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INTRODUCTION 
 

Rheumatoid arthritis (RA) and Ankylosing Spondylitis 

(AS) constitute the most common chronic inflammatory 

disesase in rheumatology.
[1-3]

 They breed a major impact 

in the patient's life
[1]

 physically, psychologically and 

socio-economically.
[4]

 The physical and psychological 

impact of these diseases has already been the subject of 

several studies in terms of quality of life for patients with 

RA or AS. The This study aims to take stock of the 

socio-economic impact of these two main rheaumatic 

disorders through a literature review.  

 

CONCEPT OF SOCIO ECONOMIC IMPACT 

The socio-economic impact of RA and AS is the 

repercussion of these two pathologies on the social and 

economic aspects. Thus, it consists in evaluating the 

direct, indirect and intangible costs of RA and AS.
[3, 5, 6]

 

Direct costs are related to expenditure in terms of 

consumption of care such as consultations, 

hospitalizations, various treatments, biological and 

radiological explorations.
[3, 7]

 They take into account also 

financial aid provided by the family and friends.
[7]

 

Indirect costs are defined by the professional impact in 

the form of losses of productivity in relation to work 

stoppages, the temporary or permanent cessation of work 

or professional reclassification.
[5,7,8]

 The costs intangibles 

correspond to sexual, familial, and social 

repercussions.
[5]

 

 

SOCIO ECONOMIC IMPACT OF RA  

Direct costs of RA 

Several studies around the world have evaluated the 

direct costs  of RA. In France, a study reported in 2012 

that the average annual direct cost of RA was around 

4,000 euros per patient. But the authors of this study 

reported that with bioligical DMARDs this cost 

increased significantly from 4000 to 11 757 euros (EUR) 

on average per year.
[7]

 In the same meaning, another 

study carried out in France had underlined in 2007 that 

the average annual cost attributable to RA of a patient 

treated with etanercept was 13,936 EUR  against 5,764 

EUR for a patient treated with leflunomide.
[9]

 These two 

studies highlight the considerable impact of biotherapy 

on direct costs of RA. In Morocco, a study published in 

2017 reported that the average of the monthly direct 

costs related to the RA was  510 dirhams (45.7 euros), 

but this study was made before the era of biotherapy in 

Morocco. The same study pointed out that subjects with 

insurance sickness spent 989 Moroccan dirhams (88.96 

euros) per month while the subjects without coverage 
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ABSTRACT 

Rheumatoid arthritis (RA) and ankylosing spondylitis (AS) are the two most frequent chronic inflammatory 

rheumatism (CIR). Their invalidating nature and their medical care explain the importance of the socio-economic 

impact that they generate. This work summarizes the studies that have addressed this aspect in patients. Most of 

these studies are unanimous on the economic, socioprofessional, sexual and family consequences of the two CIRs. 

The predictive factors of high cost are mainly the importance of the functional repercussion of the RIC and the use 

of biotherapy. Productivity losses make up the largest part of the total cost of RA and AS. The professional 

incapacity caused by these CIRs is often responsible for a temporary or permanent cessation of work and at best for 

a professional reclassification. In the family environment, the impact of these CIRs is essentially the disruption of 

the couple’s sexual and marital life and the impairment of quality of life concerning the patient’s children of 

school-age. All these damages attributed to RA and SPA raise a problem of patient support and socio-professional 

and family adjustment.  
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social security spending 411 Moroccan dirhams (36.97 

euros) per month.
[2,5]

 Moreover, it has been reported in 

the study that the financial expenditure related to RA 

were at the root of financial problems in 90% of the 

cases, resulting in poor treatment adherence. Similarly, 

according to one study conducted in Senegal in 2012, 

78.9% of patients who had financial difficulties did not 

have any social security and this was a source of rupture 

5 to 7 days a month in 30% of  these patients.
[10]

 These 

studies show that direct costs of RA for the patient are 

influenced whether or not he is a member of a system of 

social Security. According to a study published in 2014, 

the main predictive factors of a high direct cost were the 

biotherapy and high HAQ score.
[11]

 

 

Indirect costs of RA 

First, it must be emphasized that the professional impact 

of RA varies according to the duration of evolution of 

the sickness. From the first year of RA, Fautrel B and al 

reported that 51% of patients had altering their 

productivity at work with 25% of patients recognized as 

disabled workers.
[7]

 After ten years of evolution of the 

disease, Hallert E et al stressed that less than 50% of 

patients could continue to work or normally go to their 

daily activities.
[7, 12]

 Several other studies have reported 

various professional problems related to RA. In 

Morocco, according to a study published in 2006, 34% of 

patients were working before the onset of the illness; but 

all these patients reported the problem of delay and 

absenteeism related to RA and 64.7% of their workforce 

had to stop definitely work after a period of evolution 

average of 83 months of the disease.
[5]

 Ndao A C and al 

reported that 34.3% of active patients had been put on 

permanent work stoppage and 14.3% were in temporary 

stoppage of work.
[10]

 In France, according to a study 

published in 2008
[13]

, 25% of patients had to change their 

work because of the RA with an estimated loss of 

income up to 30%. In addition, 34% of active patients 

under the age of 60 were gone to early retirement 

because of RA. In 2016, in another study carried out in 

France
[8]

, among the 31 patients who were looking for 

work, 54% had lost their job because of RA. For Rkain H 

et al, the professional judgment related to RA was 

correlated with older age, male sex and laborious or 

manual work.
[5]

 In contrast, according to Sokka T and al, 

work stoppage was strongly correlated with higher 

HAQ.
[14]

 Kobelt G and al made the same remark in 

reporting that when the value of HAQ was less than one, 

63% of patients could still to work ; but with an HAQ 

score of 2 or more, only 15% of patients remained 

active.
[13]

 Bertin P et al also confirmed the strong 

correlation between the importance of functional impact 

and the occupational disabilities.
[8]

 It is no longer to 

demonstrate that RA causes losses of productivity.
[15-17]

 

The study by Fautrel B and al reported that there is no 

consensus of method calculation of indirect costs. 

Indeed, the authors estimated the indirect annual cost 

average of RA to 1 441 euros according to the method 

called "friction costs" and to 8,452 euros according to the 

human capital method.
[7]

 But it was noticed that the 

method of "friction costs" took into account the periods 

of work stoppage in the short term which are important 

in beginner RA. So it ignores the costs associated with 

prolonged sick leave and to functional disability that are 

in the first line in established RA. So the method of 

"costs of friction "probably understates the real impact of 

the RA on productivity losses and therefore on indirect 

costs.
[18, 19, 20]

 In addition, productivity losses constitute 

the major part of the total cost of RA.
[17]

 

 

Intangible costs of RA 

Sexually 

RA does not spare the sexual life of patients. A study 

conducted in 2011 on ten married women with RA 

reported that six of them had their degraded sex life since 

the appearance of their illness, the frequency of 

intercourse was decreased and decreased libido was 

reported in 60%. The reasons for these sexual problems 

were joint pain, stiffness and fatigue.
[21]

 According to the 

study conducted in Morocco in 2006
[5]

, 70% of patients 

had a disturbed sex life because of RA. The causes of 

this disturbance were pain (94%), fatigue (97%), 

decreased pleasure or disruption of body image (70.6%) 

and the difficulty of adopting a comfortable position 

during sexual intercourse (79%). These figures have 

confirmed in the publication of Hajjaj-Hassouni N in 

2017.
[2]

 Ndao A C and al also reported that sexual 

problems in RA were related to the pain and fatigue.
[10]

 

Vaginal dryness has been reported among so many other 

sexual problems in the study by Hill J and al.
[22]

 In 

addition, studies have reported a decrease in male-related 

fertility side effects of drugs like the sulfasalazine and 

methotrexate which constitute first-line treatment of 

RA.
[23, 24]

 

 

The family and social level 

On the marital level, various reactions on the part healthy 

spouse have been reported. In the study of Rkain H et 

al
[5]

, 42.5% of patients (only women) suffered different 

aspects of abuse from their husbands. But the study 

carried out Senegal in 2012 rather reported the support of 

the spouse according to 95.7% of married and Spousal 

indifference in 4.3% of cases.
[10]

 Also RA affects the 

quality of life of children patients.
[2, 5, 7]

 Indeed, problems 

of schooling and financial difficulties were reported. 

According to a study conducted in Marrakech in 2007, of 

the 66 RA patients with children, 98.5% said their 

children were affected in the emotional field and 44.6% 

reported that their children were assigned to the financial 

plan.
[25]

 Meanwhile, the study of Hajjaj-Hassouni N 

underlined that among patients with children, 19% were 

forced to stop schooling their children cause of the 

financial difficulties induced by RA and 16% needed to 

keep their daughters at home for physical assistance.
[2]

 In 

addition, RA affects the patient's daily life by making 

difficult to carry out various activities such as traveling, 

household activities, toilets, leisure activities, sports 

activities, family visits, outings, family celebrations, and 

participation in community activities.
[5, 10, 26]

 So RA leads 

to a deterioration of the social relations, it limits the 
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visits and social outings of the patient.
[2, 5, 26]

 Rkain H et 

al reported that 47% patients reported deteriorating 

relationships related to RA.
[5]

 More Schneider M and al 

emphasized that social exclusion was one of the most 

negative experiences experienced by patients with 

RA.
[26]

 Finally, support in the workplace has been 

reported in France in a study published in 2016
[8]

: 37.7 % 

of active patients benefited from accommodations of 

their working conditions through an adaptation of the 

workstation or the purchase of special equipment 

(50.4%), an adaptation of schedules or days of (40.9%), a 

change in their duties within their company or 

administration (28.5%) or a homework opportunity 

(7.3%). In Morocco, family support psychological, 

financial and physics was reported respectively in 94%, 

89%, and 92% of cases.
[2, 5]

 

 

SOCIO ECONOMIC IMPACT OF AS 

Direct costs of AS 

The direct costs of the AS range from one study to 

another. In France, a study published in 2006 reported 

that the average annual cost were 3,364 euros.
[27]

 In 

Morocco, however, according to a study published in 

2007
[6]

, the average monthly direct cost of the AS was 

625.5 Moroccan dirhams (56 euros) and no patient was 

under biotherapy. In the same study, 82% of patients had 

financial difficulties caused by the direct costs of the AS 

and this was responsible for therapeutic nonobservance 

at 28% of patients. In Tunisia
[3]

, a study reported in 2010 

than the median average annual direct cost of the AS was 

426,072 Tunisian dinars (266,295 euros) and two of the 

50 patients in the study were under biological treatment. 

This last study emphasized than the median cost of drug 

treatment per patient per year was 171.55 Tunisian dinars 

(EUR 107.218) and had been largely influenced by 

prescribed biotherapy in only 2 patients on 50. This 

demonstrates the influence of biotherapy on the direct 

cost of the AS. Moreover, by excluding both cases of 

biotherapy from their study, Younes M et and reported 

that the predictive factors  of a high cost were the 

NSAIDs consumption, BASRI and BASDAI.
[3]

 

 

Indirect costs of SPA 

The professional impacts of the AS are multiple. In 

effect, according to the study done in Tunisia in 2010
[3]

, 

34 patients were active in 50. The AS was responsible 

transient work stoppage in 4 patients, of a definitive 

work stoppage in 8 patients and a reclassification in 2 

patients. Stopping professional experience had occurred 

after 9 years of the AS. Similarly, in the study by Rkain 

H and al on AS in Morocco
[6]

, 70% of patients were 

active. The AS caused the delay, the absenteeism and the 

work stoppage respectively at 40.6%, 55.7%, 22.9% of 

the active subjects. The average duration evolution of the 

disease before the professional judgment definitive was 

43.4 months. A study published in 2009 involving 103 

patients suffering from AS in Tunisia reported that 19 

patients had to spontaneously stop their professional 

activity after an average of six years and two months of 

the AS; three patients had been dismissed after six years 

and three months of evolution of their disease.
[28]

 The 

unemployment rate linked to the AS was estimated at 

20.6% in the same study. According to Montacer Kchir 

M and al, predictive factors related to  risk of work 

stoppage were: female sex, low education, housing in 

rural environment, manual labor, exposure to cold on 

workplaces, weekly hours high workload and lack of 

help from colleagues. For the specific indices of the 

disease, the risk of arrest was correlated with a high 

BASFI score, BASDAI, BASMI and BASG-s.
[28]

 The 

AS therefore causes productivity losses whose costs are 

difficult to quantify but represent more half of the total 

cost of the disease.
[3, 17, 29]

 

 

Intangible costs of SPA 

Sexually 

The AS is responsible for various sexual disorders. The 

study conducted in Tunisia in 2010 reported that 24% of 

patients had sexual problems.
[3]

 The same problems had 

been reported by 40% patients in the study published in 

2007 on AS in Morocco
[6]

 and according to this study, 

the alteration of life Sexuality was related to pain, 

fatigue, difficulty to adopt a comfortable position when 

reporting sex, lower libido, and the disruption of body 

image in respectively 92.3%, 69.2 %, 80.8%, 46.2%, and 

57.7% of cases. Moreover, Pirildar T and al reported 

cases of sexual dysfunction type of erectile dysfunction 

and anorgasmia.
[30]

 According to Younes M and al, 

sexual problems correlated with a high BASMI
[3]

, 

whereas according to Rkain H et al, sexual disorders 

were correlated with a high BASFI.
[6]

 Moreover, the 

SPA does not seem to have any influence fertility
[31]

, but 

fertility can be decreased by some treatments of the 

disease like sulfasalazine which decreases the mobility of 

spermatozoa or anti-inflammatory drugs -anticox 2 type- 

that act on ovulation.
[24, 31]

 

 

At the family and social level 

Several studies have reported that patients are sometimes 

victims of negative reactions from their spouses, the 

quality of life of the children is affected particularly at 

the financial and school levels, the patient activities are 

also affected and their social relations are deteriorating. 

 

Indeed, in the study of Younes M and al
[3]

, 20 % of 

patients with AS reported negative reactions of the 

healthy spouse; the perturbation of daily activities 

interested the housewives activities (76%), shopping 

(92%), sports (96%), toilets (38%), social visits (60%) 

and travel (80%); family support psychological, financial 

and physical was found respectively in 90%, 52% and 

74% of cases. Similarly, the study by Rkain H et al 

reported 10.7% cases of negative reactions from spouses 

in terms of infidelity, polygamy, divorce, physical or 

mental aggression, negligence.
[6]

 The same study pointed 

out that among patients with children, 49.1% reported 

that their children were experiencing financial problems 

caused by the AS and on the other hand 14% of patients 

had to stop schooling their children for need of physical 

assistance at home. Of more, the study reported the 
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disruption of the activities daily affecting mainly the 

field of visits social and patient movements with the 

consequence the deterioration of family relationships. 

Finally 17.6% of patients reported lack of support in the 

workplace. 

 

CONCLUSION 
 

This study shows that the socio-economic impact of RA 

is of greater interest than AS. However, these two 

diseases generate significant damage to the patient, his 

family and his professional activity. A strengthening of 

accompanying measures would therefore be desirable to 

all levels to limit the socio-economic impacts of these 

rheaumatic disordres. 
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