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The Difference between Rheumatoid Arthritis

and Gout in Epidemiology

and Health Promotion Strategies

Yi-Chun Lin, Kuan-Chia Lin1, Shinn-Shing Lee2, and Hsiao-Yi Lin3,4

The epidemiology and health promotion strategies are different between rheumatoid arthritis (RA) and gout.

RA occurs more in females. Recent studies demonstrate the secular trends in prevalence and incidence of RA

are dynamic, not static. Reported factors include birth-cohort effect, genetic predisposition, racial difference, en-

vironmental factors and age effect. These findings lead further support to the hypothesis of a "host-environment”

interaction model in the pathogenesis of RA. In contrast to RA, gout occurs more frequently in hyperuricemic

males. The prevalence and incidence have increased worldwide, and the age of onset was getting younger. In

our previous studies, we have provided a model including two stages to present the risk factors of gout. Where

phase 1 is from normal uric acid concentration to the development of asymptomatic hyperuricemia. Phase 2 is

from asymptomatic hyperuricemia to the development of gout.  Based on these epidemiologic differences, we

will further provide two health promotion strategies of RA and gout. There are three major concepts of these new

health promotion strategies. First concept is the health education program (emphasis on self-confidence and dis-

ease awareness in RA; recognizing the risk factors in gout). The second concept is the health protection effort

(emphasis on early diagnosis and early treatment in RA; avoiding the promoters and controlling disease recur-

rence in gout). The third concept is the health prevention action (emphasis on teamwork and preventing compli-

cations in RA; prevention of complications and disease deterioration in gout).  ( J Intern Med Taiwan 2005; 16:

71-78 )
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