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ABSTRACT

The prevalence of clinically evident interstitial lung disease in patients with rheumatoid arthritis is approximately 10%. An 
additional 33% of undiagnosed patients have interstitial lung abnormalities that can be detected with high-resolution computed 
tomography. Rheumatoid arthritis-interstitial lung disease patients have three times the risk of death compared to those with 
rheumatoid arthritis occurring in the absence of interstitial lung disease, and the mortality related to interstitial lung disease is 
rising. Rheumatoid arthritis-interstitial lung disease is most commonly classified as the usual interstitial pneumonia pattern, 
overlapping mechanistically and phenotypically with idiopathic pulmonary fibrosis, but can occur in a non-usual interstitial 
pneumonia pattern, mainly nonspecific interstitial pneumonia. Based on this, we propose two possible pathways to explain the 
coexistence of rheumatoid arthritis and interstitial lung disease: (i) Rheumatoid arthritis-interstitial lung disease with a 
non-usual interstitial pneumonia pattern may come about when an immune response against citrullinated peptides taking place 
in another site (e.g. the joints) subsequently affects the lungs; (ii) Rheumatoid arthritis-interstitial lung disease with a usual 
interstitial pneumonia pattern may represent a disease process in which idiopathic pulmonary fibrosis-like pathology triggers 
an immune response against citrullinated proteins that promotes articular disease indicative of rheumatoid arthritis. More 
studies focused on elucidating the basic mechanisms leading to different sub-phenotypes of rheumatoid arthritis-interstitial 
lung disease and the overlap with idiopathic pulmonary fibrosis are necessary to improve our understanding of the disease 
process and to define new therapeutic targets. (REV INVES CLIN. 2015;67:280-6)
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INTRODUCTION

The prevalence of clinically evident interstitial lung 
disease (ILD) in patients with rheumatoid arthritis 
(RA) is approximately 10%1-3. An additional 33%4 of 
undiagnosed patients have ILD that can be detected 
with high-resolution computed tomography (HRCT) 
with varying degrees of functional impairment5. The 
mortality related to ILD in this group of patients is 
rising, second only to cardiovascular disease1. Intersti-
tial lung disease is responsible for 7% of all RA-asso-
ciated deaths1, and RA-ILD patients have three times 
the risk of death compared to those with RA occurring 
in the absence of ILD6. Based on lung biopsy and/or 
CT scan findings, RA-ILD can be classified as either 
usual interstitial pneumonia (UIP) pattern or non-UIP 
pattern that is predominantly non-specific interstitial 
pneumonia (NSIP). Rheumatoid arthritis and interstitial 
lung disease with UIP is the most common pattern, 
overlapping mechanistically and phenotypically with 
idiopathic pulmonary fibrosis (IPF). These observations 
highlight the scope of the morbidity and mortality 
associated with ILD in patients with RA and under-
score the importance of better understanding the 
molecular mechanisms that contribute to disease 
pathogenesis and the putative overlap with IPF. Ulti-
mately, the shared mechanistic and phenotypic traits 
between RA-ILD and IPF can serve as a basis for the 
development of therapeutic strategies that improve 
clinical outcomes in both conditions. 

TWO POTENTIAL PATHWAYS  
EXPLAIN THE COEXISTENCE  
OF RHEUMATOID ARTHRITIS  
AND INTERSTITIAL LUNG DISEASE 

Citrullination, a post-translational modification marked 
by the conversion of arginine to citrulline, triggers an 
immune response that leads to anti-citrullinated pro-
tein antibody (ACPA) synthesis7. Citrullination is linked 
to the development of joint damage in RA; although 
the immune response to citrullinated proteins appears 
unique to RA, citrullinated proteins are found in the 
lungs of RA-ILD and IPF subjects8. Based on these ob-
servations, we propose two potential mechanisms that 
explain the coexistence of RA and ILD: (i) In the first 
pathway, an immune response against citrullinated 
peptides taking place at the joints subsequently shifts 
to the lungs, resulting in interstitial lung inflammation, 

most likely a non-UIP pattern; (ii) In the second pathway, 
individuals with UIP and a genetic susceptibility to RA 
mount an immune response against citrullinated 
peptides in the lung, initiating an inflammatory pro-
cess that secondarily affects the joints. Regardless of 
whether the immune response begins in the joints or 
the lungs, poorly defined molecular mechanisms are 
likely involved in shifting the immune response from 
one tissue compartment to the other. Plausible expla-
nations for the shared targeting of lung and joints in 
RA include the formation and deposit of immune 
complexes (with rheumatoid factor contributing to 
their deposition by its capacity to bind the Fc portion 
of IgG)9, the presence of structural overlap between 
initiating antigens and subsequent post-translationally 
modified targets (as reported for citrullinated vimentin 
present in both lung and synovial tissue in patients 
with RA)10, and the immunologic process of epitope 
spreading (a mechanism that leads to a widening of 
the immune response spectrum)11 (Fig. 1). 

First pathway:  
From the joints to the lungs

Given that a significant proportion of RA-ILD patients 
develop articular manifestations prior to lung involve-
ment12, it is possible that an inflammatory process pri-
marily taking place in the joints affects the lungs sec-
ondarily. Once the inflammatory process has arrived in 
the lungs, it activates fibroblasts, which in turn differ-
entiate into myofibroblasts capable of directing tis-
sue fibrosis13. We hypothesize that, in these cases, the 
lung histology would likely exhibit a non-UIP pattern 
due to the inflammatory nature of the initial phenom-
ena12. For example, a lung biopsy showing an NSIP pat-
tern would be consistent with this hypothesis since it 
usually presents with inflammatory infiltrates in the 
alveolar septa with varying degrees of fibrosis14. More-
over, the typical homogeneous distribution of abnor-
malities along the secondary pulmonary lobule in NSIP14 
is consistent with a process where inflammatory cells 
and associated mediators reach the lungs through the 
systemic circulation, a situation which contrasts with 
the marked involvement of the peripheral zone of the 
pulmonary lobule in UIP that may result from a variety 
of sources including mechanical stress14,15. After an 
initial inflammatory phase, the Th1 lymphocyte pro-
file (which plays a key role in the pathogenesis of RA)7 
can turn into a Th2 profile with its well-known poten-
tial to activate fibroblasts through the synthesis and 
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release of interleukins IL-4 and IL-1316. Another im-
portant T lymphocyte subpopulation that contributes 
to the pathogenesis of RA and can potentially activate 
fibroblasts is the Th17 pathway7. Together, both Th2- 
and Th17-associated cytokine cascades may trigger 
the transition from an inflammatory process to a fi-
brotic one13, leading to such pathologic correlates as 
fibrotic NSIP.

Second pathway:  
From the lungs to the joints

The coexistence of ILD and RA may also be explained 
if the presence of ILD and associated immune responses 
against citrullinated proteins subsequently results in 
the development of synovial inflammation. In this 
pathway, the mechanism behind the development of 
ILD itself is driven by an aberrant epithelial cell and 
myofibroblast response to alveolar microinjuries17 con-
ditioned by genetic polymorphisms18, epigenetic repro-
gramming19, and ageing-related changes20. The acti-
vated fibroblast (myofibroblast) expresses alpha smooth 
muscle actin (alpha SMA) and is capable of producing 
large amounts of extracellular matrix, leading to an in-
crease in lung stiffness. This increase in lung stiffness 

in turn activates the myofibroblast and the epithelial 
cell, defining a detrimental cycle that leads to a pro-
gressive fibrotic remodeling in which inflammation does 
not play a prominent role17. We hypothesize that this 
mechanism leads to a UIP pattern similar to IPF in which 
protein citrullination is also seen (but without the im-
mune response characteristic of RA/RA-ILD). Intrigu-
ingly, a study that compared the different types of 
histopathologic patterns in patients with RA and ILD 
suggests that UIP is the most frequent pattern in pa-
tients where the lung is the initial target organ12. 

While the early presence of UIP as a pattern points to 
a temporal sequence in which primary fibrotic lung 
disease can lead to subsequent articular involvement, 
additional evidence supports a paradigm in which the 
lungs may be a potential site of origin for systemic 
immune responses21. A study comparing HRCT find-
ings in two groups of patients, both without articular 
symptoms but differing in the presence of ACPAs in 
serum, showed that those with positive ACPAs had 
more frequent airway abnormalities, suggesting that 
these structural alterations could be linked to post-
translational modifications such as citrullination21. This 
hypothesis is further supported by the existence of a 

Figure 1. Potential mechanisms linking rheumatoid arthritis and interstitial lung disease. [1] Joints to Lungs: In the first pathway, 
an immune response against citrullinated peptides taking place at the joints or another site subsequently shifts to the lungs, 
resulting in rheumatoid arthritis-interstitial lung disease (non-usual interstitial pneumonia pattern). [2] Lungs to Joints: In the 
second pathway, a patient with interstitial lung disease (usual interstitial pneumonia pattern) and a genetic susceptibility to 
rheumatoid arthritis mounts an immune response against citrullinated peptides in the lung, initiating an inflammatory process 
that secondarily affects the joints. 
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cohort of patients with anti-cyclic citrullinated peptide 
positivity and lung disease in the absence of full blown 
RA; importantly, 3 out of 33 of these patients developed 
articular disease within a short follow-up period22. This 
finding strongly suggests that ACPAs detected in 
patients with lung diseases can predate the develop-
ment of RA. Moreover, recent work comparing anti-
citrullinated heat shock protein 90 (HSP90) antibody 
profiles in bronchoalveolar lavage fluid and serum 
derived from RA-ILD patients indicates that the lung 
microenvironment plays a key role in shaping the 
repertoire of specific ACPAs23.

SHARED MECHANISTIC FEATURES  
OF RHEUMATOID ARTHRITIS-INTERSTITIAL 
LUNG DISEASE AND IDIOPATHIC 
PULMONARY FIBROSIS: CITRULLINATION

As previously mentioned, the development of RA/RA-
ILD is highly associated with citrullination, a post-trans-
lational modification that is catalyzed by an enzyme 
called peptidyl arginine deiminase (PAD)24. The struc-
tural/electrostatic changes induced by PAD within these 
proteins render them immunogenic in a subset of pa-
tients who have a genetic predisposition, particularly 
those possessing the so-called “shared (HLA) epit-
ope”7,24. The presence of the shared epitope (HLA-DRB1 
alleles) indicates the expression of certain amino acids 
in positions 70 to 74 of the third hypervariable region 
of the DRB chains (most of them positively charged), 
endowing such class II molecules with increased ca-
pacity to bind to peptides that have been citrullinated25. 
As a result of this process, citrullinated/post-transla-
tionally modified antigens are presented as if they were 
foreign peptides, subsequently triggering an immune re-
sponse that leads to ACPA synthesis, which is associ-
ated (at least indirectly) with joint damage7. 

In RA-ILD, the presence of lymphoid follicles observed in 
lung biopsies (most with an underlying UIP pattern) 
could represent pathologic evidence of an immune 
response directed against citrullinated peptides. A 
study comparing the presence of inducible bronchial 
associated lymphoid tissue (iBALT) in IPF and RA-ILD 
tissue samples showed that the latter group had more 
lymphoid follicles, with surrounding expression of the 
PAD enzyme and citrullinated proteins26. This study 
also demonstrated that patients with higher follicle 
density had higher titers of ACPAs in both serum and 

bronchoalveolar lavage  (BAL) fluid, suggesting that 
ACPAs related to an immune response taking place in 
the lungs could potentially trigger a systemic inflam-
matory state resulting in joint damage. Moreover, as 
previously indicated, there is evidence that a specific 
type of ACPA targeting citrullinated HSP90 is pro-
duced in the lung microenvironment, supporting a role 
for the lung in initiating relevant immune responses 
and/or spreading the ACPA repertoire23. 

Beyond RA-ILD, citrullination of lung tissue has been 
reported in IPF. A group of researchers found evidence 
of citrullination in 46% of 20 samples taken from IPF 
patients compared with 20% in the control group8. 
There are reasons to consider the epithelial cell as a 
possible point of origin for citrullination taking place 
in the lungs of IPF patients. In agreement with an ac-
cepted hypothesis regarding IPF pathogenesis, aberrant 
alveolar epithelial cells subjected to mechanical stress 
(i.e. respiratory movements) gain the ability to secrete 
a variety of substances, including growth factors 
(TGF-B), chemokines (CXCL12), matrix metallopro-
teinases (MMP-7), pro-coagulants, and vasoactive 
mediators (FXa, endothelin-1)17. In turn, at least some 
of these substances promote the transition of fibro-
blasts to myofibroblasts, ultimately favoring the dys-
regulated deposition of extracellular matrix compo-
nents and associated tissue fibrosis17. Based on these 
considerations, it is plausible that in select conditions, 
alveolar epithelial cells gain the ability to citrullinate 
peptides through the expression of the PAD enzyme, 
a scenario that could explain the high proportion of IPF 
lung samples showing citrullination8.

The rates of protein citrullination in lung tissue of IPF 
patients (44%) are similar to those found in RA-ILD pa-
tients (46%)8. Based on this, it seems reasonable to pos-
it that differences in disease expression between these 
entities (including extra-pulmonary manifestations) 
reflect immunogenetic factors (e.g., HLA-DR4) predis-
posing to citrulline-targeted immune responses and po-
tential articular disease. Thus, patients with RA-UIP and 
IPF could develop ILD through similar molecular mech-
anisms, with subsequent development of systemic im-
mune responses marked by the emergence of ACPAs 
occurring more specifically in RA. 

Cigarette smoking, the strongest environmental risk 
factor for the development of chronic lung disease, 
may represent a common upstream trigger leading to 
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in situ development of citrullinated proteins, which may 
play a role in both IPF and RA-ILD. An estimated 94 mil-
lion U.S. adults who are current or former smokers have 
an increased risk of developing interstitial lung diseases 
including IPF27. Despite the implementation of aggres-
sive smoking prevention programs throughout the 
USA, prevalence of smoking ranges from 20 to 40%, 
with a recent increase in youth, females, and minority 
ethnic groups28-30. Similarly, smoking is a well-known 
risk factor for RA, conferring both a higher risk of de-
veloping the disease as well as a more aggressive 
course that is proportional to the number of pack-years 
smoked31. This relationship could be partly explained 
by the effect that cigarette smoking has on the citrul-
lination of peptides in lung tissues. In fact, smokers 
have more citrullinated peptides in their BAL fluid 
compared to non-smokers, as well as increased expres-
sion of PAD enzyme in bronchoalveolar cells32. Collec-
tively, these data suggest that effect of smoking on 
the development of citrullinated proteins may play a 
role in both IPF and RA-ILD, either through direct effects 
or via immune responses (limited to RA-ILD) to citrul-
linated target antigens.

SHARED PHENOTYPIC TRAITS  
OF RHEUMATOID ARTHRITIS-INTERSTITIAL 
LUNG DISEASE AND IDIOPATHIC 
PULMONARY FIBROSIS

Paralleling this mechanistic overlap between RA-ILD and 
IPF, RA patients with a UIP pattern are more frequently 
smokers, male, and of older age12,33-37 (Table 1). More-
over, the predominance of a UIP pattern (pathognomon-
ic for IPF) in RA-ILD contrasts with other connective tis-
sue disease-associated ILDs where the most common 
pathologic pattern found in lung biopsies is NSIP12. The 
UIP pattern observed in RA patients is very similar to 
that seen in IPF38 and predicts worse survival (3.2 vs. 
6.6 years) when compared with a non-UIP pattern of 
RA-ILD33. This situation mirrors IPF prognosis, with a 
50% 3-5 year survival in both conditions33,34. Of note, 
although lung biopsies have traditionally been used to 
define ILD patterns, there is strong evidence support-
ing the alternative use of HRCT to differentiate ILD sub-
types39,40, particularly when distinguishing between UIP 
and non-UIP patterns. As shown in patients with IPF, a 
UIP HRCT pattern strongly correlates with histopatho-
logical abnormalities in RA-ILD with excellent specific-
ity (96%) and modest sensitivity (45%)41. 

Further support for the clinical overlap between IPF 
and RA-ILD comes from molecular profiling analyses 
of serum proteins, many of which are involved in ab-
errant epithelial cell activation or a fibrotic processes. 
For example, in IPF, higher levels of MMP-7 and sur-
factant protein-D have been associated with reduced 
survival42,43. In RA-ILD, MMP-7 and surfactant pro-
tein-D have also been shown to enhance our ability to 
risk-stratify clinically evident and subclinical disease44. 
In another study, MMP-7 and IP-10 (a chemokine 
related to Th1 lymphocyte trafficking) have proven 
their value as pathogenically relevant biomarkers that 
can contribute to detection of RA-ILD45. 

THERAPEUTICS IN RHEUMATOID 
ARTHRITIS-INTERSTITIAL LUNG DISEASE 
AND IDIOPATHIC PULMONARY FIBROSIS

Disease-modifying anti-rheumatic drugs

Many biologic agents have been used successfully to 
treat the synovial involvement in patients with RA46. 
The anti-TNF group (infliximab, etanercept, adalim-
umab) is one of the most utilized due to its proven 
effectiveness in controlling joint inflammation and 
retarding articular disease progression. Other biologic 
agents currently used to treat RA are rituximab 
(anti- CD20 monoclonal antibody), tocilizumab (anti 
IL-6 monoclonal antibody), and abatacept (fusion 
molecule of IgG-Fc and cytotoxic T lymphocyte antigen 
4 that modulates CD28-mediated T-cell co-stimula-
tion)46. Drug-related lung toxicity has been reported 
with almost all of the biologic agents; however there 
are some interesting aspects to consider47. It is note-
worthy that while the anti-TNF agents have been 
shown in some instances to worsen ILD in patients 
with RA48,49, rituximab has been proposed as a ther-
apeutic option for patients with RA-ILD based on lim-
ited case series50. These observations suggest that 
anti-TNF drugs may be more effective in blocking the 
inflammatory process in synovial tissue where the in-
nate response plays a key role7, but less effective in 
the lung where the adaptive immune response likely 
promotes tissue injury/ILD26. 

Intriguingly, it has been demonstrated that metho-
trexate is more likely to cause ILD when used to treat 
RA than when used to treat other autoimmune diseas-
es (illustrated by the relative lack of ILD development 
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in psoriatic patients treated with this drug)51. There-
fore, it is possible that a proportion of cases reported 
as drug toxicity are in fact due to underlying RA. Fu-
ture research should investigate if some drug-induced 
lung toxicity may actually be a result of unmasking 
underlying ILD rather than direct drug cytotoxicity.

Anti-fibrotics

Given the potential pathophysiological overlap of RA-
UIP and IPF, it is also important to consider recent ob-
servations in the treatment of IPF and how they may 
influence the treatment of RA-UIP. For example, a re-
cent multicenter randomized control trial of IPF pa-
tients conducted by the Idiopathic Pulmonary Fibrosis 
Network (IPFNet) found increased rates of death and 
hospitalization in the group receiving immunosuppres-
sion with prednisone, azathioprine, and N-acetylcyste-
ine52. Despite some evidence showing that RA-ILD pa-
tients with the highest fibrosis scores on HRCT have 
a similarly worse response to anti-inflammatory ther-
apies53, clinical trials comparing response to therapy 
in UIP and non-UIP subsets are lacking in RA patients. 
Nevertheless, the experience with IPF suggests that 
we may need to reconsider the common approach to 
treatment of RA-ILD with prednisone and other immu-
nomodulatory drugs. Because recent findings indicate 
that IPF is a disease of aberrant alveolar epithelial cell 
and fibroblast responses to repetitive injury17, new an-
ti-fibrotic therapeutic options such as pirfenidone and 
nintedanib have emerged for this disorder54-56, provid-
ing at least some rationale for similar clinical trials in 
the subset of RA-ILD patients with a UIP pattern.

CONCLUSIONS

We have described two potential pathways that may 
explain the coexistence of RA and ILD, including the 
traditional paradigm that joint-initiated inflammation 
moves to the lungs as well as the more lung-centric 
model in which IPF-like pathology in the lungs triggers 
an immune response that promotes articular disease 
indicative of RA. Citrullination, a key process linked 
to the development of RA that has been shown in 
the lungs of both RA-ILD and IPF subjects, may be the 
mechanistic link between RA-ILD and IPF. This overlap 
is further supported by the phenotypic and biomolecu-
lar similarities between IPF and RA-ILD (mainly the UIP 
pattern). As such, treatment of both disorders is likely 
to evolve in parallel, potentially providing the rationale 
for combination anti-inflammatory and anti-fibrotic 
therapy that will be required to alter the relentless 
course of RA-ILD.

REFERENCES

	 1.	 Olson AL, Swigris JJ, Sprunger DB, et al. Rheumatoid arthritis-
interstitial lung disease associated mortality. Am J Respir Crit 
Care Med. 2011;183:372-8. 

	 2.	 Zou YQ, Li YS, Ding XN, Ying ZH. The clinical significance of 
HRCT in evaluation of patients with rheumatoid arthritis-asso-
ciated interstitial lung disease: a report from China. Rheumatol-
ogy Intern. 2012;32:669-73.

	 3.	 Richman NC, Yazdany J, Graf J, Chernitskiy V, Imboden JB. 
Extraarticular manifestations of rheumatoid arthritis in a multi-
ethnic cohort of predominantly Hispanic and Asian patients. 
Medicine (Baltimore). 2013;92:92-7.

	 4.	 Gochuico BR, Avila NA, Chow CK, et al. Progressive preclinical 
interstitial lung disease in rheumatoid arthritis. Arch Int Med. 
2008;168:159-66.

	 5.	 Doyle TJ, Dellaripa PF, Batra K, et al. Functional impact of a 
spectrum of interstitial lung abnormalities in rheumatoid arthritis. 
Chest. 2014;146:41-50.

Table 1. Comparison of idiopathic pulmonary fibrosis, rheumatoid arthritis-interstitial lung disease/usual interstitial pneumonia 
pattern, and rheumatoid arthritis-interstitial lung disease/non-usual interstitial pneumonia pattern

IPF RA-ILD UIP pattern RA-ILD Non-UIP pattern

Age7,12,17 72 ± 912 69 ± 612 65 ± 1012

(mean ± SD or median [range]) 66 (55-75)17 61.9 ± 4.97 58.5 ± 9.87

Male gender7,15 62% 65-80% 0-48%

Smoking history7,12,17 Majority with history of 
cigarette smoking, particularly 
with > 20 pack-years17

76% Ever-smokers12

20% Current smokers/80% 
Past smokers7

55% Ever-smokers12

100% Current smokers7 
77% Ever-smoker12

Exacerbations11 Reported Reported Not reported

Survival12 2.6 years 3.2 years 6.6 years

PF: idiopathic pulmonary fibrosis; RA: rheumatoid arthritis; ILD: interstitial lung disease; UIP: usual interstitial pneumonia.

 
 .re

hsil
b

u
p e

ht f
o  

n
oissi

mre
p 

nettir
w r

oir
p e

ht t
u

o
hti

w 
g

niy
p

oc
ot

o
h

p r
o 

dec
u

d
or

per e
b ya

m 
n

oitacil
b

u
p si

ht f
o tra

p 
o

N
©

 P
er

m
an

ye
r 

Pu
b

lic
at

io
n

s 
20

15



286

REV INVES CLIN. 2015;67:280-6

	 6.	 BongartzT, Nannini C, Medina-Velasquez YF, et al. Incidence and 
mortality of interstitial lung disease in rheumatoid arthritis: a 
population-based study. Arthritis Rheum. 2010;62:1583-91.

	 7.	 McInnes IB, Schett G. The pathogenesis of rheumatoid arthritis. 
N Engl J Med. 2011;365:2205-19.

	 8.	 Bongartz T, Cantaert T, Atkins SR, et al. Citrullination in extra-
articular manifestations of rheumatoid arthritis. Rheumatology. 
2007;46:70-5.

	 9.	 Sokolove J, Johnson DS, Lahey LJ, et al. Rheumatoid factor as a 
potentiator of anti-citrullinated protein antibody-mediated in-
flammation in rheumatoid arthritis. Arthritis Rheumatol. 2014; 
66:813-21.

	 10.	 Ytterberg AJ, Joshua V, Reynisdottir G, et al. Shared immunological 
targets in the lungs and joints of patients with rheumatoid arthri-
tis: identification and validation. Ann Rheum Dis. 2015; 74:1772-7.

	 11.	 Shlomchik MJ, Craft JE, Mamula MJ. From T to B and back again: 
positive feedback in systemic autoinmmune disease. Nat Rev. 
2001;1:147-53.

	 12.	 Lee HK, Kim DS, Yoo B, et al. Histopathologic pattern and clini-
cal features of rheumatoid arthritis-associated interstitial lung 
disease. Chest. 2005;127:2019-27.

	 13.	 Sivakumar P, Ntolios P, Jenkins G. Into the matrix: targeting fibro-
blasts in pulmonary fibrosis. Curr Op Pulm Med. 2012;15:462-9.

	 14.	 Leslie KO. Pathology of interstitial lung disease. Clin Chest Med. 
2004;25:657-703.

	 15.	 Leslie KO. Idiopathic pulmonary fibrosis may be a disease of 
recurrent, traccional injury to the periphery of the aging lung. 
Arch Pathol Lab Med. 2012;136:591-600.

	 16.	 Wynn TA. Fibrotic disease and the Th1/Th2 paradigm. Nat Rev 
Immunol. 2004;4:583-94.

	 17.	 Selman M, Pardo A. Revealing the pathogenic an aging-related 
mechanisms of the enigmatic idiopathic pulmonary fibrosis. Am 
J Resp Crit Care Med. 2013;189:1161-72.

	 18.	 Noth I, Zhang Y, Ma SF, et al. Genetic variants associated with 
idiopathic pulmonary fibrosis susceptibility and mortality: a ge-
nome-wide association study. Lancet Respir Med. 2013;1:309-17.

	 19.	 Cardenas CL, Kaminski N, Kass DJ. Micromanaging microRNAs: 
using murine models to study microRNAs in lung fibrosis. Drug 
Discov Today Dis Models. 2013;10:e145-51.

	 20.	 Liu T, Ullenbruch M, Choi YY. Telomerase and telomere length 
in pulmonary fibrosis. Am J Respir Cell Mol Biol. 2013;49:260-8.

	 21.	 Demoruelle MK, Weisman MH, Simonian PL, et al. Brief report: 
airways abnormalities and rheumatoid arthritis-related autoan-
tibodies in subjects without arthritis: early injury or initiating 
site of autoimmunity? Arthritis Rheum. 2012;64:1756-61.

	 22.	 Fischer A, Solomon JJ, du Bois RM, et al. Lung disease with anti-
CCP antibodies but not rheumatoid arthritis or connective tissue 
disease. Respir Med. 2012;106:1040-7.

	 23.	 Harlowa L, Gochuico BR, Rosas IO, et al. Anti-citrullinated heat 
shock protein 90 antibodies identified in bronchoalveolar lavage 
fluid are a marker of lung-specific immune responses. Clin Im-
munol. 2014;155:60-70.

	 24.	 Scaly SW, Petersen J, Cheng Law S. A molecular basis for the 
association of the HLA-DRB1 locus, citrullination, and rheuma-
toid arthritis. J Exp Med. 2013;210:2569-82.

	 25.	 Demoruelle MK, Deane KD, Holers VM. When and where does 
inflammation begin in rheumatoid arthritis? Curr Opin Rheuma-
tol. 2014;26:64-71.

	 26.	 Rangel-Moreno J, Hartson L, Navarro C, et al. Inducible bronchus-
associated lymphoid tissue (iBALT) in patients with pulmonary com-
plications of rheumatoid arthritis. J Clin Invest. 2006;116:3183-94.

	 27.	 Centers for Disease Control and Prevention (CDC). Cigarette 
smoking among adults and trends in smoking cessation - United 
States, 2008. MMWR Morb Mortal Wkly Rep. 2009;58:1227-32.

	 28.	 Evans GW, Kantrowitz E. Socioeconomic status and health: the 
potential role of environmental risk exposure. Annu Rev Public 
Health. 2002;23:303-31.

	 29.	 House JS. Understanding social factors and inequalities in health: 
20th century progress and 21st century prospects. J Health Soc 
Behav. 2002;43:125-42.

	 30.	 Mathur C, Stigler MH, Perry CL, et al. Differences in prevalence 
of tobacco use among Indian urban youth: the role of socioeco-
nomic status. Nicotine Tob Res. 2008;10:109-16.

	 31.	 Baka Z, Buzás E, Nagy G. Rheumatoid arthritis and smoking: 
putting the pieces together. Arthritis Res Ther. 2009;11:1-13.

	 32.	 Makrygiannakis D, Hermansson M, Ulfgren AK, et al. Smoking 
increases peptidylarginin deiminase 2 enzyme expression in 

human lungs and increases citrullination in BAL cells. Ann Rheum 
Dis. 2008;67:1488-92.

	 33.	 Kim EJ, Elicker BM, Maldonado F, et al. Usual interstitial pneumo-
nia in rheumatoid arthritis-associated interstitial lung disease. 
Eur Respir J. 2010;35:1322-8.

	 34.	 Raghu G, Collard HR, Egan JJ, et al. An Official ATS/ERS/JRS/ALAT 
Statement: idiopathic pulmonary fibrosis: evidence-based guide-
lines for diagnosis and management. Am J Respir Crit Care Med. 
2011;183:788-824.

	 35.	 Solomon JJ, Ryu JH, Tazelaar HD. Fibrosing interstitial pneumo-
nia predicts survival in patients with rheumatoid arthritis-asso-
ciated interstitial lung disease. Respir Med. 2013;107:1247-52.

	 36.	 King TE, Costabel U, Cordier JF. Idiopathic pulmonary fibrosis: 
diagnosis and treatment. International Consensus Statement. 
Am J Respir Crit Care Med. 2000;161:646-64.

	 37.	 King TE, Pardo A, Selman M. Idiopathic pulmonary fibrosis. Lan-
cet. 2011;378:1949-61.

	 38.	 Flaherty KR, Colby TV, Travis WD, et al. Fibroblastic foci in usual 
interstitial pneumonia: idiopathic versus collagen vascular dis-
ease. Am J Respir Crit Care Med. 2003;167:1410-15.

	 39.	 Kim EJ, Collard HR, King Jr TE. Rheumatoid arthritis-associated 
interstitial lung disease: The relevance of histopathologic and 
radiographic pattern. Chest. 2009;136:1397-405.

	 40.	 Tanaka N, Kim JS, Newell JD, et al. Rheumatoid arthritis related 
lung diseases: CT findings. Radiology. 2004;232:81-91.

	 41.	 Assayag D, Elicker BM, Urbania TH, et al. Rheumatoid arthritis–
associated interstitial lung disease: radiologic identification of 
usual interstitial pneumonia pattern. Radiology. 2014;270:583-8.

	 42.	 Takahashi H, Fujishima T, Koba H, et al. Serum surfactant pro-
teins A and D as prognostic factors in idiopathic pulmonary fi-
brosis and their relationship to disease extent. Am J Respir Crit 
Care Med. 2000;162:1109-14.

	 43.	 Richards TJ, Kaminski N, Baribaud F, et al. Peripheral blood pro-
teins predict mortality in idiopathic pulmonary fibrosis. Am J 
Respir Crit Care Med. 2012;185:67-76.

	 44.	 Doyle TJ, Patel AS, Hatabu H. Detection of rheumatoid arthritis-
interstitial lung disease is enhanced by serum biomarkers. Am J 
Respir Crit Care Med. 2015;191:1403-12.

	 45.	 Chen J, Doyle TJ, Liu Y. Biomarkers of rheumatoid arthritis-associ-
ated interstitial lung disease. Arthritis Rheumatol. 2015;67:28-38.

	 46.	 Singh JA, Furst DE , Bharat A. Update of the 2008 American College 
of Rheumatology Recommendations for the Use of Disease-Mod-
ifying Antirheumatic Drugs and Biologic Agents in the Treatment 
of Rheumatoid Arthritis. Arthritis Care Res. 2012;64: 625-39.

	 47.	 Roubille C, Haraoui B. Interstitial lung diseases induced or exac-
erbated by DMARDS and biologic agents in rheumatoid arthritis: 
A systematic literature review. Semin Arthritis Rheum. 2014;43: 
613-26.

	 48.	 Nakashita T, Ando K, Kaneko N. Potential risk of TNF inhibitors 
on the progression of interstitial lung disease in patients with 
rheumatoid arthritis. BMJ Open. 2014;4:e005615

	 49.	 Koo BS, Hong S, Kim YJ. Mortality in patients with rheumatoid 
arthritis-associated interstitial lung disease treated with an anti-
tumor necrosis factor agent. Korean J Intern Med. 2015;30: 104-9.

	 50.	 Matteson EL, Bongartz T, Ryu JH. Open-label, pilot study of the 
safety and clinical effects of rituximab in patients with rheuma-
toid arthritis-associated interstitial pneumonia. Open J Rheuma-
tol Autoimmune Dis. 2012;2:53-8.

	 51.	 Haustein UF, Rytter M. Methotrexate in psoriasis: 26 years' 
experience with low-dose long-term treatment. J Eur Acad Der-
matol Venereol. 2000;14:382-8.

	 52.	 Raghu G, Anstrom KJ, King TE Jr, Lasky JA, Martinez FJ. Predni-
sone, azathioprine and N. Acetyl cytokine for pulmonary fibro-
sis. N Engl J Med. 2012;366:1968-77.

	 53.	 Rojas-Serrano J, González-Velásquez E, Mejía M, Sánchez-Ro
dríguez A, Carrillo G. Interstitial lung disease related to rheu-
matoid arthritis: evolution after treatment. Reumatol Clin. 
2012;8:68-71.

	 54.	 Noble PW, Albera C, Bradford WZ, et al. Pirfenidone in patients 
with idiopathic pulmonary fibrosis (CAPACITY): two randomized 
trials. Lancet. 2011;377:1760-9.

	 55.	 King TE, Bradford WZ, Castro Bernadini S, et al.; ASCEND Study 
Group. A phase 3 trial of pirfenidone in patients with idiopathic 
pulmonary fibrosis. N Engl J Med. 2014;370:2083-92.

	 56.	 Richeldi L, du Bois RM, Raghu G, et al. INPULSIS Trial Investiga-
tors. Efficacy and safety of nintedanib in idiopathic pulmonary 
fibrosis. N Engl J Med. 2014;370:2071-82.

 
 .re

hsil
b

u
p e

ht f
o  

n
oissi

mre
p 

nettir
w r

oir
p e

ht t
u

o
hti

w 
g

niy
p

oc
ot

o
h

p r
o 

dec
u

d
or

per e
b ya

m 
n

oitacil
b

u
p si

ht f
o tra

p 
o

N
©

 P
er

m
an

ye
r 

Pu
b

lic
at

io
n

s 
20

15


