
	

Current Trends in Rheumatoid Arthritis:  
Knowledge Gaps and Awareness Strategies

1

MedDocs Publishers

Received: Dec 11, 2024
Accepted: Jan 06, 2025
Published Online: Jan 13, 2025
Journal:  
Annals of Community Medicine and Primary Health Care
Publisher: MedDocs Publishers LLC
Online edition: http://meddocsonline.org/
Copyright: © Akram M (2025). This Article is
distributed under the terms of Creative Commons  
Attribution 4.0 International License

Annals of Community Medicine and Primary Health Care

Open Access | Research Article

Cite this article: Ali A, Akram M, Ozdemir FA, Sołowski G, Sfera A, et al. Current Trends in Rheumatoid Arthritis: 
Knowledge Gaps and Awareness Strategies. Ann Community Med Prim Health Care. 2025; 3(1): 1026.

*Corresponding Author(s): Muhammad Akram
Department of Eastern Medicine, Government 
College University Faisalabad-Pakistan. 
Email: makram_0451@hotmail.com 

Akhtar Ali1; Muhammad Akram1*; Fethi Ahmet Ozdemir2; Gaweł Sołowski2; Adonis Sfera3; Eisa Yazeed Ghazwani4

1Department of Eastern Medicine, Government College University Faisalabad-Pakistan.
2Department of Molecular Biology and Genetics, Faculty of Science and Art, Bingol University, Bingol, 1200, Türkiye.
3Department of Psychiatry, Patton State Hospital, USA.
4Department of Family and Community Medicine, College of Medicine, Najran University, Najran,Kingdom of Saudi Arabia.

Abstract

Rheumatoid Arthritis (RA) is a common chronic inflam-
matory disease, but considerable gaps remain in our un-
derstanding of its origin, early detection, and appropriate 
treatment. Despite advances in biologic medications, many 
patients continue to receive late diagnoses and insufficient 
care. This study investigates current trends in RA research, 
identifies important knowledge gaps, and examines mea-
sures to increase public and healthcare awareness. Improv-
ing education and early intervention are crucial to improving 
patient outcomes and reducing the burden of the disease.
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Introduction

It is a condition that affects many joints throughout the body, 
primarily the hands and feet [1]. The tiny joints in the hands 
and feet are the most commonly impacted, but any synovial 
membrane-lined joint might be affected [2]. Skin, pulmonary, 
cardiac, ocular, neurological, and hematological symptoms are 
all examples of extra-articular involvement. RA affects people 
in different ways throughout the world. In America, RA affects 
roughly 15% of the population [3]. The prevalence of RA in the 
rest of society in the United States is believed to be between 
0.5 % and 1.0 %. Nearly 26,000 suspected cases are diagnosed 
each year in Europe.

The bulk of incidence studies in the North American and 
Northern European regions suggest a pervasiveness of 0.5 % to 
1.1 % [4]. According to studies, pervasiveness is between 0.3 
% and 0.7 %t in southern European countries [5]. In addition, 
studies in developing countries show that disease prevalence is 
significantly lower (between 0.1 % and 0.5 percent) [6]. Some 
native Americans have a higher prevalence of RA, while RA is 
rare in some rural African locations. According to RA research-
ers, the prevalence of the disease in Europe and North America 
may be higher than in Asia [7]. It is unclear whether this geo-
graphic changeability is due to hereditary, ecological, or investi-
gational variation styles.
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In different parts of the same state, the pervasiveness varies. 
According to reports, the prevalence of RA in Karachi residents 
could be 0.142 %, whereas the prevalence rate in northern Paki-
stan is predicted to be 0.55 % [8]. RA was far more popular in 
the north, with other Pakistani citizens in England adopting it at 
a comparable rate [9].

Pathophysiology of RA

Joint degradation is caused by macrophages, which are simi-
lar to synoviocytes, and fibroblasts, which are similar to syn-
oviocytes.IgM and IgA are two types of antibodies. Rheumatoid 
factors are pathogenic indicators that target the IgG Fc fragment 
[10]. Antibodies directed against citrullinated peptides are an-
other type of antibody. Genetic factors are responsible for 50% 
of the chance of having RA.

Age and gender

The beginning usually occurs between the ages of 30 and 50, 
with a peak in adults between the ages of 40 and 60. In obser-
vational studies in Europe, North America, and Asia, the preva-
lence of RA in women is well established, with greater men to 
women proportions [11] (2-5.6:1).

Hormonal and reproductive factors

The investigations were, however, heterogeneous, with dif-
ferent doses and durations of OC exposure [12]. Longer OC use 
was found to be protective in numerous evaluations [13].

Nonhormonal reproductive factors

Chronic infections

Chronic arthritis is linked to Lyme disease, which is caused by 
the bacteria Borrelia burgdorferi [14]. There have been reports 
of RA cases detected following Lyme disease. Many disorders, 
such as obesity, diabetes, and inflammatory bowel disease, 
have been linked to dysbiotic microbiota. Oral and gut dysbiotic 
microbiota have also been identified in RA patients. Prevotella 
species are more common in people who have recently been 
diagnosed with RA [15].

Smoking

Occupational exposure

Obesity

Clinical features of RA

 	 Morning stiffness

 Inflammation of joints

 Warmness on the joints

 Joints pain

 Fatigue

Diagnosis

 Swollen joints especially in hands

 Tenderness on the metatarsophalangeal joints

 The symptoms lasted around 14 days

 Raised ESR

 Raised CRP

 Multiple numbers of swollen joints

Radiological procedures (Burmester and Pope 2017)

Treatment

Glucocorticoids

Anti-inflammatory and disease-modifying effects of gluco-
corticoids have been discovered [16]. They are useful in attain-
ing remission and decreasing radiographic development in early 
rheumatoid arthritis when used in conjunction with DMARDs, 
and they are relatively safe when used at low doses [17]. Low-
dose glucocorticoids (usually prednisone _10-15 mg/day) are 
provided in combination with one or more DMAR and discon-
tinued as soon as clinically practicable as part of the first-line 
treatment [18]. When switching DMARDs for symptom control, 
they are frequently utilized as a bridging therapy [19].

Hydroxychloroquine

It is anti-inflammatory/immunomodulatory properties are 
the result of its interference with “antigen preparation” in 
macrophages and other antigen-introducing cells. It lowers the 
organization of peptide-MHC protein complexes, which is re-
quired for CD4+ T-cell stimulation, and as a result, the insuscep-
tible reactivity to autoantigens is downregulated. Hydroxychlo-
roquine inhibits lupus-related mucocutaneous manifestations, 
may reduce the risk of flares, allows for a reduction in steroid 
dosage, reduces organ damage, and prevents the thrombotic 
effects of antiphospholipid antibodies. The calming activity of 
hydroxychloroquine differs from that of other calming prescrip-
tions, therefore it is more effective when used in combination 
with other calming medications (Moutsopoulos and Zampeli 
2021).

Conclusion

Addressing information gaps in rheumatoid arthritis is criti-
cal to improving early diagnosis, treatment effectiveness and 
patient outcomes. Increased public and healthcare provider 
awareness, as well as continued research into new medications, 
will be critical to reducing the burden of the disease and im-
proving long-term treatment techniques.
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