well as 
general lifestyle and other relationships to RMDs on 
the continent. We may well identify huge differences 
from other patient groups in other continents. There 
is also the possibility that genetic factors may differ 
from other parts of the globe, resulting in more 
severe disease12,13.  
    The education committee could look at 
developing an undergraduate and post graduate 
curriculum, evaluating and establishing centres 
of excellence for rheumatology training and 
research and disseminating service resources to 
rural environments. Service delivery could be 
enhanced by establishing mobile clinics furnished 
with facilities for extracting and collecting blood 
samples, basic injections for soft-tissue and joint 
conditions, and screening for co-morbidities like 
hypertension, hypercholesterolaemia and diabetes.
        The research and scientific committee of AFLAR 
would have a key role in developing projects and 

evaluating proposals for research in a manner that 
will achieve some of the above objectives. The team 
would need to keep abreast of current developments 
in rheumatology and identify areas where we might 
make an impact globally. Randomised Controlled 
Trials (RCTs) of newer biologic agents are rarely 
carried out on the African continent due to infra 
structural limitations. However, this may be the only 
means whereby needy patients can be offered these 
expensive therapies, especially in Low- and Middle-
Income Communities (LMICs). Such a committee 
could also liaise with government departments such 
as health and social services to improve access for 
our patients to social grants, public places, clinics, 
expensive medications, and hospital care.  
        The paediatric committee of AFLAR (PAFLAR) 
was officially ordained in 2019 and has developed 
in leaps and bounds. There are regular monthly 
seminars, which are very well attended and rotate 
across the different countries. Several successful 
meetings were hosted last year. The committee 
successfully conducted a virtual congress of 
Paediatric Rheumatology in 2021, and the abstracts 
have been published in Rheumatology (Oxford)14.
       While previous editorials have emphasised the 
challenges that rheumatologist face in Africa1,2, there 
is also the potential to exploit several opportunities. 
These can be discussed and evaluated by a “think-
tank” of the AFLAR leadership and presented to the 
various committees. AFLAR has its own Journal 
of Rheumatology and publishes predominantly on 
research from Africa 4. The journal needs support 
and is dependent on researchers in Africa and 
elsewhere to publish their findings in this journal. 
In this regard, the editorial, education, and scientific 
committees within AFLAR could combine efforts to 
improve the standard of the journal and increase the 
impact factor.  
    The time has come for us to join forces in 
the promotion of optimal care for our patients 
with RMDs in Africa. We need to set aside our 
language differences, forget our political alliances, 
shake off our obsession with cultural differences, 
dissipate our artificial borders, and strive towards 
the common purpose of enhancing and developing 
the speciality of rheumatology across Africa, where 
many patients go undetected and suffer enormous 
consequent disabilities. North, South, Central, East 
and West Africa need to become a United Force of 
Rheumatology (UFR).
        Very little can be achieved by an organisation 
like AFLAR without the necessary financial 
resources. We need to urgently develop a strategy to 
raise funds by using advertising space, government 
support, pharmaceutical support, membership fees, 
philanthropic donations, web-based meetings, 
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congresses, and other income-generating activities. 
Through such activities we could establish a reserve 
of funds which could be utilised towards making 
some of our dreams a reality. Our sister leagues such 
as ACR and EULAR had similar humble beginnings 
but have grown into giants of rheumatology over 
the years. There is no reason why AFLAR should 
not aspire and strive towards similar goals in our 
development strategy. Unity is Strength.
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Abstract

Background: A number of rheumatic 
disorders are associated with an 
increased risk for various malignancies. 
The reasons for this risk are not well 
defined. Furthermore, pharmacologic 
therapy of rheumatic diseases may 
increase the risk of malignant disease.
Objective: The aim of this literature 
review is to address the various 
rheumatic diseases and their 
pharmacologic therapy that are 
associated with an increased risk of 
malignancy.
Data source: The literature review 
uses medical science based literature 
published locally and internationally 
on the risk of malignancy in patients 
with rheumatological diseases and the 
use of antirheumatic medications.
Conclusion: Individual rheumatic 
diseases are associated with increased 
risk of particular malignancies. 
A number of the pharmacologic 
therapies used for the treatment of 
rheumatic diseases may increase the 
risk of malignancy. In these patients 
who are at risk for cancer related to 
their autoimmune disease, age- and 
sex-appropriate screening should be 
performed, and additional screening 
may be added based upon the risk 
factors of an individual patient.

Key words: Rheumatic diseases, 
Cancer, Antirheumatic medication, 
Malignancy, Screening 

Introduction

There are complex bi-directional 
relationships between rheumatic 
diseases and cancer. Certain rheumatic 
diseases like inflammatory myositis, 
systemic lupus erythematosus and 
Sjogren’s syndrome are associated 
with an increased risk of malignancy. 
In addition, treatments for rheumatic 
diseases may also increase malignancy 
risk1. Specific rheumatic diseases 
and risk of malignancies; and the 
contribution of antirheumatic drug 
therapies to such risk will be reviewed 
in this article.

Rheumatic diseases with associated 
malignant disorders

The rheumatic diseases associated 
with an increased risk for 
various malignancies include 
rheumatoid arthritis, systemic lupus 
erythematosus, systemic sclerosis 
(scleroderma), myositis (polymyositis, 
dermatomyositis), Sjögren’s syndrome, 
and ANCA-associated vasculitis. The 
reasons for this increased risk is not well 
defined, but likely to involve chronic 
inflammation and autoimmunity2.

Dermatomyositis and polymyositis

Dermatomyositis is associated with 
a 6-fold increased risk of malignancy 
while polymyositis is associated with 
a 2 fold increased risk of malignancy3. 
Patients with anti–TIF1-γ and anti–
nuclear matrix protein–2 have the 
highest risk. The risk is highest in the 
first 2 years after diagnosis, gradually 
decreasing with time4. Numerous 
cancers have been associated with 
dermatomyositis, particularly breast, 
ovarian, lung, haematologic and 
nasopharyngeal cancers especially in 
Asian population5. Clinical features 
of dermatomyositis that increase the 
risk of malignancy include male sex, 
older age, severe skin manifestations, 
dysphagia, resistance to treatment, 
history of prior malignancy and 
absence of interstitial lung disease6.

Rheumatoid arthritis

The initial link between RA and cancer 
was established by Isomaki et al7. He 
established that patients with RA had 
a higher incidence of lymphomas, 
leukemias and myeloma. Numerous 
other studies and meta-analyses have 
also shown an increased incidence in 
lung cancer but a reduced incidence of 
breast and colon cancer in patients with 
RA. The standardized incidence ratio 
of all malignancy risk, lymphoma, 
lung cancer, breast cancer and colon 
cancer was 1.09, 2.46, 1.64, 0.86 and 
0.78 respectively8.  

Rheumatic disease and malignancy
Ezzi MS, Kubo MN

Afr J Rheumatol 2022; vol 10(1): 4-10



5

    The increase in risk for cancers can be attributed 
to shared risk factors between RA and cancer. For 
example smoking increases the risk of both RA and 
lung cancer9. RA, in itself can lead to increased risk 
of lymphoma because of increased chronic immune 
stimulation in lymphomagenesis10. The observation 
of a reduced risk of colon cancer may be due to 
the use of Non-Steroidal Anti-Inflammatory Drugs 
(NSAIDs) in RA. It is known that NSAID use is 
associated with reduced risk of colon cancer11.

Systemic Lupus Erythematosus (SLE)

There is increasing evidence to suggest that 
patients with SLE have a slightly higher overall 
risk of malignancy. A large multisite cohort study 
by Bernatsky et al12 reported an SIR of 1.14. 
Patients with SLE are at a moderately increased 
risk of haematologic malignancies, particularly 
non-Hodgkin’s lymphoma with an SIR of 3.0212. 
Furthermore, these patients presented with advanced 
stages and extra nodal disease and had poor outcomes 
despite aggressive treatment. Several individual 
cohort studies that were reviewed by Choi et al13 
have reported increased risk of lung, liver, head and 
neck, thyroid, vaginal/vulvar, cervical (cancerous 
and pre-cancerous), dermatologic, bladder or renal, 
anal, and pancreatic malignancies in patients with 
SLE.
    The factors that potentially mediate or are 
thought to increase the risk of malignancy in SLE 
include use of cyclophosphamide14, autoantibodies 
such as antiphospholipid antibodies15 and chronic 
immune dysregulation16. There is a possibility 
that the increased prevalence of certain cancers in 
patients with SLE may be due to increased exposure 
to known environmental risk factors such as 
smoking and oncogenic viruses13.

Sjogren’s Syndrome (SS)

Monoclonal gammopathies occur in at least 
20% of patients with Sjogren’s syndrome17. It is 
usually associated with hypergammaglobulinemia, 
cryoglobulinemia, or haematologic neoplasia. SS 
patients with monoclonal gammopathies have an 
increased incidence of lymphoma18. In addition, 
the risk of multiple myeloma and Waldenstrom 
macroglobulinemia is also increased19.
    Patients with SS have the highest risk of 
non-Hodgkin’s lymphoma amongst all other 
rheumatologic diseases. In a pooled analysis, the 
relative overall risk of NHL was 6.620, with a life 
time risk that is 44 times higher than that of the 

normal population21. Persistent salivary gland 
enlargement is the most important clinical risk 
factor, while other risk factors includes cutaneous 
vasculitis, lymphadenopathy, splenomegaly, 
cryoglobulinemia, and glomerulonephritis. The 
transition from SS to lymphoma is a process that 
requires many years22. 
    Extra nodal marginal zone lymphoma of 
mucosa-associated lymphoid tissue (MALT 
lymphoma) involving the parotid gland is the most 
common histologic subtype in SS20. Other types 
of NHL that are common in SS include diffuse 
large B cell lymphoma and nodal marginal zone 
lymphoma23. The MALT lymphoma is of low grade 
and indolent with a 15 year survival to 80%24. SS 
patients with persistent salivary gland enlargement 
should be investigated for lymphoma.

Systemic sclerosis (scleroderma)

Several reports have shown an increased risk 
of cancer in patients with scleroderma25,26. In a 
nationwide population-based cohort analysis from 
Denmark, the most frequent cancers were lung, 
haematologic, esophageal and oropharyngeal 
carcinoma27. The cause of cancer in SSc is not 
well understood, however it has been observed that 
patients with autoantibodies to RNA polymerase I/
III are at a higher risk of developing cancer28.

Systemic vasculitis

The malignancies associated with systemic vasculitis 
include hairy cell leukemia and myelodysplastic 
syndrome. About 40% of the patients with 
systemic vasculitis have concurrent malignancy. 
Antineutrophil Cytoplasmic Antibody (ANCA)-
associated vasculitis carries a 1.6 to 2.0 higher risk 
for developing malignancy29.

Polymyalgia rheumatica / giant cell arteritis

There is an increased risk of malignancy particularly 
in the first 6 – 12 months after diagnosis30. In some 
cases, polymyalgia rheumatica may be the initial 
manifestation of malignancy31.

Remitting seronegative symmetrical synovitis 
with pitting edema (RS3PE)

RS3PE usually occurs in adults and presents with 
edema of the hand and feet along with synovitis. 
About 15% – 30% of patients with RS3PE have 
concurrent malignancy ranging from haematologic 
to solid malignancies32.

Afr J Rheumatol 2022; vol 10(1): 4-10
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Paraneoplastic polyarthritis

Symmetric polyarthritis mimicking rheumatoid 
arthritis can occur as a paraneoplastic phenomenon. 
Paraneoplastic polyarthritis is more common in 
male, has an asymmetric onset and associated with 
high markers of inflammation distinguishing it from 
RA. It is mostly seen in patients with myelodysplastic 
syndrome33.

Palmar fasciitis

This is a rare disorder that is associated with 
numerous malignancies. The most frequently 
reported is ovarian cancer but other sites have 
also been reported. Treatment of the associated 
malignancy has led to improvement of some cases34.

Eosinophilic fasciitis

This is an uncommon condition characterized 
by woody induration of the limbs with peripheral 
eosinophilia. In 10% of the patient there is usually an 
underlying haematologic disorders like lymphoma 
and leukemias35.

Erythromelalgia

This is a rare syndrome that is associated with 
myeloproliferative disorders like polycythemia 
rubra vera in 10% of the patients36.

Hypertrophic osteoarthropathy

Hypertrophic osteoarthropathy is usually associated 
with lung cancer37. About a third of the patients 
with lung neoplasm have digital clubbing. It is most 
frequently associated with peripherally located 
adenocarcinoma of the lung and more common 
among men38.  Treatment of the lung cancer may 
lead to regression. Bone scintigraphy is a sensitive 
way to detect skeletal involvement with the 
disorder. Particular attention to the chest should 
be paid to a patient presenting with hypertrophic 
osteoarthropathy as the most common cause of acute 
hypertrophic osteoarthropathy is a lung neoplasm.

Antirheumatic medication and risk of malignancy

Cyclophosphamide
Cyclophosphamide increases the risk of leukemia, 
skin cancer and urinary bladder cancer. This is due to 
direct chromosomal damage and decreased immune 
surveillance. The most important risk factor is the 
duration of the treatment, with most cancers occurring 
in patients treated for more than two years39.  A long 

term follow up population-based cohort study found 
that patients treated with cyclophosphamide had 
a higher rate of malignancy. The risk was highest 
for patients who had a cumulative dose of over 36 
grams except for squamous cell carcinoma, where 
the risk increased even at cumulative dose of 10 
grams40. In patients with Granulomatosis with 
Polyangiitis (GPA), myelodysplastic syndrome 
occurred in 8% of patients who had prior exposure 
to cyclophosphamide and this increased to 13% who 
had a cumulative dose of more than 100 grams41.
    The risk of bladder cancer is increased with 
oral cyclophosphamide and likely dose dependent 
with a standardized incidence ratio of 4.3040. The 
increased risk may be sustained for years even 
after discontinuation of cyclophosphamide. In a 
retrospective study of 145 patients with GPA who 
had been treated with oral cyclophosphamide for at 
least one year, there was a 5% incidence of bladder 
cancer at eight years of follow up. This incidence 
increased to 16% at 15 years of follow up. Two 
thirds of the patients who developed bladder cancer 
had had a cumulative dose of more than 50g and 
had at least one episode of either microscopic or 
macroscopic haematuria42. The tumours tend to 
be biologically aggressive, mostly grade 3 or 4 
transitional cell carcinoma43.

Azathioprine

There is a possible but small increased risk of 
malignancy in rheumatoid arthritis patients treated 
with azathioprine. However, this risk was not 
significant when adjusted for confounding variables. 
There is an absolute increase of 1 case per 1000 
patients years of exposure for lymphoproliferative 
malignancy after a 20 year follow up44.

Methotrexate

A large observational cohort found a non-significant 
small increase of lymphoproliferative malignancy 
in patients taking low dose methotrexate. The 
lymphoproliferative malignancy are usually of B 
cell origin and are associated with latent Epstein 
Barr virus infection45. Another prospective study 
from France, described 25 cases of lymphoma 
in patients with RA who had been treated with 
methotrexate for three years. Among them, were 
seven cases of Hodgkin’s disease with an SIR 
of 7.446. Some of these tumours may regress on 
discontinuation of methotrexate and may not require 
further chemotherapy. However continued vigilance 
is necessary as relapse can occur47.
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Mycophenolate

There has been one reported case of CNS lymphoma 
that occurred in a patient taking mycophenolate 
monotherapy for myasthenia gravis48. In addition, 
MMF prescribing information has a specific warning 
label about increased risk of lymphoma as a result of 
immunosuppression and avoiding MMF in patients 
with prior history of lymphoma.

Tumour necrosis factor alpha inhibitors

In general, there is a preponderance of evidence that 
TNF inhibitors do not increase the risk of most solid 
tumours except skin cancers. However, uncertainty 
remains. Some meta-analysis of clinical data have 
found an increased risk but observational data, 
particularly from registries, have not been able to 
confirm these findings49,50. This discrepancy may be 
due to more complete recording of malignancies in 
clinical trials than in routine practice.
       The overall risk of lymphoma is not increased. 
However, a small number of hepatosplenic T cell 
lymphoma cases, a very rare form of non-Hodgkin’s 
lymphoma, has been associated with use of TNF 
inhibitors. Most of these cases have occurred in 
young male with inflammatory bowel disease who 
had also received concurrent thiopurines51. However, 
there is a slightly increased risk of cervical cancer 
and non-melanoma cancer in patients using TNF 
inhibitor52,53. The combination of cyclophosphamide 
and TNF inhibitor heightens the risk of cancer, hence 
combination of these two drugs is not encouraged54.

Other biologic DMARDS

The other biologic DMARDS have not been studied. 
Furthermore, these drugs have been marketed 
recently and registry data are still immature to allow 
any firm conclusion. In a meta-analysis involving 
all biologics, there was no overall increase risk 
of malignancy with any of the biologic DMARD. 
However, only four studies were included in the 
meta-analysis55.  
    In a long-term safety report of rituximab, 
which included 3500 patients with RA who had 
been followed up for 11 years, did not indicate an 
increased risk of malignancy when compared with 
the general US population56. Similarly, analysis of 
eight clinical trials revealed no increased risk of 
malignancy in patients who were given abatacept57.  
However, long term extension trials and combined 
analysis of tocilizumab suggest that tocilizumab 
use may be associated with an increased risk of 
malignancy. Updated data showed an SIR of 1.36 
and 1.81 in comparison with SEER database and 

GLOBOCAN data respectively58. On the contrary, a 
Japanese study reported an SIR of 0.79. This study 
also reported an SIR of 3.13 for lymphoma with 
reference to Japanese population59.

Screening for malignancy in rheumatic disease

There are controversies on how to appropriately 
screen patients with rheumatological diseases 
for an underlying cancer. The most important 
step is ensuring that age- and sex- appropriate 
cancer screening has been done regardless of the 
rheumatological disease the patient is suffering 
from. For certain patients with rheumatological 
diseases known to be associated with increased risk 
of cancer like systemic sclerosis or myositis, their 
cancer screening should be based according to their 
risk of developing cancer. For example, in myositis, 
patients with antibodies to nuclear matrix protein 2 
and Transcriptional Intermediary Factor 1 (TIF1) 
gamma are more likely to have cancer within three 
years of disease onset (60) accurate identification 
of patients likely to harbor cancers is important. 
Using immunoprecipitations from radiolabeled 
cell lysates, several groups recently showed that 
anti-transcription intermediary factor 1γ (anti-
TIF-1γ. Similarly, in SSc, patients with anti-RNA 
polymerase III or anti-RNPC3 antibodies and diffuse 
SSc are more likely to have cancer-associated SSc61.

Conclusion

Individual rheumatic diseases are associated 
with increased risk of particular malignancies. A 
number of the pharmacologic therapies used for the 
treatment of rheumatic diseases may increase the 
risk of malignancy. In these patients who are at risk 
for cancer related to their autoimmune disease, age- 
and sex-appropriate screening should be performed, 
and additional screening may be added based upon 
the risk factors of an individual patient.
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Abstract

Objective: To determine the frequency 
and nature of the medication prior to 
specialized consultation in rheumatic 
patients.
Design: This was a cross-
sectional  study  of patients  admitted 
for the first time for  rheumatology 
consultation at CHU-SO  in  Lomé, 
Togo. 
Methods: The data relating to the 
medication prior  to the  consultation 
were collected by questioning.  The 
diagnosis of the conditions covered by 
the consultation was based on clinical 
and para-clinical examinations. 
Results:  Two hundred and 
eleven  patients (151 women and 60 
men) with a mean age of 49 years were 
included in  the  study.  Forty-five 
patients  (21%)  were covered by 
health insurance  because of their 
status as state employees, unlike 
the  other 166  (79%) working in the 
informal sector.  Spinal degenerative 
pathology (76%), knee osteoarthritis 
(20%) and tendinitis (10%) were the 
main diseases observed. One hundred 
and ninety- five patients (92%) were on 
medication prior to the  rheumatology 
consultation.  Non-steroidal anti-
inflammatory drugs  (118 cases,  75%) 
and analgesics  (93  cases, 59%) were 
the most common therapeutic classes 
that were used.  Self-medication was 
observed in 141 patients (67%) at all 
levels of education combined. Eighty-
four of the 141 patients (60%) have used 
street drugs, and 98 of them (70%) were 
oriented by word of mouth.  General 
medical practitioners (25%) 
and medical assistants (19%) were the 
main prescribers before the 
rheumatology consultation. Epigastric 
pain (16 cases) was the main side effect 
observed.  One hundred and forty-
four patients (66%) had no idea of the 

risks of self-medication, added to lack 
of money by  122  (87%) patients and 
lack of knowledge of rheumatology 
by 67 (48%) patients. 
Conclusion: Self-medication, the 
frequency of which is known all over 
the world, is more notable in Africa 
and in rheumatic diseases where pain 
is the main symptom and its relief is 
one of the criteria for evaluating the 
effect of any therapy. 

Key words:  Self-medication, Rheu-
matology, Togo, Africa 
 
Introduction

Pain is the main symptom of rheumatic 
diseases for which it  is the main 
reason for consultation.  Its relief is 
the first concern of both the patient 
and the doctor, hence the importance 
of symptomatic treatment based on 
analgesics and non-steroidal anti-
inflammatory drugs1-3. Analgesics and 
non-steroidal anti-inflammatory drugs 
are among the most prescribed drugs in 
the world, both in private medicine and 
in hospital medicine. They are among 
the world’s best-selling substandard and 
falsified drugs according to the World 
Health Organization4.  Paracetamol 
is now legally sold outside the 
pharmaceutical circuit in some 
developed countries4,5. In sub-Saharan 
Africa more than elsewhere, the use of 
these drugs in self-medication is 
favored by the continent’s low medical 
and paramedical coverage, as well as 
by poverty and the low rate of social 
protection coverage6. These combined 
factors explain the recourse to self-
medication, which is heavily fueled 
by street pharmacy in sub-Saharan 
Africa.  This explains the extreme 
frequency of self-medication observed 
in rheumatology. The  purpose of this 
study was to determine the frequency 
and nature of the medication prior to 
the specialist consultation in Togolese 
rheumatic patients.
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Materials and methods
 
The study took place in the Rheumatology Department 
of the CHU-SO in Lomé, Togo. The population of 
Togo is about 8,000,000 inhabitants. Life expectancy 
at birth is 66 years. Forty percent of Togolese are 
aged under 15 years, 56% are aged between 14 and 
64  years, and  4% are aged at least  65  years.  The 
gross domestic product per  inhabitant is USD 
760.  Health expenditure represents about 
30% of household income.  On average, there 
is one medical doctor for  15,000  inhabitants, 
one midwife for  12,000  inhabitants, 
and 1.63 nurses for 10,000 inhabitants. The public 
sector has 700 healthcare facilities. Seventy percent 
of Togolese live within a radius of less than 5 
km from a healthcare facility7.
      Health  coverage  began in stages, through the 
National Health Insurance Institute, set up in 2011 
for the benefit of State employees and equivalent, 
corresponding to a coverage rate of 7% of the 
population. For three years, a social assistance has 
been set up for the benefit of 1,500,000 primary 
and secondary students in the public sector.  In 
addition, initiatives to enlist the informal sector are 
underway. These different provisions are called upon 
to converge towards a national system of universal 
health coverage governed by a regulation7.
    This was a cross-sectional study carried out 
over three months in the Rheumatology Department 
of CHU-SO. All patients admitted to consultation 
for the first time were included.  A survey sheet 
made it possible to collect the socio-demographic 
characteristics of the patients, the presence or 
absence of medical coverage by insurance, the 
reason for consultation, the treatment  taken before 
the consultation and its effects, the reasons for 
resorting to such treatment. These data were added 
to those for diagnostic purposes resulting from the 
clinical and the para-clinical examinations.
 
Results

Two hundred and eleven patients (151 women and 
60 men) were included in the study.  The mean 
age of these patients was 49 years (range from 12 
to 85 years).  Forty-five of these patients  (21%) 
were state employees and consequently had health 
insurance. The other 166 patients (79%) belonging 
to the informal sector, did not have a health insurance 
scheme. The level of education was primary school 
for 40 patients, secondary school for 82 patients 
and university level for 40 patients.  The mode 
of  installation of the pain  was  progressive in 186 
(88%) patients. The pain was chronic in 195 (92%) 
patients, acute  in 191 (91%).  Degenerative 

spine disease (76%), knee osteoarthritis (20%) 
and tendinitis (10%)  were the major diseases 
observed. Activities of daily living were impaired in 
95 (66%) patients.
    Ninety-five patients (92%)  were under 
medication prior to rheumatology consultation, and 
non-steroidal anti-  inflammatory drugs  (118 cases, 
75%) and analgesics (92 cases, 59%) were the most 
common therapeutic classes that were used.
     Self-  medication was observed  in 141 (67%) 
patients, all levels of education combined:  eighty-
four  of the 141 (59.57%) patients used street 
drugs, and 98 (70%) of them were  referred by 
word of mouth.  General medical practitioners 
(25; 46%)  and  medical assistants (19; 42%) were 
the main prescribers before the rheumatology 
consultation.  Epigastric pain (16 cases) were the 
main side effect observed. One hundred and forty-
four  patients (66%) did  not have any idea  of the 
risks of self-medication, which 122 (87%) patients  
joined due to lack of funds, and 67 (48%) due to 
ignorance of the rheumatology.      
 
Discussion

This was a cross-sectional study  aimed at 
determining the profile of the medication prior to the 
specialist consultation in 211 rheumatic patients. As 
a result, 195 (92%) patients had treatment prior to 
the specialist consultation. This treatment was self-
medication in  41 (67%) patients.  The treatment 
prior to the specialist consultation finds its origin in 
the important place occupied by pain in rheumatic 
diseases, in the heavy consumption of analgesics 
and non-steroidal anti-inflammatory drugs in daily 
medical practice, in the over-the-counter sale of 
these drugs as well in the classical pharmacy as in 
that of the street, and in the important place of these 
drugs among those of inferior quality and falsified.
    Another aspect of the medication prior to the 
consultation is that relating to medicinal plants. 
The use of these plants is very frequent in Africa, 
all pathologies combined. In our study, we did not 
conduct a systematic research on the use of these 
plants but this could be the subject of another 
work.  The drugs used by our patients before the 
consultation were both generics and specialty drugs. 
The two types of drugs are sold in pharmacies as 
well as in streets.  Medication through friends 
and family members is based on word of mouth 
as mentioned above. Although our sample only 
included 211 patients, the results of our study are 
probably superimposable on all rheumatism diseases 
and beyond, to all medical specialties  
    Several studies have shown that self-
medication is a real public health problem in 
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emerging countries9.  The prevalence of self-
medication in these countries is difficult to quantify 
because  it  varies according to  the populations, 
pathologies and drugs used 9,10.  The limits of our 
study are represented by the mode of data collection 
on a declarative basis of patients, which can  be  a 
source of bias.
    Self-medication and the recourse to non-
specialist are favored by  low rheumatology  and 
medical  coverage (Togo  has only about ten 
rheumatologists)  and low  health insurance 
coverage (about 40% of Togolese are covered). Only 
a fifth of our patients, because of their status as State 
agents, benefit from health insurance7.
    In addition to the low health and insurance 
coverage, other factors favoring self-medication 
are added: financial constraints,  low level of 
education,  actual or de facto over-the-counter sale 
of drugs (even for those to be sold on medical 
prescription),  substandard or falsified drugs 
trafficking, important proportion of analgesics 
and anti-inflammatory drugs among the trafficked 
drugs.  This is  the case with level 1 analgesics, 
paracetamol in particular, and even those of level 2, 
like tramadol, the subject of significant seizures in 
recent years in West Africa8-11. 
    The results of the study are  consistent  with
the  observations both in the Third World 
and the West 12-16.  Globally, analgesics 
are the most  commonly used drugs in  self-
medication14.  The frequency of the medication 
before the consultation in our study was 92% and 
that of self-medication was 67%.  This frequency 
is close to that of studies conducted both in Europe in 
the field of rheumatology12 and  in Africa in other 
specialties13,16.  The place of pain in rheumatic 
pathology explains the important role of analgesics 
and non-steroidal anti-inflammatory drugs  in self-
medication and during the period preceding the 
specialist consultation.
 
Conclusion

This study shows that the fight against self-
medication involves the eradication or reduction 
of its contributing factors which are poverty, 
insufficient medical coverage, extension of health 
insurance, the fight against substandard and falsified 
drugs trafficking.  In daily rheumatology practice, 
the correct management of the patient requires 
taking into account self-medication and medications 
taken upstream of the specialist consultation, with a 
dual diagnostic and therapeutic purposes.
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Abstract

Objectives: To determine the 
frequency and the different clinical 
forms of cervicobrachial neuralgia in 
a rheumatological setting in Lomé, 
Togo. 
Design: This was a cross-sectional 
multicenter study conducted from 
January 2012 to December 2018 on 
the records of patients seen in the three 
rheumatology units in Lomé, Togo. 
Methods: Patients who reported 
for consultation purposely because 
of cervicobrachial neuralgia were 
included. Diagnosis of the various 
clinical forms of degenerative 
cervical spine disease was essentially 
clinical, whereas radiological imaging 
findings contributed to the diagnosis 
of spondylodiscitis and neoplastic 
disease. 
Results: Cervicobrachial neuralgia 
was the reason for the clinic visit 
in 143 (0.69%) out of the 14,346 
patients examined over the eight 
year study period. These 143 patients 
comprising 84 women (58.74%) and 
59 men (41.26%) had a mean age 
of 53.36±13.33 years. The average 
time to consultation was two years.  
Degenerative disease (138 cases, 
96.5%) was the most commonly 
observed pathology.  It included the 
following clinical forms: cervical 
osteoarthritis (n=120; 83.91%), 
cervical myelopathy (n=13; 9.10%) 
and herniated disc (n=5; 3.49%). Disc 
degeneration in isolation (60.83%) 
was the main radiographic finding in 
patients with degenerative disease. 
Spondylodiscitis was probably due to 
tuberculosis in the four patients who 
had it and two of them were HIV-
positive. Bone metastasis from prostate 
cancer was found in one case.
Conclusion: Cervicobrachial neuralgia 
appears to be significant among 
rheumatology patients in Lomé.

It predominantly affects adult women 
in professional activity. Although 
mainly dominated by degenerative 
pathology, its aetiologies can also be 
infectious as well as neoplastic, hence 
the relevance of modern imaging 
modalities.

Key words: Cervicobrachial neuralgia, 
Osteoarthritis,  Spondylodiscitis, Tumours, 
Sub-Saharan Africa       

Introduction

Studies on spinal diseases in Africa, 
although mostly conducted in hospital 
setting, have established the presence 
of such diseases on this continent1-4.  
However, they are more often dealt 
with as low back pain5, low back pain 
with radiculopathy6 and neck pain7,8 
than with Cervicobrachial Neuralgia 
(CBN)9,10. CBN is a frequent symptom 
in cervical spinal disease, with an 
annual incidence, adjusted and 
estimated at 83 per 100,000 people11.  
It is caused by injury to the nerve roots 
following a degenerative, infectious, 
neoplasmic or inflammatory disease of 
the spine12,13.  Its aetiological diagnosis 
has been clearly improved by the 
advent of neuroradiological means of 
investigation, in particular Computed 
Tomography (CT) and Magnetic 
Resonance Imaging (MRI).  The aim 
of our study was to determine the 
clinical signs and symptoms as well as 
the distribution of the different clinical 
forms of cervicobrachial neuralgia in a 
rheumatological setting in Lomé, Togo 
(West Africa). 

Materials and methods

This was a multicenter, cross-sectional 
study carried out from January 1, 
2012 to December 31, 2018 on the 
records of patients aged 18 years and 
above, received in consultation or 
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hospitalized for cervicobrachial neuralgia in the 
three rheumatology units in Lomé: CHU Sylvanus 
Olympio (Sylvanus Olympio Teaching Hospital), 
CHR Lomé-Commune (Lomé-Commune Regional 
Hospital) and Hôpital de Bè (Bè Hospital). The study 
was approved by the ethics committee. Data was 
collected using a survey sheet including data such as 
demographics (age, sex), clinical data (pain timeline, 
onset, clinical course, reason for hospitalization, 
and details from physical examination), paraclinical 
data (standard radiography (X-ray), Computed 
Tomography (CT), Magnetic Resonance Imaging 
(MRI)) and Etiological data on CBN. Diagnosis 
of the different clinical forms of degenerative 
cervical spine disease was essentially clinical, 
while radiological imaging findings contributed to 
the diagnosis of spondylodiscitis and neoplastic 
disease. Patients with no imaging were excluded. 
Data analysis was performed using SPSS software 
for Windows (Version 17.0).

Results
Cervicobrachial neuralgia was the reason for the 
clinic visit in 143 (0.69%) out of the 14,346 patients 
seen over the eight year study period.  These 143 
patients comprising 84 women (58.74%) and 59 
men (41.26%) had a mean age of 53.36±13.33 years 
(age range 23-85 years).  Retailers were the most 
affected (28.673%) (Table 1).

Table 1: Distribution of patients by profession
No. (%)

Retailer 41 28.67
Housekeeper 18 12.59
Craftsperson 14 9.79
Office personnel 13 9.09
Labourer 13 9.09
Farmer 11 7.69
Health personnel   11 7.69
Teacher 07 4.90
Military 06 4.20
Engineer 03 1.40
Religious 03 2.10
Pensioner 03 2.10
Student 01 0.69
Total  143 100.00

      The average consultation time was 2 ± 4.87 years 
with extremes of 7 days and 40 years.  All of our 
patients consulted for neck pain radiating into one or 
both upper limbs. Neck pain preceded radiculalgia 
(115 cases; 80.41%), immediately radiated (17 
cases; 11.9%) and occurred after radiculalgia (11 
cases; 7.69%).  A triggering factor was found in 
39 cases (30.47%).  Data from the patient medical 
history and physical examination are summarized 
in Tables 2 and 3. Degenerative disease (138 cases, 
96.5%) was the most commonly observed pathology 
(Table 4).   

Table 2: Distribution of key data from patient medical history according to aetiology
Cervical

osteoarthritis 
(120 cases) 

No. (%)

Cervical
myelopathy
(13 cases)
No. (%)

Herniated disc

(5 cases)
No. (%)

Spondylodiscitis

(4 cases)
No. (%)

Tumours

(1 case)
No. (%) 

Onset 
  Gradual 
  Sudden 

78(65.00) 
35(29.16)

8(61.53) 
2(15.38)

3(60) 
2(40)

1(25)
3(75)

1(100)
0(0)

Clinical course 
  Flare-ups 
  Intermittent 
  Constant

26(21.66) 
24(20) 
11(09.16)

1(7.69) 
2(15.38) 
2(15.38)

1(20)
0(0)
0(0)

0(0)
1(25)
3(75)

0(0)
0(0)
1(100)

Pain timeline
  Mechanical 
  Inflammatory 
  Mixed

86(71.66) 
23(19.16) 
9(7.50)

8(61.53) 
3(23.07) 
1(7.69)

5(100)
0(0)
0(0)

0(0)
4(100)
0(0)

0(0)
1(100)
0(0)

Paresthesia 
  T-N* 
  Tingling 
  Numbness

44(36.66) 
30(25.00) 
5(4.16)

4(30.76) 
5(38.46) 
2(15.38)

3(60)
0(0)
1(20)

0(0)
1(25)
1(25)

0(0)
0(0)
0(0)

Radiation
  C5 
  C6 
  C5-C6 
  C7 
  C6-C7 
  C8 
  Poorly   localized 

24(20.00) 
11(09.16) 
30(25.00) 
11(09.16) 
8(06.66) 
5(4.16) 
14(11.66)

1(7.69) 
3(23.07) 
0(0) 
1(7.69)
1(7.69)
 1(7.69) 
2(15.38)

0(0)
0(0)
1(20)
0(0)
1(20)
0(0)
3(60)

0(0)
0(0)
0(0)
0(0)
0(0)
0(0)
2(50)

1(100)
0(0)
0(0)
0(0)
0(0)
0(0)
0(0)

*: Tingling-Numbness

Afr J Rheumatol 2022; vol 10(1): 15-20



17

Table 3: Distribution of key data from physical examination according to aetiology
Cervical 

osteoarthritis 
(120 cases) 

No. (%)

Cervical
myelopathy
 (13 cases)

No. (%)

Herniated disc

(5 cases) 
No. (%) 

Spondylodiscitis 

(4 cases)
 No. (%)

Tumours

(1 case)
No. (%)

BMI (kg/m2) x̄ ± SD 27.16 ± 5.32 23.13 ± 2.31 20.78 ± 4.58 20.29 ± 5.70 -
Torticollis 9(7.50) 0(0) 0(0) 0(0) 0(0)
Painful mobilization
  Elective 
  Global 

75(62.50) 
75(100.00) 

0(0)

3(60) 
3(100) 
0(0)

8(61.53) 
8(100) 

0(0)

3(75) 

0(0)

3(100)

1(100) 
0(0)

1(100)

Stiffness
  Elective  
  Globale 

42(35.00) 
34(80.95) 
08(19.05)

3(60) 
3(100) 
0(0)

6(46.15) 
6(100) 

0(0)

4(100) 

0(0)

4(100)

0(0)

0(0)

0(0)
Tinnitus 38(31.66) 0(0) 6(4615) 2(50) 1(100)
Sensory disorders     
Hypoesthesia 
Hyperesthesia 

04(3.33) 
01(0.83)

0(0)) 
0(0)

3(23.07)
0(0)

1(25) 
0(0)

0(0)
0(0)

Motor disorders    
Hemiparesis Mono-
paresis Paraparesis
Tetraparesis Tetraplegia 

02(1.66) 
05(4.16) 
03(2.50) 

0(0)
0(0)

0(0)
1(20) 
2(40) 
0(0)
0(0)

0(0)
3(23.07) 
3(23.07) 
4(30.76) 

0(0)

0(0)
0(0)
2(50)
 0(0)
1(25)

0(0)
0(0)
0(0)
0(0)
0(0)

Reflex disorders 
Bicipital 
  Exaggeration 
  Abolition 
  Diminution 
Tricipital 
  Exaggeration 
  Abolition 
  Diminution

4(3.33) 
6(5) 

3(2.50) 

4(3.33) 5(4.16) 
2(1.66) 

2(40) 
0(0)
0(0)

2(40) 
0(0)
0(0)

4(30.76) 
1(7.69) 
0(0.00) 

4(30.76) 
1(07.69) 

0(0)

1(25) 
0(0)
1(25) 

1(25) 
0(0)
1(25) 

0(0)
0(0)

1(100) 

0(0)
0(0)

1(100) 
Brachioradialis     
  Exaggeration 4(3.33) 2(40) 4(30.76) 1(25) 0(0)
  Abolition 5(4.16) 0(0) 1(7.69) 0(0) 0(0)
  Decrease 3(2.50) 0(0) 0(0) 1(25) 1(100) 
Ulnar 
  Exaggeration 4(3.33) 2(40) 04(30,76) 1(25) 0(0)
  Abolition 5(4.16) 0(0) 01(07,69) 0(0) 0(0)
  Decrease 2(1.66) 0(0) 0(0) 1(25) 1(100)
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Table 4: Demographics of the 143 patients according to diagnosis
Sex-ratio 
(M/F*)

Age (years) at 
consultation

x̄ ± SD**

Time to progression 
(months)
x̄ ± SD**

Degenerative cervicobrachial neuralgia
   Cervical osteoarthritis
   Cervical myelopathy
   Herniated disc

46/74
6/7
4/1

52.12 ± 12.47
60.46 ± 14.75
55.20 ± 23.31

25.15 ± 61.97
23.20 ± 35.94
10.25 ± 11.29

Secondary cervicobrachial neuralgia
   Spondylodiscitis 
   Tumours

2/2
1/0

57.25 ± 03.30
85

01.82 ± 1.27
24

* : Male/Female ;** : mean ± standard deviation  

    Degenerative disease included the following 
clinical forms: cervical osteoarthritis (n=120; 
83.91%), cervical myelopathy (n=13; 9.10%) and 
herniated disk (n=5; 3.49%). Disc degeneration 
in isolation (60.83%) was the main radiographic 
finding in patients with degenerative disease.  
Spondylodiscitis was probably due to tuberculosis, 
with a mean clinical course of 1.82 months in the 
four affected patients and two of them were HIV-
positive. No patient had a gibbosity. Bone metastasis 
from prostate cancer was identified in one case. The 
mean duration of treatment was 1.88 ± 1.92 months, 
ranging from 7 days to 12 months. Treatment was 
medical (96.50%), functional (13.28%) or surgical 
(1.39%).

Discussion

Cervicobrachial Neuralgia (CBN) is rare (0.99%) in 
rheumatology practice in Lomé and it mainly has a 
degenerative aetiology.  Rigorous interpretation of 
these results requires taking into consideration the 
shortcomings related to selection bias and limited 
technical platform. This was a hospital-based study 
which only took into account consultants from the 
rheumatology units of Lomé, thus constituting a 
bias which makes it impossible to generalize our 
results. Shortage in early diagnostic means (MRI, 
bone scan) made it impossible to discover certain 
tumours and infections at the pre-radiological stage. 
Moreover, not all rheumatic patients report to health 
centers; many of them consult traditional healers. 
Nevertheless, these shortcomings of our study do 
not affect its epidemiological importance.
    The low prevalence of CBN in our study 
is relatively lesser than what was found in other 
African studies3,10. This is due to the fact that 
its management is multidisciplinary, so patients 
suffering from it may end up in other departments as 
well (neurology, neurosurgery).

    CBN frequently occurs in young and 
older adults, regardless of gender according 
to literature3,4,7,10,14. The long timeframe before 
consultation (2 years) can be explained by the 
geographical inaccessibility of specialized care 
structures and the insufficient number of specialists 
(neurologists, rheumatologists and neurosurgeons). 
The data from patients’ medical history and the 
physical examination are consistent with literature 
and are explained by the high mobility of the lower 
cervical spine and the frequency of osteoarthritis of 
the C5-C6 and C6-C7 discs9-10,14.  Predominance of 
degenerative aetiology, with cervical osteoarthritis 
dominating our sample, is consistent with other 
African8,15,16 and Western17,18  studies in which 
psychological factors play an important role in the 
chronicity and persistence of the pain.
    The poor treatment suffered by the cervical 
spine during our daily activities (especially carrying 
loads on the head which is a common practice in our 
country) largely explains this predominance. These 
practices often lead to disc worn out and thus, genesis 
of cervical osteoarthritis. Cervical myelopathy 
occurs between the ages of 50 and 60 years, 
regardless of gender; it is characterized by a long 
clinical course and severe neurological dysfunction 
with a predominance of gait disturbances according 
to literature19-21. The low rate (1.39%) of surgical 
care can be explained on the one hand by the small 
number of neurosurgeons together with the limited 
technical platform and on the other hand by the 
unfavorable socio-economic conditions limiting the 
performance of imaging investigations, in particular 
the CT scan and the magnetic resonance imaging. 
CBNs secondary to infections are rare22-24 despite 
the importance of infectious pathologies which is 
fairly well known in literature25-27. In our sample, 
the absence of gibbosity can be explained by the 
short clinical course. CBNs secondary to tumours 
are very rare in literature8,5,28.
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Conclusion

Cervicobrachial neuralgia appears not to be 
negligible among rheumatology inpatients in Lomé.  
It mainly affects adult working women. Although 
essentially dominated by degenerative pathologies, 
its aetiologies are infectious and tumoural as well, 
hence the relevance of modern imaging modalities.
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Abstract

Background: Shoulder pain is a 
frequent reason for consultation in 
medicine. 
Objective: To describe the 
epidemiological, clinical and 
therapeutic characteristics of shoulder 
pain in the Ignace Deen National 
Hospital of Conakry, Guinea.
Design: This was a prospective study 
of descriptive type with a duration of 
one year from June 1, 2020 to June 1, 
2021. 
Methods:  All patients who consulted 
the Rheumatology and Physical 
Medicine Department for shoulder 
pain were included in this study. 
Results: We collected 1561 patients 
who consulted during the study period, 
of whom 217 (13.9%) had shoulder 
pain with an average age of 51.2 years. 
There was a predominance of women 
in 114 (52.5%) of the cases with a sex 
ratio (M/F) of 0.9. Housewives were 
the most affected 73 (33.7%) of cases. 
Pain was severe in 41% of patients with 
a VAS of 7/10.  Rotator cuff injuries 
were the most common in 146 (67%) 
and the treatment was dominated 
by the combination of level I and II 
analgesics in 113 (52%) and physical 
therapy in 136 (62.7%) of cases.
Conclusion: Shoulder pain was 
frequent in the most active segment 
of the population, with a female 
predominance. It is often intense and 
of mechanical type evolving towards 
chronicity and accompanied by a 
functional impotence, the treatment 
remains conservative associated with 
the taking of analgesic.

Key words: Pain, Shoulder, Conakry, 
Guinea 

Introduction 

Painful shoulder refers to any pain 
originating from the joint itself or 

its surrounding tissues1 . Limitation 
of shoulder movement due to pain, 
stiffness or weakness can result in 
significant disability and affect a 
person’s ability to perform daily 
activities and work1, 2.  Shoulder 
pain is a common symptom, with an 
estimated prevalence of 16-26%2,3.  
It is the third most common cause 
of musculoskeletal consultation in 
primary care, and approximately 1% 
of adults consult a general practitioner 
each year for new shoulder pain1. It is 
one of the most common symptoms for 
which patients consult rheumatology, 
physical medicine and general 
medicine, it is called scapulalgia or 
Omalgia4.  
       Shoulder pain has common clinical 
characteristics5. There is no consensus 
on the diagnostic criteria and clinical 
evaluation, which complicates the 
choice of treatment6. To our knowledge, 
little data is available on shoulder 
pain in Black Africa.  The objective 
of this study was to describe the 
epidemiological, clinical, paraclinical 
and therapeutic characteristics of 
shoulder pain at the Ignace Deen CHU 
National Hospital in Conakry, Guinea. 

Materials and methods

This was a prospective descriptive 
study of one year duration, from June 1, 
2020 to June 30, 2021, conducted in the 
Rheumatology and Physical Medicine 
Department of the Ignace Deen 
National Hospital, CHU of Conakry, 
Guinea. All patients presenting with 
Spontaneous onset shoulder pain were 
included.
The following data were collected: 
(i)	 Demographic age, sex, profession 
(ii)	 Comorbidities (stroke, diabetes, 

hypertension)
(iii)	 Duration of pain, its  location, 
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radiation and intensity (evaluated by the visual 
analog scale)  

(iv)	 The presence of swelling, amyotrophy, increase 
in local heat was noted. 

Shoulder examination  included the following 
manouvers:
The  combined mobility test were used for all 
patients, Neer test, Hawkins, yocum, Clairon’s test 
and painful arc test have been used for the evaluation 
of impingement and  Rotator cuff  syndrome.  
    Jobe’s and painful arc test used for tendonitis/ 
bursitis, and, for the tears syndromes, Geber’s test 
and Lift off test were used. Adhesive capsulitis  
external rotation combined mobility test were used. 
Gleno humeral arthritis /AC joint arthritis  and 
Instability, The  combined mobility test were used.
(i)	 Erythrocyte Sedimentation Rate (ESR) in mm/h, 

C-Reactive Protein (CRP) in mg/l, rheumatoid 
factors (RF), uric acid.

(ii)	 Joint fluid examination for cells bacteria and 
microcrystals. 

(iii)	Imaging, standard radiography and ultrasound.
(iv)	Functional disability was assessed by the 

Constant score16.
(v)	 Therapeutic data: analgesics of level I and II of 

the World Health Organization (WHO), general 
and local corticotherapy, colchicine, antibiotic 
therapy.

(vi)	The software, EPI info 7.2. 2. was used for 
data analysis. A value of p<0.05 is considered 
statistically significant

         Patients were recruited with informed consent 
and anonymity, and we obtained the approval of 
the ethics committee of the Ignace Deen National 
Hospital for this study. 

Results 
All demographic and clinical results are presented 
in Table 1.  Of the 1561 patients  who presented  
to our combined departments 217 (13.9%)  had 
shoulder pain.The average age of our patients was 
51±14 years (21-82 years) with a slight female 
predominance 114 (52.5%). Housewives were the 
most affected 73 (33.7%).  Diabetes was the most 
common comorbidity 67 (30.9%) cases.  The mean 
time to consultation was 20 ± 17 weeks (range : 1 and 
96). Pain was chronic in 137 (63.1%), progressive in 
174 (80.2%), mechanical in 134 (61.7%) patients.  
The anterior aspect of the shoulder  was by far the 
most common location (18:85.7%)  with radiating 
to the neck in 52 (24%) of the cases. The average 
visual analogue scale was 7.34 ± 2 ( 4 - 10/10).

Table 1: Sociodemographic and clinical 
characteristics of patients
Socio-demographic data  (%)
    Mean age at diagnosis (SD) 51.2 ± 14.25
    Sex: female, n (%) 114 (52.5%)
Clinical data
    Average time to consultation 

in weeks
20 ± 17.4

    Average VAS 7.34 ± 2
  Profession n (%)
    Driver 25 (11.5)
    Farmer 12 (5.5)
    Pupil/Student 11 (5.1)
    Housewife 73 (33.7)
    Merchant 25 (11.5)
    Civil servant 61 (28.1)
    Sportsman 10 (4.6)
  History
   High blood pressure 28 (12.9)
   Rheumatological disease 57 (26.3)
   Diabetes 67 (30.9)
   stroke 51 (23.5)
  Type of pain
    Inflammatory 63 (29.1)
    Mechanical 134 (61.7)
    Neuropathic 20 (9.2)
  Progression 
    Progressive 174 (80.2)
 Location 
    Anterior 186 (85,7)
    Internal 91 (42)
    Posterior 89 (41)
    External 106 (48.9)
  Radiation
    Cervical spine 52 (24)
    Thoracic spine 6 (2,8)
    Upper arm 26 (12)
    Forearm 11 (5)
    Hand 26 (12)
    None 96 (44.2)
  Evolution
    Acute 80 (36.9)
   Chronic 137 (63.1)

 
VAS: Visual Analog Scale; Hypertension: high 
blood pressure; Stroke: cerebrovascular accident
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Table 2: Tests and clinical maneuvers performed in 
our patients
Tests and maneuvers (%)

Rapid mobility test 168 (77.4)

Neer’s test 35 (16.1)

Hawkins sign 14 (6.5)

Yocum sign 15 (6.9)

Jobe maneuver 14 (6.5)

Limitation of external rotation 49 (23)

Paw test 12 (5.5)

Bugle sign 7 (3.2)

Automatic return sign 1 (0.5)

Geber’s test 8 (3.7)

Belly Press-test 2 (0.9)

Sign of Popéyé 2 (0.9)

Fulcrum test 2 (0.9)

Apprehension to the backward push 2 (0.9)

Sign of the Furrow 1 (0.5)

Sign of the anteroposterior tiroi 1 (0.5)

Figure 1: Distribution of patients by aetiology

  

Figure 1: Distribution of patients by aetiology 
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    The results of the various tests of shoulder 
movement and function are shown in Table 2.  CRP 
was positive in 100/207 tests performed  (46.08%) 
with a mean of 42 mg/l (10 - 135), rheumatoid 
factors was positive in 11 (10.3%) patients, 
hyperuricemia was noted in 15 (14%) patients. 
Seventy-two patients underwent joint puncture 
plus cytobacteriological analysis and search for 
microcrystals. Staphylococcus aureus was detected 
in 15 (20.8%). 
    Standard radiography was performed in 
71 (32.7%) patients, with signs of shoulder 
osteoarthritis found on 19 (26.8%) images. 
Ultrasound examination of 122 patients (56%) 
showed 95 (43.7%) cases of calcific tendinopathy of 
the rotator cuff.  Adhesive capsulitis in 51 (23.5%) 
cases and omarthrosis in 19 (8.7%) cases. 

    There were 57 cases of specific rheumatic 
diseases, rheumatoid arthritis 16 (28%); polymyalgia 
rheumatica 11(5,06%), shoulder osteoarthritis 
19 (8,7%); gout 7 (3.3%); remitting seronegative 
symmetrical synovitis with pitting edema 2 (3.5%) 
(Figure 1).  
    The treatment of patients was essentially 
based on the combinations of non-steroidal anti-
inflammatory drugs and tramadol in 113 (52%) 
patients; general corticosteroid therapy in 55 
(25.3%) and local corticosteroid therapy in 6.9% 
of cases; antibiotic therapy was prescribed in 28 
(12.9%) of cases, and physiotherapy was used in 
136 (62.7%) patients.  The mean Constant index 
score in our series was 76.69 ± 13.49 (extremes 43 
and 99).

Discussion 
 
This study show as 13.9% frequency of shoulder 
pain among patients presenting to the Rheumatology 
and Physical Medicine Departments of the Ignace 
Deen National Hospital in Conakry, Guinea.  
      Jellad et al7 reported  a prevalence of 21.3% of 
shoulder pain. In the Physical Medicine Department 
of the University Hospital of Monastir in Tunisia. 
The lower rate in this study could be explained by 
a  different  selection process where we excluded 
cases of traumatic origin and also by the fact that in 
our setting many patients prefer to treat themselves 
at home.The lifetime prevalence of shoulder pain is 
70%, and about 50% of people with shoulder pain 
will experience pain for more than a year8.. However, 
other studies estimate the prevalence of shoulder 
pain to be between 6.9% and 26% depending on the 
population studied2. 
    In this study these various shoulder 
conditions tend to  affect the most active segment 
of the population, mainly women, cause chronic 
mechanical pain which is often intense and disabling.  
    The average age of our patients was 51.2 ± 
14.25, with a predominance in the age range of 46 
to 60 years. Maestroni et al9 found a mean age of 
49.6 ± 11.6. Thiel et al10 and Farshid et al11 in 2016 
reported a mean age of 52.15 ± 11.82 and 52 ± 17 
respectively.  Indeed, there is a high exposure to 
wear and tear of shoulder structures after 40 years of 
age with an increase in the incidence of occurrence 
of shoulder pain with increasing age.
    The results of this study are in agreement 
with the data in the literature12,13, there was a 
predominance of women with a sex ratio of 0.9. 
This female predominance in our study could be 
explained by the simple fact that women have a 
greater sensitivity to pain14-16 and also that they 
perform enough activity mobilizing the upper 
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limbs, particularly in household and daily tasks 
in our context of a developing country. This also 
corroborates the predominance of housewives in 
our study.  
     In this study, pain was severe in 41% with a 
mean VAS of 7.34. However, Farshid et al17 and 
Azanmasso et al13 reported a mean VAS of 5.3 ± 1.7 
and 6.1 ± 2.7 respectively. This high pain intensity 
in our study could be explained by the fact that most 
of our patients neglect their pain and come at an 
advanced stage and wait until they have functional 
discomfort with mobilization to consult.
      The combined rapid mobility test was positive 
in 77.4%. This could be due to the fact that the 
combined mobility test is the first test performed 
in front of any shoulder pain and it allows the 
detection of a limitation related to a shoulder injury 
and therefore the preferred test. Moreover, among 
the specific tests, the Neer test was the most positive 
in 16.1% of cases, which could be explained by 
the predominance of subacromial impingement in 
rotator cuff pathologies.  
    During our study, 52.6% of our patients 
underwent an ultrasound examination; our results 
are in disagreement with those of Smith et al12 who 
used MRI in 76.7% of cases. This could be explained 
by the high cost of MRI in our context and also by 
the low income of the patients.
       Rotator cuff injuries were the most common 
in 146 (67%). This was reported by Jellad  et al7 
in 2011 who reported a predominance of rotator 
cuff pathologies with a frequency of 76.4%. In the 
same sense, Windt et al8 stated that about 75% of 
shoulder pain is related to rotator cuff pathology. 
In fact, the diagnosis of rotator cuff damage is 
primarily clinical and due to the fact that in our 
context of developing countries we have a limited 
technical platform that does not allow access to the 
latest techniques of paraclinical exploration of the 
shoulder (arthrography, MRI). The treatment of 
our patients was essentially based on analgesics, in 
particular the combination of level I and II in 52.1% 
of cases, and physical therapy in 62.7% of cases for 
pathologies of abarticular and mechanical origin. 
For patients whose pain was of inflammatory origin, 
we combined analgesics, corticoids, antibiotics and 
colchicine or an immunosuppressant depending on 
the aetiology. For shoulder pain of neurological 
origin, we combined analgesics with tricyclic 
antidepressants.
       Adhesive capsulitis (frozen shoulder) was our 
second most common diagnosis in 51 patients of 
whom 35 were diabetic. 
      The functional disability of our patients was 
evaluated by the Constant score with a mean of 
76.69. Azanmasso et al 13 reported a mean score of 

72.4 ± 18.87. There is a correlation found between 
age and the Constant score (P value = 0.01 ). The 
older the patient, the greater the impact of pain on 
quality of life.
       Our study is one of the few studies to focus on 
shoulder pain in our context. Based on the frequency 
of consultation and the clinical characteristics of 
shoulder pain, it has allowed us to have a better 
knowledge of the pathologies involved and the 
therapeutic attitude to adopt in the face of shoulder 
pain. However, it must be emphasized that the 
relatively short duration of the study did not allow 
for the follow-up of patients over time and the 
evaluation of long-term therapeutic effectiveness.

Conclusion    

This study showed that shoulder pain was frequent 
in the elderly, with a predominance of the female 
sex. It is often intense of mechanical type evolving 
most often towards chronicity and accompanied 
by a functional impotence, the treatment remains 
conservative associated with the taking of analgesic 
with a favorable evolution in the major part of the 
cases.
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Abstract

Background: Knee pain is a common 
complaint in primary care. 
Objective:  The aim of this study was 
to determine the profile of knee pain 
at the Ignace Deen National Hospital 
(HNID) in Conakry, Guinea.
Design: This was a two year descriptive 
prospective study. 
Methods: All patients who had 
consulted for a knee pain were 
included. 
Results: Knee pain represented 4.1% 
of the reasons for consultation. The 
average age was 53.8 years with 
extremes of 4 and 88 years. We noted 
a female predominance at 53.83% with 
a sex ratio H/F: 0.8. Axial disorders of 
the lower limbs accounted for 58.6% 
of knee pain risk factors. The mean 
intensity of pain (VAS) was 58.2mm 
with extremes of 20 and 80mm. 
Standard radiography was the most 
performed balance (63.4%). Knee 
osteoarthritis was the most common 
condition in 50.9% of cases. The level 
I analgesic treatment was the most 
prescribed at 69.7%. The average 
Lequesne index was 6.7 with extremes 
of 1 and 15.
Conclusions: Knee pain remains a 
public health problem, particularly in 
developing countries. In our study the 
risk factors were dominated by age, 
overweight and axial deformities with 
a female predominance. Knee pain is 
becoming increasingly important in 
Guinea. This study has enabled us to 
identify the various knee pathologies 
that are most frequent in our context 
and has the merit of being one of the 
first studies to describe the profile of 
knee pain in sub-Saharan Africa.
          
Key words: Knee pain, Knee 
osteoarthritis, Outpatient, Guinea

Introduction
Knee pain is defined as pain in the 
knee area, either mechanical or 

inflammatory in origin. Knee pain is a 
common complaint in primary care and 
is more common in physically active 
people than in sedentary populations1. 
The prevalence of knee pain is 22.7% 
in the general population and 7.2% in 
adolescents2-4. These numbers differ 
between studies, reaching up to 6% 
of all primary care consultations5. In 
Africa, in Togo in 2015, the reported 
frequency of knee pain was 23%6. In 
South Africa, a study of high school 
basketball players found a prevalence 
of 13% and 16% respectively for girls 
and boys7. In Cameroon, in a study of 
knee osteoarthritis, 100% of patients 
presented with knee pain8.  Thus the 
aim was to determine the profile of 
knee pain at the Ignace Deen National 
Hospital in Conakry.

Materials and methods

This was a prospective descriptive 
study lasting two years from 1st 
October 2018 to 31st September 2020, 
conducted in the Rheumatology and 
Physical and Rehabilitation Medicine 
Departments of the Ignace Deen 
National Hospital which are reference 
centers for the management of 
musculoskeletal pathologies in Guinea. 
Our study included all patients seen for 
knee pain. All patients with traumatic 
knee pain or post-surgical origin and 
patients with knee prostheses were 
excluded.

The following data were collected; 

Age, sex 

Risk factors: Deformity of the lower 
limbs; intense sports activity involving 
lower limb action eg running; history 
of knee trauma; carrying of heavy 
loads; wearing of high-heeled shoes, 
kneeling at work.
      The ratio of weight (kg) to height 
squared (m²) was used to calculate 
the body mass index; overweight was 
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defined as a Body Mass Index (BMI) greater than 25 
kg/m² and obesity BMI greater than 30 kg/m2. 

Clinical data: Date of onset and duration of 
symptoms location of pain and intensity using 100 
mm: Visual Analog Scale (VAS) minimal VAS 10-
30 mm; moderate 30- 50 mm; intense 50-70 mm and 
very intense greater than 70.  Clinical examination  
patello-femoral joint (Rabot sign) , patellar tap  for 
joint fluid lower  limb  deformities ( genu valgum 
varum and recurvatum and flexion deformity 
periarticular lesions Iiotibial band syndrome 
prepatellar popliteal  and pes anserinus/crows foot  
bursa. 
       Laboratory investigations C-reactive protein; 
CRP sedimentation rate; (SV) uric acid; cyclic 
antibodies citrullinated peptides and rheumatoid 
factor RF. Aspiration and examination of fluid 
from swollen knee joint for cell count monosodium 
urate and calcium pyrophosphate dihydrate 
crystals gram stain and culture for bacteriae 
standard radiography and ultrasonography. Knee 
osteoarthritis classified according to the Kellgren 
and Lawrence scale. Analgesics  non steroidal anti 
inflammatory drugs disease modifying drugs for 
RA  and standard drugs for gout, physiotherapy was 
employed where appropriate. Quality of life was 
assessed with the WOMAC (Western Ontario and 
McMaster Universities Osteoarthritis Index) and 
Lequesne index. Informed consent was obtained 
from the patients before they were subjected to our 
questionnaires. All data were collected on a survey 
form and processed by Epi Info. For categorical 
variables the Chi-square test was calculated and any 
difference associated with a probability value (p) less 
than 0.05 was considered statistically significant.

Results

During the study 208/5024 patients presented with 
knee pain, (4.1%.), socio demographic and clinical 
details are listed in Table 1. Of these 208 patients, 

112 (53.8%) were women. The average age was 
53.8±16.5 years axial deformities of the lower limbs 
were found in 122 (58.6%) patients carrying heavy 
loads 69 (33.1%) patients and a family history of 
knee pain in 40 patients (19.2%). The mean duration 
to diagnosis was 10.5 ± 21.8 months Bilateral knee 
pain was noted in 107 (51.4%) patients with a 
progressive onset in 163 (78.3%) patients anterior 
knee pain was located in 170 (81.7%) patients. The 
average VAS was 58.2±10.4mm, severe in 94 (45.1%) 
patients and moderate in 70 (33.6%). The average 
BMI was 25.7± 3.3 kg/m² with approximately one 
third of patients were (30.7%) overweight and 9.1% 
obese. Standard knee radiography was performed in 
162 patients (77.8% of cases); joint fluid analysis 
in 86 (41.3%) patients. Bacteriae and a raised white 
cell count were found in 10 (11.6%) joint fluids  
Microcrystals were found in 32 (15.3%) patients 
with calcium pyrophosphate dehydrate crystals in 
14 (6.6%) patients and monosodium urate crystals 
in 18 (8.7%) patients.  The most common diagnosis 
was osteoarthritis in 106 (50.9%) patients followed 
by rheumatoid arthritis in 28 (13.4%) patients and 
gout in 22 (10.5%) (Table1). The Kellgren and 
Lawrence OA classification grades were grade 
II 25.9%, grade III 17.3% and grade IV 7.7% of 
cases: NSAIDs: were used in 34.6%; paracetamol: 
23%; NSAIDs + paracetamol: 12%); Corticosteroid 
injection infiltration (46.6% of cases); slow-acting 
anti-rheumatic and antibiotics (in 33.6% and 
14.4%respectively). The mean Lequesne index 
was 6.7±2.1 range `1-15 functional disability was 
moderate in 111 patients (53.3% of cases) and 
severe in 58 patients (27.8% of cases). The mean 
WOMAC index was 44.7±12 range 14 -76.. Risk 
factors associated with knee pain are presented in 
Table 2. Age, gender and axial limb deformities 
were statistically significant in the chi-square test.
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Table 1: Distribution of patients according to socio-demographic and clinical data
Variables All patients

(N = 208)
Socio-demographic data

   Gender, female, n (%) 112 (53.8)

   Age at diagnosis Mean (SD years) 53.8±16.5

   Deformity of lower limbs, n (%) 122(58.6)

   BMI at diagnosis Mean  ± SD 25.7 ± 3.3

Clinical data

Mechanical pain, n (%) 142 (68.2)

Bilateral, n (%) 107 (51.4)

Mechanism of onset, unknown, n (%) 180 (86.5)

VAS, mm mean ±SD 58.2 ± 10.4

Mean time from first symptoms to consultation (months) 10.5 ± 21.8

Physical sign, Rabot sign, n (%) 152 (73)

X-ray, n (%) 162 (77.8)

CRPa (mg/dl) mean± SD 40 ± 26.3

SVb (mm/hour) mean± SD 28.2± 5

Uric acid (mg/dl) mean ± SD 2.6±1.6

Joint fluid microcrystals, monosodium urate, n (%) 18 (8.7)

Kellgren and Lawrence, grade II, n (%) 54 (25.9)

Level I analgesic, n (%) 145 (69.7)

Corticosteroid infusions, n (%) 97 (46.6)

Physical therapy, n (%) 16 (7.6)

Lequesne Index 6.7±2.1

WOMACc Index 44.7±12.4

aCRP C-reactive proteinb SV sedimentation rate
cWOMAC Western Ontario and McMaster universities osteoarthritis index
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Figure 1: Distribution of patients by diagnosis	
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Table 2: Factors associated with knee pain (chi-square test)	
Variables Frequency P-value
Gender
  Female 112 (53.8%) 0.06
  Male 96 (46.1%)
Age range (years)
  4 - 23 10 (4.8%)
  24 - 43 55(26.4%)
  44 - 63 95 (45.1%) 0.03
  64 - 83 47 (22.6%)
  >83 2 (0.9%)
Body mass index
  Underweight (<18.5) 1 (0.4%)
  Normal weight (18.5 - 24.99) 57 (27.4%)
  Overweight (25 - 29.99) 64 (30.7%) 0.035
  Obese (>30) 19 (9.1%)
Risk factors
  Deformity of the LIa 122 (58.6%) 0.005
  Heavy load carrying 69 (33.1%)
  Intense sports activity 10 (4.8%)
  Menopause 22 (10.5%)
  Wearing high-heeled shoes 20 (16.8%)
  Obesity 19 (9.1%)
  Knee-jerk work 2 (0.9%)

aL I Lower limb

Discussion

This study shows that knee pain occupies an 
important place in outpatient population at the 
Ignace Deen National Hospital with a frequency of 
4.1%. Overweight, limb deformities and carrying 
heavy loads were the main risk factors found in our 
study. This was a hospital-based study involving 

only patients seen in the Rheumatology, Physical and 
Rehabilitation Medicine Departments, which are the 
two reference centers for the medical management 
of musculoskeletal pathologies in Guinea.
    The average age at time of diagnosis of our 
patients was 53.8 years similar to 55 years as 
reported by Ouédraogo et al 9 in Burkina Faso but 
lower than 58.9 years as reported by  Lukusa et al10 
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in Congo.  Knee pain is associated with an active 
population linked to injuries due to overwork or knee 
trauma11–14. Our female prevalence at 53.8% is lower 
than Togo (63%)15, but much higher on the other 
hand, than Niger where a male predominance of 
61.8% with a sex ratio of 1.6216. The predominance 
of women with  knee pain is in part explained by 
changes at the menopause and excess weight9,17,18.  
    The most common cause of pain was 
mechanical (68.2%) similar to that detected in 
Madagascar17 and due mainly to degenerative causes 
associated with osteoarthritis. We recorded a wide 
range of intraarticular and periarticular  disorders  
but osteoarthritis was  the most common (50.9%)  
and reflecting worldwide data20 -23.
       Risk factors were dominated by age (p=0.03), 
overweight (p=0.035), and deformities of the lower 
limbs (p=0.005). Ouédraogo et al9 in 2008 in Burkina 
Faso found a mean BMI of 29.5, while Lukusa et 
al10 in Congo found a mean BMI of 27.9. All these 
factors contribute to increased biomechanical stress 
on the knee19.
       In our study the mean VAS was 58.2 severe in 
almost half and moderate in one third of patients. 
Samison et al17 reported pain of moderate intensity 
in 75.5% of cases with a mean VAS of 57.9 mm. 
However, Owonayo et al24 in Togo reported 
moderate pain in 31.9% of patients. 
      In our study, moderate disability was the most 
frequent with a mean Lequesne index of 6.7±2.1 
This is different from the data of Akinpelu et al25 
who in their 2009 study on osteoarthritis found 
extremely severe disability in 35.1% and Ouédraogo 
et al9 who reported a frequency of 49.2% of very 
severe disability. This difference could be explained 
by a  moderate Kelgren/Lawrence grade II in our 
study and the fact that  the majority of our patients  
were active and consulted sooner before disability 
became severe and hindered their professional 
activities 

Study limitations

The limitations of our study were the size of the 
sample and the difficulties in performing certain 
complementary examinations such as MRI. 
However, this study has the merit of being the first 
study on the profile of knee pain in Africa.

Conclusion

Knee pain remains a public health problem, 
particularly in developing countries. In our study 
the risk factors were dominated by age, overweight 
and limb deformities with a female predominance. 
Osteoarthritis was the most frequent aetiology. 

Further studies are needed to better characterize the 
profile of these patients in Africa.
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Abstract

Background: Sjögren Syndrome (SS) 
is a chronic autoimmune epithelitis, 
characterised by lymphocytic 
infiltration of the exocrine glands, 
mainly lacrimal and salivary. It is 
the second autoimmune disease after 
Rheumatoid Arthritis (RA). This 
connectivitis has not been studied 
extensively in sub-Saharan Africa. 
Objective: To determine the 
epidemiological, clinical, paraclinical 
and therapeutic characteristics of SS in 
Guinea.
Design: Descriptive cross-sectional 
study. 
Methods:  The study involved all 
hospitalised and/or consulted patients 
in the Rheumatology Department of 
the Ignace Deen National Hospital, 
Conakry, Guinea from 1st March 2019 
to 31st August 2020. Patients with 
Sjogren’s syndrome meeting the 2002 
AECG criteria were included in the 
study. Patients were divided according 
to the presence of primary Sjögren’s 
syndrome (SSp) or secondary Sjögren’s 
syndrome (SSs).
Results: Thirty-one patients recruited, 
who included 27 (87.1%) women, for 
a hospital prevalence of 3.9%. The 
middle age was 53.2 ± 14.6 years. The 
average diagnostic delay of SS was 
6 ± 3.1 years. Clinic manifestations 
were dominated by ocular and oral 
sicca syndrome (100%), and arthralgia 
(77.4%). Neither renal involvement 
nor cutaneous vasculitis was noted 
in this study. However, one case of 
lymphomatous transformation was 
reported during regular follow-up. 
The immunological profile showed 
SSA-positive antibodies in 19.4% of 
cases and SSB-positive antibodies in 
32.3% of cases. Schirmer’s test was 
positive in 15 (48.4% patients. Labial 
Salivary Gland Biopsy (LSGB) was 
contributive in 17 (54.8%) patients, 
of which eight were at stage 3 of 

Chisholm and Mason (25.8%) and nine 
were at stage 4 of Chisholm and Mason 
(29.0%). SSp was diagnosed in 38.7% 
of patients against 61.3% with SSs, 
mainly in a context of RA (78.9%). 
Therapeutically, all patients received 
hydroxychloroquine and 74.2% of 
patients were treated by methotrexate. 
The ESSPRI score at admission 
showed unbearable symptoms in most 
patients and the ESSDAI score showed 
moderate disease activity in 38.5% of 
cases.
Conclusion: Sjögren Syndrome (SS) 
was frequent in hospital consultations 
and dominated by secondary SS. More 
detailed studies would make it possible 
to better describe all aspects.

Key words: Sjögren syndrome, 
Connectivitis, ESSPRI, ESSDAI,
Sub-Saharan Africa, Guinea

Introduction

Sjögren Syndrome (SS) is a chronic 
connective tissue disease in which we 
observe progressive and irreversible 
damage to the exocrine glands, mainly 
the salivary and lachrymal glands1. It 
is, after Rheumatoid Arthritis (RA), 
the second most common autoimmune 
disease with an estimated frequency 
between 0.3 to 5%2. SS can present in 
two forms: it is classified as primary 
Sjögren syndrome (SSp) when it 
is isolated, and secondary Sjögren 
syndrome (SSs) when it is associated 
with another autoimmune disease3,4. 
SS has a strong female propensity 
with a sex ratio of 9F / 1H and a peak 
frequency estimated around 501, 2. SS 
is accompanied by the expression 
of autoantibodies. Anti-SSA/Ro and 
anti-SSB/La antibodies play a role 
in the diagnosis of the disease and in 
predicting of their outcomes5. Patients 
with isolated anti-SSB antibodies 
are reported to have a relatively low 
frequency of the most severe organ 

Profiles of Sjögren’s syndrome in rheumatologic consultation 
in Guinea
Kamissoko AB1, Barry A1, Conde K1, Diop A2, Toure M1, Sanda M1, Traore M1 , 
Oniankitan O3
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damage6. Treatment is primarily aimed at reducing 
symptoms and avoiding complications7. Systemic 
treatment is only used in cases of extra-glandular 
involvement8,9. New guidelines have been developed 
by the European League Against Rheumatism 
(EULAR) for the management of local and systemic 
manifestations10. Studies in sub-Saharan Africa 
reported low prevalence of Sjögren’s syndrome 
with 2.4% in Burkina Faso 11 and 4.4% in Senegal12. 
The objective of this study was to determine the 
prevalence of Sjögren’s syndrome in Conakry, 
Guinea.

Materials and methods

This was a descriptive cross-sectional study over 18 
months, from November 1st, 2017 to May 31st, 2019. 
The study involved all hospitalised and/or consulted 
patients in the Department of Rheumatology of the 
Ignace Deen National Hospital in Conakry, Guinea, 
diagnosed with primary or secondary Sjögren’s 
Syndrome meeting the criteria of the American 
European Consensus Group (AECG) of 20025. The 
data collected were:
(i)  Epidemiological (age, sex, diagnostic delay, 

medical history).
(ii) Clinical (fatigue, xerostomia, xerophtalmia, 

arthritis, arthralgia, saprodontia, dysguesia, 
neurological involvement).

(iii)	Paraclinical including biological features 
(Erythrocyte sedimentation rate, C reactive 
protein, serum protein electrophoresis, 
complete blood count, rheumatoid factor, Ro/
SSA, La/SSB antibodies, anti-CCP, Schirmer 
test). The labial salivary gland biopsy specified 
the degree of salivary gland infiltration (Grade 
3 or 4 of Chisholm and Mason scoring system).

(iv) Therapeutic: Hygiene and dietary measures, 
symptomatic and background treatment.

(v) 	 Evolutionary: The disease activity was 
evaluated by the ESSDAI (Eular Sjögren 
Syndrome Disease Activity Index). The 
functional impact was assessed by the ESSPRI 
(Eular Sjögren’s Syndrome Patient Reported 
Index). For ESSDAI, a score of 0 indicated 
remission, a score between 1 to 4 (inclusive) 
indicated low activity, a score between 5 to 13 
(inclusive) indicated moderate activity and a 
score of 14 or more indicated high activity. For 
ESSPRI, we defined mild symptomatology for a 
score of 0 to 5 and unbearable symptomatology 
for a score of 6 to 10.

        The data were analysed with Epi Info 7.1.5.2. 
The results were expressed in number, frequency, 
median ± standard deviation and median.

Results

The study included 31 cases of SS out of 799 
patients, for a hospital prevalence of 3.9%. Majority 
of patients were female (n=27, 87.1%) with a sex 
ratio of 6/1. The mean age was 53.2 ± 14.6 years. The 
average diagnostic delay was 6 ± 3.1 years (range 
0.5 and 25 years). The main clinical manifestations 
are shown in Table 1. Secondary SS was associated 
to rheumatoid arthritis (n=15, 78.9%), systemic 
lupus erythematosus (n=2, 10.5%), Biermer’s 
disease (n=1, 5.3%) and leucoderma (n=1, 5.3%). 
Xerophthalmia, xerostomia and joint involvement 
(arthritis and arthralgia) were observed in all our 
patients. Fatigue was almost constant (90.3%). 
Four patients presented a peripheral neurological 
involvement. Neither renal involvement nor 
cutaneous vasculitis was noted. However, a case of 
lymphomatous transformation was reported during 
regular follow-up.

Table 1: Clinical characteristics of patients suffering 
from Sjögren’s syndrome

No. (%)

Medical history

   High blood pressure 8 25.8

   Family history of  rheumatic    
disease

6 19.4

   Diabetes 4 12.9

   Renal failure 2 6.5

Clinical features

   Xerostomia 31 100

   Xerophthalmia 31 100

   Fatigue 28 90.3

   Arthralgia 24 77.4

   Saprodontia 21 67.8

   Arthritis 7 22.6

   Dysguesia 7 22.6

   Neurological involvement 4 16.1

Types of Sjögren’s syndrome

    Primary Sjögren’s syndrome 12 38.7

    Secondary Sjögren’s syndrome 19 61.3
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    Inflammation blood test was positive with 
an accelerated ESR (80.6%), a positive CRP 
(67.6%) and hypergammaglobulinemia (25.8%). 
Immunological features were also positive: RF 
(58.1%), anti-CCP (29.0%), Ro/SSA antibodies 
(19.4%) and La/SSB antibodies (32.3%). Fifteen 
patients had a positive Schirmer test (48.4%). The 
labial salivary gland biopsy was contributive to the 
diagnosis for 17 patients (54.9%) with 8 at grade 3 
(25.8%) and 9 at grade 4 (29.0%) from Chisholm 
and Mason scoring system. These main paraclinical 
features are shown in Table 2.

Table 2: Paraclinical characteristics of patients with 
Sjögren’s syndrome
	 No. (%)
ESR accelerated 25 80.6
CRP positive 21 67.8
Anaemia 19 61.3
Schirmer’s test positive 15 48.4
Polyclonal hypergammaglobu-
linemia

8 25.8

Hyperleukocytosis 6 19.3
Immunology
    Rheumatoid factor  positive 18 58.1
    La/SSB positive 10 32.3
    Anti-CCP positive 10 29.0
    Ro/SSA positive 6 19.4
Labial salivary gland biopsy
   Grade 3 8 25.8
   Grade 4 9 29.0

ESR: Erythrocyte Sedimentation Rate; CRP: 
C Reactive Protein; Anti-CCP: anti-Cyclical 
Citrullinated Peptide
      Hygiene and dietary measures were prescribed 
for 38.7% of patients (sufficient hydration, regular 
dental hygiene and control, non-cariogenic diet). 
Most patients were treated with DMARDs, 
in particular hydroxychloroquine (100%) and 
methotrexate (74.2%), while 67.7% of patients 
received oral route and / or local corticosteroids 
either as monotherapy or in association with 
DMARDs. None of the patients received biotherapy 
due to its unavailability in our region. The outcome 
of the treatment was considered favorable for the 
majority of our patients. However there was a case of 
death. The majority of our patients had a favourable 
evolution under treatment. There was one case of 
death. These results are shown in Table 3.

Table 3: Treatment and evolution of patients 
suffering of Sjögren’s syndrome

No. (%)
Hydroxychloroquine 31 100
Methotrexate 23 74.2
Oral and local corticosteroids 21 67.7
Hygiene and dietary measures 12 38.7
Analgesics 10 36.3
Evolving modalities
   Stabilization 26 83.9
   Relapse 4 12.9
   Complication 1 3.2

    The ESSPRI score at admission showed 
unbearable symptomatology in most patients (Table 
4) and the ESSDAI score showed moderate disease 
activity in 38.5% of cases (Table 5).

Table 4: ESSDAI features outcome measures in 
patients with Sjögren’s syndrome

Median Standard 
deviation

Dryness

[0 – 5] 2.4 ± 1.8

[6 – 10] 6.5 ± 0.7

Fatigue

[0 – 5] 4.5 ± 0.7

[6 – 10] 7.8 ± 1.3

Pain

[0 – 5] 2.5 ± 2.1

[6 – 10] 7.6 ± 1.1

Table 5: ESSDAI results in patients with patients 
with primary Sjögren’s syndrome

No (%)

Remission 3 23,1

Low activity 4 30,7

Moderate activity 5 38,5

High activity 1 7,7

Median: 5.3 ± 5.6		     		
Range: 0 and 19
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Discussion

The study reported 31 cases of SS over a period 
of 18 months. Despite some methodological bias 
linked to the small sample, the hospital-based study 
and the under-equipped laboratories, it appears that 
Sjögren’s syndrome represents a relatively low 
number of consultation in our series (3.9%) which 
is lower to the literature reported 12,14. This relative 
rarity could be explained in our context by a lack 
of knowledge of this pathology due to the lack of 
specialists (internists, rheumatologists, etc.) and the 
difficult access to diagnostic means, particularly 
immunological, which are expensive for the 
population. The mean age (53.16 ± 14.6 years) was 
similar to those of Diallo et al12 in Senegal (50 years 
old) and Rihani et al15 in Morocco (48 years old). It 
differs from the data reported in France16 where the 
mean age was 65 years. This relative youthfulness in 
African studies only reflects the general demography 
of developing countries. The female predominance 
in this study (n=27, 87.1%) is classic in SS as noted 
in African and Western studies 12,16-18 and could be 
explained by a hormonal involvement. However, 
this predominance attenuates at the older ages with 
an equal number of cases between men and women4.
    A long average diagnostic delay was also 
reported in Algeria19 (7.5 ± 5.1 years) and in Senegal12 
(7 years). It could be the result of various factors 
including the delay in the consultation, the lack of 
knowledge of the disease by some practitioners, a 
limited technical platform. As noted in the study, the 
data collected in France16 and in Senegal12 showed 
a high frequency of sicca syndrome followed by 
articular involvement. The salivary and lachrymal 
glands are the main target of SS4 and the joints are 
often involved in the extra-glandular manifestations 
of SS20,21. The frequent association between SS 
and rheumatoid arthritis (78.9%) is common15,22,23. 
Although lower than in the literature15,24,25, the 
Schirmer test was positive in 48.4%. It remains the 
major diagnostic tool for dry eye. The results of 
the LGSB were lower than those found in 2020 in 
Senegal14. This could be explained by the fact that 
in that study, LGSB was more accessible as it was 
performed in the same hospital. Immunologically, 
autoantibodies were not systematically requested 
due to their high cost. The results found were 
inferior to those from Tunisia26. The use of low-
dose corticosteroids for symptomatic treatment was 
justified by the high frequency of joint involvement in 
the study and corroborated the data of Benasr et al27, 
where 100% of their patients received symptomatic 
treatment, including 63.5% of corticosteroids. 
Hydroxychloroquine, as first line of background 
treatment, was administered in only 18% of cases 

in the Moroccan study15. This difference may be due 
to the fact that hydroxychloroquine, which is more 
accessible in our context, allows the management of 
a wide range of extra-glandular manifestations and 
is preferred to methotrexate in women with a desire 
to have children. Contraception was a measure that 
was not adhered to by patients. The mean ESSPRI 
score is consistent with the Spanish data28. The use of 
this score as a predictor of health29 and the ESSDAI 
score to assess systemic SS activity30 highlighted 
the consequences of delay in consultation and delay 
in diagnosis.

Conclusion

Sjögren Syndrome (SS) was common in hospital 
consultations and dominated by secondary SS. The 
significant diagnostic delay underlines the need 
to sensitize practitioners in order to improve the 
prognosis of this condition. Larger cohort studies 
would give a better picture of this disease in Guinea.
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Abstract  

Background: Rheumatoid Arthritis 
(RA) affects 0.5-1% of the adult 
population. A higher prevalence of 
thyroid dysfunction is observed in 
patients with RA compared to the 
general population. 
Objectives: To establish the 
frequency of thyroid dysfunction 
among ambulatory RA patients and 
to describe the association between 
thyroid dysfunction and the patients’ 
socio-demographic characteristics, 
clinical characteristics, level of disease 
activity, and their functional status.  
Design: This was a cross-sectional 
descriptive study. 
Methods:  Adult patients on follow 
up for RA at the outpatient clinic were 
sampled. Sociodemographic data was 
recorded. The Clinical Disease Activity 
Index (CDAI) and Health Assessment 
Questionnaire (HAQ) scores were 
computed from examination findings 
and questionnaires respectively. A 
venous blood sample was analyzed for 
Thyroid-Stimulating Hormone (TSH), 
free triidothyronine (fT3), and free 
tetraiodothyronine (fT4). This data 
was analyzed to determine frequencies 
and associations.
Results: Seventy-six patients were 
recruited into the study. Sixty-one 
participants were female. The mean 
TSH level was 5.8Miu/L. The frequency 
of thyroid dysfunction was 47.4%. 
Overt hypothyroidism was the most 
common form of thyroid dysfunction at 
39.5% while 6.6% had Sick Euthyroid. 
Majority of the participants, 75%, had 
low disease activity, mean CDAI was 
11.6. Forty-one (53.9%) participants 
had no disability, mean HAQ was 
0.5. Correlations between thyroid 
dysfunction and advancing age, 
duration of disease, level of disease 

activity, and functional disability did 
not attain statistical significance.  
Conclusion: Thyroid dysfunction 
is common among patients with RA 
with no significant association found 
between thyroid dysfunction socio-
demographic characteristics, clinical 
characteristics, level of disease activity, 
and functional status.  

Key words: Thyroid dysfunction, 
Rheumatoid arthritis, Disease activity, 
Functional disability

Introduction

Rheumatoid Arthritis (RA) is a 
symmetric polyarthritis with a variety 
of systemic manifestations. In the 
general population thyroid dysfunction 
affects 1-10% of adults, with variations 
in geographical areas, age and sex1. 
The causes of thyroid dysfunction 
include; iodine deficiency, infections 
and autoimmune associated thyroid 
disease2. Thyroid dysfunction is more 
prevalent in patients with autoimmune 
diseases such as RA. This is attributed 
to overlap of autoimmune conditions 
that are initiated by loss of tolerance to 
self-antigens3. 
       The burden of thyroid dysfunction 
among RA patients has been found 
to vary between 6-47% in various 
studies. The entire spectrum of thyroid 
dysfunction has been described, 
however, hypothyroidism occurs 
more frequently. Patients with thyroid 
dysfunction have higher RA disease 
activity scores and poorer functional 
status measured using the health 
assessment questionnaire4,5.
    The clinical manifestations of 
RA overlap significantly with the 
musculoskeletal manifestations of 
thyroid dysfunction. This overlap 
may mask the diagnosis of thyroid 

Frequency of thyroid dysfunction among rheumatoid 
arthritis patients at the Kenyatta National Hospital, Nairobi, 
Kenya
Nderitu MW1, Oyoo GO1, Maritim M1, Sigilai W2
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dysfunction; patients with a diagnosis of RA who 
develop concurrent thyroid dysfunction may remain 
symptomatic despite optimal RA management, they 
will also have worse physical functional status6. 
        Both RA and thyroid dysfunction are known 
risk factors for cardiovascular disease, their co-
occurrence confers additional risk above that 
attributed to the conventional cardiovascular disease 
risk factors5,6. Identifying RA patients with thyroid 
dysfunction will support instituting more stringent 
risk factor modification in addition to the benefit of 
treating both conditions optimally.
    This study sought to determine the frequency 
of thyroid dysfunction among RA patients. 
Additionally, we sought to describe the association 
between presence of thyroid dysfunction and 
patient’s demographic characteristics, duration 
of RA disease, clinical disease activity scores and 
functional status.

Materials and methods

This was a cross sectional study conducted at the 
Kenyatta National Hospital outpatient rheumatology 
clinic. The study population comprised of male 
and female patients aged above 18 years who had 
a confirmed diagnosis of RA having met the 2010 
ACR/EULAR classification criteria.
        Following approval by the ethics committee of 
the University of Nairobi and the Kenyatta National 
Hospital, 76 patients were recruited to the study 
using consecutive sampling technique. Recruited 
patients provided written informed consent and 
had their demographic data and medical history 
including current management and duration of 
disease recorded. A general and musckuloskeletal 
examination was conducted and used to compute the 
Clinical Disease Activity Index (CDAI). The health 
assessment questionnaire was also administered to 

determine patients’ functional status. ELISA was 
used to determine TSH, FT4 and FT3 levels.
       SPSS version 21.0 Chicago Illinois was used 
for data entry and analysis. The frequency of thyroid 
dysfunction was calculated as a percentage. The 
various types of thyroid function abnormalities were 
presented as percentages. Odds ratio was used to 
test the association between the presence of thyroid 
function abnormalities and patient demographic 
characteristics, disease activity scores, and functional 
status. P-values and 95% Confidence Intervals (CIs) 
were calculated where applicable. P-value <0.05 
was considered statistically significant.  

Results

Seventy-six patients were recruited out of the 86 
patients screened during the study period. The mean 
age was of 41 years (range 18-78 years). Fifteen 
participants were male (19.7%) and 61(80.5%) 
participants were female. The male to female ratio 
was 1:4. Majority of participants (84.2%) had 
attained post-primary education and 73.7% were 
married.  
    Fifty five point three percent of the patients 
had the diagnosis of RA for 5 years or less. Thirty 
six point eight percent of patients had RA for 6 to 
10 years while 7.9% had had RA for more than 10 
years.
    All the study subjects were on DMARDS 
while 44.7% were on steroids. None of the study 
participants were on biological agents.
    The mean CDAI score was 11.6 (IQR 4-10). 
Low disease activity was the most prevalent at 
75%. Only 2.6% were in remission. Almost twelve 
percent (11.8%) of the study population had high 
disease activity.
       HAQ score mean was 0.5 (IQR 0.0-0.8). Eighty 
six point three percent of patients had mild to no 
disability while 8 (10.5%) participants were found 
to have high disease activity. The demographic and 
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clinical characteristics of the study participants are 
depicted in Table 1.

Table 1: Participants sociodemographic and clinical 
characteristics

Frequency N (%)  
Age (years) 
≤30  7(9.2)  
31-40  15(19.7)  
41-50  22(28.9)  
51-60  17(22.4)  
>60  15(19.7)  
Gender    
  Male  15(19.7)  
  Female  61(80.3)  
Education    
  None  3(3.9)  
  Primary  9(11.8)  
  Secondary  44(57.9)  
  Tertiary  20(26.3)  
Marital status    
  Married  56(73.7)  
  Single  15(19.7)  
  Widowed  5(6.6)  
Duration of disease
  <6 42(55.3)
  6-10 28(36.8)
  >10 6(7.9)
RA medication
  DMARDS 35(46.1)
  DMARDS+steroids 34(44.7)
  DMARDS+other 7(9.2)
  Biological agents 0
CDAI
  Remission 2(3)
  Low activity 57(75)
  Moderate activity 8(10)
  High activity 9(12)
HAQ score
  No disability 41(54)
  Mild disability 25(33)
  Moderate disability 2(3)
  Severe disability 8(10)

    The median TSH levels were 5.8 (IQR 4.1-
7.5), higher than the laboratory reference range 
provided.  The frequency of thyroid dysfunction 
was 47.4%.  The majority of the patients 39.5% 
had overt hypothyroidism with only 1% having 
subclinical hypothyroidism. The distribution of 
thyroid function is depicted in Figure 1.

Figure 1: Distribution of thyroid function
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      Univariate analysis was done to interrogate the 
presence of correlations between thyroid dysfunction 
and various patient and disease characteristics: Age, 
sex, duration of disease, CDAI, and HAQ scores.  
     Participants that were less than 30 years old 
had three times the likelihood of having thyroid 
dysfunction compared to those above 60 years. This 
observation was however not significant, P-value 
0.297.  
     Male participants had a higher likelihood of 
having thyroid dysfunction compared to females 
OR 1.3; this observation was not significant, 
P-value 0.6. Participants with a duration of 
disease >6 years were more likely to have thyroid 
dysfunction compared to those who had RA for less 
than 6 years OR 1.2 (P-value 0.6). The participants 
with low disease activity were less likely to have 
thyroid dysfunction compared to those with high 
disease activity OR 0.72, this observation was not 
significant P-value=0.72.  Participants with severe 
disability had a marginally higher likelihood of 
having thyroid dysfunction compared to those with 
no disability; OR 1.2.
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Table 2: Factors associated with thyroid dysfunction, univariate analysis
  Thyroid hormone abnormal      
  Yes  No  Total  OR (95% CI)  P-value  

Age (years)           

   ≤30  4 (11.1)  3 (7.5)  7 (9.2)  2.67 (0.42-16.83)  0.297  

  31-40  6 (16.7)  9 (22.5)  15 (19.7)  1.33 (0.30-5.91)  0.705  

  41-50  11 (30.6)  11 (27.5)  22 (28.9)  2.00 (0.51-7.80)  0.318  

  51-60  10 (27.8)  7 (17.5)  17 (22.4)  2.86 (0.67-12.11)  0.154  

  >60  5 (13.9)  10 (25.0)  15 (19.7)     

Gender            

   Male  8 (22.2)  7 (17.5)  15 (19.7)  1.35 (0.43 -4.18)  0.606  

   Female  28 (77.8)  33 (82.5)  61 (80.3)     

Duration of disease 
(years)   

          

   <6  19 (52.8)  23 (57.5)  42 (55.3)     

   6-10  14 (38.9)  14 (35)  28 (36.8)  1.21 (0.46 -3.16)  0.696  

   >10  3 (8.3)  3 (7.5)  6 (7.9)  1.21 (0.22 -6.7)  0.827  

Drugs            
   DMARDS  14 (38.9)  21 (52.5)  35 (46.1)  0.27 (0.05 -1.57)  0.144  

   DMARDS + steroids  17 (47.2)  17 (42.5)  34 (44.7)  0.40 (0.07 -2.35)  0.311  

    DMARDS + other  5 (13.9)  2 (5)  7 (9.2)     

CDAI    
   0.0-2.8 (Remission)  0 (0.0)  2 (5.0)  2 (2.6)  -    

   2.9-10.0 (Low activity)  27 (75.0)  30 (75.0)  57 (75.0)  0.72 (0.18-2.96)  0.720  

10.1-22.0 (Moderate 
activity)  

4 (11.1)  4 (10.0)  8 (10.5)  0.80 (0.12-5.40)  0.800  

   22.1-76.0 (High activity)  5 (13.9)  4 (10.0)  9 (11.8)    

HAQ      

    0 (No disability)  18 (50.0)  23 (57.5)  41 (53.9)    

    <0.3 (Mild)  13 (36.1)  12 (30.0)  25 (32.9)  1.38 (0.51-3.76)  0.523  

    0.3-1.8 (Moderate)  1 (2.8)  1 (2.5)  2 (2.6)  1.28 (0.07-21.86)  0.866  

    >1.8 (Severe)  4 (11.1)  4 (10.0)  8 (10.5)  1.28 (0.28-5.82)  0.751  
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Discussion

The association between RA and thyroid dysfunction 
has been envisaged for a long time and several studies 
have been done to quantify the co-occurrence. This 
is the first study in Kenya describing the frequency 
of thyroid dysfunction among RA patients.   
    This study investigated 76 RA patients who 
were attending the outpatient Rheumatology clinic 
at the KNH. The frequency of thyroid dysfunction 
was 47.4%. The predominant pattern of thyroid 
dysfunction was overt hypothyroidism at 39.5%, 
while one (1.3%) participant had subclinical 
hypothyroidism.  
    A wide range of thyroid abnormalities has 
been observed in various studies around the 
world. Our prevalence was higher than most 
studies reviewed. The differences in prevalence 
across various populations has been attributed 
to: Differences in assay techniques, presence of 
other goitrogens that alter thyroid function and the 
influence of medications such as steroids. Persistent 
inflammation characterized by high disease activity 
also causes thyroid dysfunction7-9. 
      Nadeem et al5 in India found that 42% of the 
patients studied had thyroid dysfunction. Unlike 
our observation, 37.9% of participants in Nadeem’s 
study had subclinical hypothyroidism and only 
3.6% had overt hypothyroidism.   
    In another study in India by Joshi et al10 
looking at the prevalence of hypothyroidism in 
RA demonstrated a prevalence of 38.4% which is 
similar to the prevalence of overt hypothyroidism 
in our study.   
    A study done in China by Li et al11 in 2019 
observed a prevalence of 32.3% thyroid dysfunction 
of which there was a predominance of overt 
hypothyroidism at 26.2%. In a Danish population 
of newly diagnosed RA patients, one study 
demonstrated a high rate of overt hypothyroidism 
among the proportion of participants who had thyroid 
dysfunction. The prevalence of overt hypothyroidism 
was 30.4%, 26% of the population had subclinical 
hyperthyroidism or hypothyroidism12. These studies 
had lower prevalence demonstrated than our study 
but were similar in that the majority of cases had 
overt hypothyroidism. SCH has been shown 
advance to overt hypothyroidism at an estimated 
rate of 1-4% per year13.  
    The lack of standard reference ranges for 
interpretation of thyroid function results provides a 
possible explanation for the variations in prevalence 

reported. Different studies used different assay and 
laboratory specific reference ranges. ELISA and 
chemiluminescence are second and third generation 
thyroid hormone assays respectively. At the lower 
ranges of TSH for the detection of hyperthyroidism, 
chemiluminescence has been shown to have 
higher precision than ELISA. At the upper ranges 
of euthyroidism, these two immunoassays have 
comparable precision. In one study comparing the 
sensitivity of ELISA and chemiluminescence in the 
estimation of TSH, in patients with hypothyroidism, 
ELISA had a sensitivity of 96% compared to 100% 
for chemiluminescence. The sensitivity of ELISA 
makes it suitable for the detection of thyroid 
hormone abnormalities at baseline. In our study, we 
employed the ELISA technique which is appropriate 
for initial assessment of thyroid disorders7,14.  
    Joshi and colleagues10 in India while utilizing the 
ELISA method of thyroid hormone assay observed 
a high prevalence of 38% hypothyroidism.  This is 
similar to the prevalence of overt hypothyroidism 
we demonstrated at 39.5%.   
    Mousa and colleagues15 in a study on thyroid 
dysfunction in RA patients in Egypt utilized the 
ELISA method of thyroid hormone assay and 
observed a low prevalence of 8.3%. In another 
study in Jordan, thyroid dysfunction in a population 
of RA patients was determined by utilizing the 
ELISA method and a prevalence of 14.3% was 
observed16. These findings were low compared to 
the prevalence we observed despite utilizing the 
same assay technique.   
    Among the studies that utilized the 
chemiluminescence method of thyroid hormone 
assay, they also observed a wide variation in the 
prevalence of thyroid dysfunction. Nadeem and 
colleagues5 demonstrated a high prevalence of 
thyroid dysfunction at 47% which was comparable 
to what we observed. In Italy a study by Atzeni 
and colleagues17 utilizing this assay technique for 
thyroid hormones, observed a low prevalence of 
thyroid dysfunction at 7.1%.  These varied results 
demonstrated even with similar assay techniques 
utilized suggest caution should be used in drawing 
comparisons.   
    While the local rate co-occurrence of thyroid 
dysfunction in the RA patient population and 
at the community level in Kenya is not known, 
comparisons can be made to prevalence in select 
population groups. Ngugi18 in a study on patients 
with type 2 diabetes at the KNH, determined the 
presence of thyroid dysfunction by utilizing ELISA 
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assay thyroid hormones. This study described a 
prevalence of 60% which was higher than what we 
observed in our study. These findings may indicate 
that thyroid dysfunction is prevalent in the general 
population and hence more pronounced in these 
patient groups with other factors contributing to 
dysfunction. The high prevalence observed in both 
studies is expected because, in addition to being 
in the same geographical location and having 
exposure to common possible goitrogens, some 
of the pathogenetic mechanisms underlying the 
development of thyroid dysfunction in these patient 
populations such as chronic inflammation are 
similar8.  Forty four point seven percent of our study 
participants were found to be on steroids at various 
doses. Glucocorticoids suppress thyroid hormone 
production leading to low FT4 and high TSH9. 
This may explain the high prevalence of thyroid 
dysfunction which we observed to be predominantly 
hypothyroidism.   
      Thyroid dysfunction, especially hypothyroidism 
has been found to occur in chronic inflammation. 
Cytokines elaborated during inflammation such as 
IL1 and IL6 suppress the hypothalamic-pituitary 
and thyroid axis. TSH action on the thyroid gland 
and peripheral conversion of T3 to T4 is inhibited 
directly by IL1 and to a lesser degree IL6. These 
cytokines are targets for biological agents in RA 
disease control which results in improvement 
in thyroid function19. Thyroid dysfunction as a 
disease of chronic inflammation was also evident 
in conditions that involve chronic sustained 
inflammation.   Inflammation can impair thyroid 
tissue and cause thyroiditis directly and it can also 
promote hyperplasia of thyroid cells causing thyroid 
nodules. Thyroid nodules coexists with the elevated 
TSH20.
       Iron, selenium, and iodine deficiency are also 
known goitrogens that are prevalent in our region 
and may explain the high prevalence observed.   
     Thyroid hormone synthesis is influenced by iron 
deficiency which has been shown to reduce the 
activity of the heme-dependent thyroid hormones 
especially thyroid peroxidase. This has been noted to 
blunt the effects of iodine supplementation in areas 
of low iodine21. The prevalence of iron deficiency 
in the national nutritional survey of 2011 in Kenya 
which included 2851 participants was 18.4%. In 
this survey, the prevalence of iodine deficiency 
ranged from 19.1% among adult males to 30% 
among non-pregnant women. Salt is the main mode 
of supplementing iodine in Kenya it was hence 

significant to note that 48% of salt samples tested 
during this survey had lower than the recommended 
levels of iodine22. In an Indian study that included 
50 newly diagnosed hypothyroid patients and 50 
appropriate controls, Dahiya et al23 observed that 
levels of ferritin and serum iron were low in those 
who were hypothyroid relative to the controls, 
P-value less than 0.005.  
    High concentrations of selenium are found 
in the thyroid gland where seleno-proteins are 
incorporated into iodinases in thyroid hormone 
synthesis. Selenium levels are dependent on diet 
and geographical areas. One study identified the 
risk of the inadequacy of dietary selenium at 22% 
across Africa24. In Istanbul a 9-month selenium 
supplementation study in patients with AITD on 
therapy with thyroxine was conducted, after the 
follow up period it was observed that there was the 
suppression of levels of TPOab by 26.2% to 30% 
P-value=<0.00125. This indicates an association 
between selenium deficiency and thyroid function.  
    Our study did not demonstrate a significant 
relationship between advancing age and having RA 
for a longer duration with occurrence of thyroid 
dysfunction. Presence of high disease activity and 
increasing functional limitation did not correlate 
significantly with occurrence of thyroid dysfunction.   
    Previous studies have however made some 
associations. In one case-control study in Canada 
that recruited 119 RA patients and 108 appropriate 
controls, age and thyroid disease were not 
significantly correlated. There was a significant 
correlation between thyroid dysfunction and 
duration of disease, P value=0.034. Similarly, in 
India, a prospective study of 52 RA patients found 
no statistically significant relationship between 
advancing age and occurrence of thyroid function, 
P-value=0.99 but there was a correlation with 
duration of disease, P-value=0.3310.  This study 
in India demonstrated an association between 
TSH levels and severity of RA, P-value=0.003. 
In contrast, another prospective study involving 
385 RA patients in India did not find a correlation 
between thyroid dysfunction and severity of RA. 
For those who had SCH the P-value was 0.075 and 
among those with overt hypothyroidism P-value 
was 0.285.  
    A case-control study in Egypt involving 
200 participants found that high TSH levels were 
associated with higher Modified Health Assessment 
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Questionnaire scores, P-value= 0.01. Similarly, 
high TSH was associated with high disease severity 
estimated using MDAS, P value=0.0217. 
     The varied results on associations between 
thyroid dysfunction and patient demographics, 
disease severity, and functional disability, delineate 
the need for more investigation to further explore 
these associations.  

Study limitations   
 
(i)	 This study provides data on a one-time 

estimate of thyroid function whereas changes 
in thyroid hormone levels occur from time to 
time. However, this study provides a baseline 
assessment that will inform decisions on the 
need for screening of RA patients for thyroid 
dysfunction and further follow up schedule for 
those with established thyroid dysfunction.  

(ii)	 There is no population data on the prevalence 
of thyroid dysfunction from which comparisons 
with the prevalence in our population could be 
drawn. 

Conclusion  

Thyroid dysfunction is prevalent among RA patients. 
No significant associations were found between 
thyroid dysfunction and advancing age, having RA 
for a longer duration, increasing severity of disease, 
and functional disability.  

Recommendations  

All patients with rheumatoid arthritis should be 
screened for thyroid dysfunction.  
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