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Rheumatoid arthritis in blacks in South Africa
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SUMMARY The spectrum of rheumatoid arthritis (RA) was studied in a group of 52 blacks who
attended a rheumatology unit in Cape Town, South Africa. The mean age of the patients was
44-6 years, and the female to male ratio was 3-7:1. Significant radiographic changes were fre-
quently noted, and the mean Larsen scores were 34-9 for the hands, 19-6 for the feet, and 6-6 for
the wrists. About two thirds of the patients had received an immunomodulatory drug and 20
(38%) had had one or more surgical procedures for their RA. Anaemia was the commonest
extra-articular manifestation, and although the other extra-articular features were uncommon, a
variety of features had been detected during the course of the disease. Earlier studies on blacks in
Africa suggested that RA was a mild disease; our findings, however, are in agreement with the
more recent surveys, which suggest that severe disease is not uncommon.

For a long time rheumatoid arthritis (RA) has been
recognised as being uncommon in blacks in Africa.
Furthermore, there have been marked variations in
the spectrum of the disease in studies from Africa
which have been reported. 1-8 Most of the earlier
studies emphasised the mildness of the disease in
blacks,' 35 but more recent surveys have suggested
that the occurrence of severe disease is not
uncommon.68 The only published clinical study of
South African blacks with RA was by Anderson in
1970.5 He reviewed 23 patients who were seen
during a three month period and noted that in blacks
RA ran a mild course, tended to remit, deformity
was rare, and that the radiological changes were
unimpressive.5

Epidemiological surveys in South Africa have
shown that although the prevalence of RA in an
urban black population was similar to that in
Caucasians in Europe,9 a significantly lower
prevalence was noted in rural Tswanas.10 The pre-
valence of RA in urban blacks,9 however, did not
differ significantly from that in the rural vopulation
surveys in the Transkeiii and Lesotho.2
The aim of this study was to determine the

spectrum of RA in blacks who were seen in the
rheumatic diseases unit in Cape Town, South
Africa.
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Patients and methods

All the blacks with classical and definite RA13 who
were seen in the rheumatic diseases unit in Cape
Town over a 16 month period preceding the study
were considered eligible for inclusion in the study.
The rheumatic diseases unit of the University of
Cape Town conducts an arthritis clinic at the Groote
Schuur and Princess Alice Orthopaedic Hospitals.
The Groote Schuur Hospital is a large general public
hospital and attends to the needs of all the different
communities. Patients pay a hospital fee based on
their income, and patients are not turned away
because of their inability to pay their hospital fees.
Patients are referred to the arthritis clinic from other
departments in the hospital, by general practi-
tioners, and by primary health care centres. The
Princess Alice Orthopaedic Hospital is a specialist
hospital, where patients with rheumatological and
orthopaedic problems are admitted for control of
their disease, rehabilitation, and surgery. Patients
are also referred there directly from general practi-
tioners and primary health care centres. Fifty five
blacks were seen during the study period, of whom
52 agreed to take part in the study. During this
period 203 Caucasians, 330 coloureds (Negro-
Caucasoids), and 15 Asians with RA were seen in
the rheumatic diseases unit. Although blacks con-
stitute the majority population of South Africa,
there are a smaller number of blacks in the Cape
Peninsula. According to the population census in
1985 the proportion of patients from the different
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communities who were resident in the Cape
Peninsula was coloureds 54 3%, Caucasians 28-0%,
blacks 16-5%, and Asians 1*2%.14 Thus the propor-
tion of patients with RA who were seen in the
rheumatic diseases unit was roughly proportional to
their representation in the local community. Most
patients were seen in the unit on a regular basis and
most of them belonged to the poorer social classes,
in accordance with their distribution in the
community.

All the patients were interviewed and the age,

duration of RA, and American Rheumatism Asso-
ciation (ARA) functional classification15 were

recorded. A history of the use of any immuno-
modulatory drugs and surgery for RA was noted.
A history of pain in the various joints was recorded.
Patients who did not have pain at the time of assess-
ment but had had pain in a joint at some stage
during the course of their disease were considered to
have 'past' pain in those joints. If a patient had pain
in a joint at the time of assessment they were con-

sidered to have 'present' pain, irrespective of
whether they had had or had not had pain in those
joints in the past. The hospital records of the
patients were reviewed with particular attention to
the presence of any extra-articular manifestations of
RA, drug treatment, and surgery.

Standard radiographs of the hands, wrists, and
feet were taken and graded according to Larsen's
standard radiographs. 16 Patients who had had
surgery to the joints or severe deformities where
grading was not possible were excluded from the
radiographic analysis. The range of scores for the
radiographs was 0-100 for hands, 0-10 for wrists,
and 0-50 for feet. A combined score for these joints
was obtained by the sum of the score for the hands
and feet + (wrist score x 5), giving a range of
0-200. 17
The following tests were performed in all the

patients: full blood count (Coulter S-plus automated

counter), blood urea, electrolytes, serum creatinine,
serum albumin and globulins (Technicon SMAC 12
autoanalyser), serum immunoglobulins (Behring
Laser nephelometer), latex test for rheumatoid
factor (slide agglutination technique; Ortho Diag-
nostics), and antinuclear factor (indirect immuno-
fluorescent technique).

Results

The mean age of the patients at the onset of RA was
36-6 years (range 17-54). Table 1 shows the mean
age at the time of assessment, the mean duration of
RA, the sex ratio, and the ARA functional classifi-
cation in comparison with other series. Forty four
patients (85%) had classical RA and eight patients
(15%) had definite RA. Forty five patients (87%)
were outpatients at the time of assessment. The
associated diseases which were present were hyper-
tension in 10 (19%), ischaemic heart disease in two
(4%), asthma in three (6%), and previous pulmon-
ary tuberculosis in six (12%).
Table 2 shows the frequency of pain in the various

joints. The most frequent sites of joint pain were the
wrists, hands, ankles, shoulders, and knees.

Table 2 Frequency of joint pain

Past Present Total Total
percentage

Cervical spine 23 22 45 87
Temporomandibular joints 24 14 38 73
Shoulders 19 31 50 96
Elbows 24 23 47 90
Wrists 19 33 52 100
Hands 30 22 52 100
Hips 14 11 25 48
Knees 15 34 49 94
Ankles 23 27 50 96
Mid-foot 17 19 36 69
Forefoot 16 21 37 71

Table 1 Comparison of the demographic data and functional classification

South Africa Nigeria3 Uganda4 Kenya6 Scotland'8
(n=52) (n=71) (n=65) (n= 76) (n=282)

Mean age (years) 44-6 Mode 21-30 38-4 43 50-5
Mean duration of RA (years) 8-2 1-7 3-5 3-9 7-0
Female: male ratio 3-7:1 0-9:1 1-2:1 2-8:1 2-7:1
Subcutaneous nodules (%) 25 1-4 7-9 31-6 NR*

Functional classification (ARA)t (%)
1 23 6 - 0 0
2 48 28 - 64 35
3 23 44 - 32 43
4 6 22 - 4 23

*NR=not reported.
tThe proportion of outpatients and hospitalised patients varied in the different series-see text.



The commonest extra-articular manifestation was
the presence of anaemia. Twenty one patients
(40%) were anaemic at the time of assessment
(haemoglobin <116 g/l in women and <133 g/l in
men), and a total of 36 patients (69%) had anaemia
at some stage during their hospital follow up. Sub-
cutaneous nodules were noted in 13 patients (25%).
Five patients (10%) had keratoconjunctivitis sicca
and one patient (2%) had scleritis and episcleritis.
Four patients had pulmonary abnormalities, which
had been investigated by the respiratory physicians;
one patient had fibrosing alveolitis due to RA, while
the others had pneumoconiosis related to occupa-
tional exposure. One patient had acute pericarditis,
which was attributed to RA after a pericardial
biopsy showed no evidence of tuberculosis. Three
patients (6%) had developed a ruptured Baker's
cyst. Two patients had leg ulcers, but one of these
was attributed to coexistent varicose veins. The
neurological abnormalities which had been recorded
were carpal tunnel syndrome (one patient), a mild
sensory peripheral neuropathy (one patient), and
two patients had a cervical myelopathy (one patient
had severe atlantoaxial subluxation and the other
cervical spondylosis with subaxial subluxation).
The radiographs of 42 patients were suitable for

grading according to the Larsen standard radio-
graphs,16 and Table 3 shows the results. Table 4
shows the results of the biochemical and immuno-
logical tests. Three patients (6%) had a low serum

Table 3 Radiographicfindings

Mean values
Hands 34 9
Feet 19-6
Wrists 6-6

Range of combined score for hands, wrists and feet
Score %

0-40 2-3
41-80 39.5
81-120 39-5
121-160 11-6
161-200 7-0

Table 4 Laboratory findings

Positive rheumatoid factor (%) 85
Positive antinuclear factor (%) 21

Mean (SD) Normal range
Albumin (g/l) 38-4 (3-6) 35-50
Globulin (g/l) 38-5 (7-9) 25-35
IgG (gil) 22-45 (6-77) 408-17-88
IgA (g/l) 4-44 (2-13) 0-64-5-44
'gM (g/l)4 2-33 (1-55) 0-50-3-55
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albumin of <35 g/l and 29 patients (56%) had raised
globulins of >35 g/l. Twenty six patients (50%) were
currently receiving a slow acting antirheumatic or
immunomodulatory drug. In addition, a further
eight patients (15%) had received an immunomodu-
latory drug in the past. Twenty patients (38%) had
had one or more surgical procedures for their RA:
seven (13%) had had only upper limb surgery, 10
(19%) had had only lower limb surgery, and three
patients (6%) had had both upper and lower limb
surgery.

Discussion

Earlier studies of RA in blacks from Africa have
emphasised the mildness of the disease, the almost
equal male to female distribution, the infrequent
findings of subcutaneous nodules, and the lack of
extra-articular manifestations. The demographic
data, prevalence of nodules, and functional classifi-
cation of patients in the present survey are com-
pared with some of the other studies from
Africa3 4 6 8 and the observations by Duthie et al in
Scotland.18 The sex ratio and prevalence of nodules
in our patients are similar to the more recent
findings in Kenya and Lesotho6 8 and differ from the
earlier Nigerian and Ugandan studies.3 4The results
of the ARA functional classification in the different
countries in Africa and the Scotland study are not
strictly comparable because all the patients in the
Scotland series, 70% from Nigeria, 20% from
Kenya, and only 13% of our patients were inpatients
at the time of assessment.
Table 2 shows the frequency of pain in various

joints. It is likely that in some of the patients the
pain arose from periarticular structures rather than
from the joint itself. The increased prevalence of a
positive rheumatoid factor in blacks without RA has
been previously reported.8 19 The prevalence of a
positive rheumatoid factor and antinuclear factor in
our patients with RA is similar to the observation in
Caucasians.20 22 A rise in the total serum globulins
and IgG, which has been reported in Cau-
casians, 233-25 was also noted in this study.
The occurrence of severe erosive changes in

blacks was noted in more recent surveys,$8 whereas
in earlier studies the disease was considered to be
relatively mild.' 3 5Scott et al reported the radio-
graphic findings of 56 patients with active RA who
were treated with remittive agents.26 The mean
Larsen score for their patients after 12 months'
treatment was 64-8 in comparison with a score of
87-7 for our patients. The mean duration of RA in
our patients whose radiographs were analysed was
7-8 years, whereas only 14-2% of the patients
reported by Scott et al had had their disease for
more than five years.26
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Tuberculosis is still very common in South
African blacks. Therefore, when patients with RA
have lymphadenopathy, pleural or parenchymal
involvement of the lung, or pericarditis, they need
to be investigated to determine whether these
abnormalities are due to RA or to coexistent tuber-
culosis. The prevalence of nodules in 25% of our
patients is similar to the observations in Kenya and
Lesotho6 8 and also to the 20-35% reported in
Caucasians.27 Anaemia was the commonest extra-
articular manifestation, and its prevalence was
similar to observations in Caucasians.28 29 The
prevalence of the other extra-articular mani-
festations of RA in our black patients was much less
than previously reported by Gordon et al30; the
latter survey, however, was undertaken in hospital-
ised patients, whereas most of our patients were
outpatients. A wide spectrum of the extra-articular
manifestations of RA was encountered in our
patients even though they were uncommon.
Most of the previous surveys on RA were per-

formed in general hospitals, whereas our patients
were seen in a rheumatic disease unit which was
attached to a large general hospital. There are no
previous reports on the frequency of use of immuno-
modulatory drugs or surgery for RA in blacks in
Africa. We found that 34 (65%) of our patients had
taken an immunomodulatory drug and 20 (38%)
had had one or more surgical procedures for their
RA.
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