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Respiratory burden of RA
• RA is associated with excess total, cardiovascular, and 

respiratory mortality
• Nurses’ Health Study: 121,700 women followed since 1976
• All RA:   HR 1.40 (95%CI 1.25-1.57) for total mortality
• Seropositive RA: HR 1.51 (95%CI 1.31-1.74) for total mortality
• Seronegative RA: HR 1.15 (95%CI 0.95-1.39) for total mortality

Sparks JA, et al, Arthritis Care Res, 2016



Respiratory burden of RA
• Total and cause-specific mortality among male US veterans

England BR, et al, Arthritis Care Res, 2016



RA and cause-specific mortality

Johnson T, et al, Arthritis Care Res, 2023



Chronic lung disease and CVD and mortality

England BR, et al, Clin Rheumatol, 2018



RA and cause-specific mortality over time

Johnson T, et al, Arthritis Care Res, 2023



RA and cause-specific mortality by sex

Johnson T, et al, Arthritis Care Res, 2023



Differential diagnosis of dyspnea

GERD = Gastroesophageal reflux disease; COPD = chronic obstructive pulmonary disease; CAD = Coronary Artery Disease 
 Parshall MB, et al. Am J Respir Crit Care Med. 201

• RA-related
• ILD
• Bronchiectasis/airways
• Pleuritis
• Vasculitis
• Nodules

• Deconditioning
• Obesity
• GERD/aspiration
• Infection
• Smoking/inhalant-related
• Silicosis/berylliosis
• Reactive airways disease

• COPD
• Asthma
• Cancer
• Drug-induced pneumonitis
• Hypersensitivity pneumonitis
• Pulmonary hypertension
• Clinically insignificant radiologic 

abnormality
• Venous thromboembolism
• Respiratory muscle weakness
• Heart failure/CAD
• Many others



Wang D, et al. Nat Rev Rheumatol. 2019

a. Advanced RA-ILD
b. Bronchiectasis
c. Obliterative 

bronchiolitis
d. Pleural effusion
e. Rheumatoid 

pulmonary nodules



ACPA elevation, lung inflammation, and 
RA pathogenesis 

Immune tolerance loss,
joint specificity,

arthralgias
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Clinical RA
Neoantigen presentation 

through HLA-DRβ1,
T and B cell activation,

ACPA production

Cigarette smoking (and other environmental factors)

PAD activation, 
citrullination to form 

neoantigens

APC

Interstitial, 
alveolar, and 

airway mucosal 
inflammation

HLA-DRB1 
shared epitope, 

MUC5B, and 
other genes

Clinical pulmonary 
diseases

ACPA

Clinical pulmonary 
diseases

Sparks JA, et al. Curr Rheumatol Rep. 2016



ILD prevalence in rheumatic diseases

Joy GM, et al. Eur Respir Rev, 2023



RA-ILD subtypes

RA-ILD subtypes Proportion 

of RA-ILD

Usual Interstitial PNA (UIP) 50-60%

Nonspecific Interstitial PNA (NSIP)

   -Cellular NSIP

   -Fibrotic NSIP

30-40%

Desquamative Interstitial PNA (DIP)

    -Smoking-related

2-5%

Respiratory Bronchiolitis (RB) 2-5%

Diffuse Alveolar Damage (DAD) 2-5%

Organizing PNA (OP) 2-5%

Lymphoid Interstitial PNA (LIP) 2-5%

Fibrotic

Inflammatory

Consider smoking, inhalants, GERD, infection, malignancy, overlap syndromes
Lung biopsy sometimes needed for ambiguous CT chest imaging 



UIP

• Scarring
• Reticulation
• Mosaicism
• Traction bronchiectasis
• Honeycombing



NSIP
• Ground-glass opacities
• Lower lobe volume loss
• Reticulonodular opacities



UIP is more common in RA than other SARDs

Joy GM, et al. Eur Respir Rev, 2023



UIP prognosis
• UIP: 3-fold higher risk for 

progression by DLCO (<40% 
predicted) than NSIP

• UIP: 66% increased risk for 
mortality compared to other 
subtypes

• Note: DAD is uncommon, but 
highly lethal

Zamora-Legoff JA, et al, Arthritis Rheumatol, 2017
Singh N, et al, Semin Arthritis Rheum, 2019



RA-ILD survival in Olmsted County, MN

Bongartz T, et al, Arthritis Rheum, 2010
Samhouri BF, et al, Arthritis Care Res, 2022

Incidence 1999-2014; followed to 2019Incidence 1955-1995; followed to 2006



RA-ILD in Medicare

• Retrospective cohort study (2008-2017)
• Claims definitions of RA and RA-ILD (both validated)

• Among 509,787 RA patients, 10,306 (2.0%) had prevalent RA-ILD
• 13,372 (2.6%) developed incident RA-ILD during 1,873,127 person-years 

of follow-up (median 3.0 years/person; IR 7.14 per 1000 person-years)
• Nearly 5% had or developed RA-ILD

• 38.7% of RA-ILD died compared to 20.7% of RA without ILD (HR 1.66)
• RA-ILD had excess respiratory (HR 4.39) and cancer (HR 1.56) mortality

Sparks JA, et al, Rheumatology, 2021



RA-ILD risk factors
• Demographics

• Male sex
• Genetics: MUC5B promoter variant
• Lifestyle

• Smoking
• Obesity

• Comorbidities
• Asthma
• COPD

• RA characteristics
• Older age at RA diagnosis
• Longer RA duration
• Articular disease activity
• Higher CRP
• Worse MHAQ scores
• High RF and ACPA titers

Esposito AJ, et al, Clin Chest Med, 2019
Sparks JA, et al, Arthritis Rheumatol, 2019

Huang S, et al, Curr Treat Opt Rheumatol, 2020
Kronzer V, et al, J Rheumatol, 2020

Sparks JA, et al, Rheumatology, 2020



Sex and RA-ILD mortality

Qiu M, et al, Respir Res, 2021



MUC5B: RA-ILD genetic risk factor
• Promoter variant: strongest genetic risk factor for IPF

• T risk allele associated with higher expression of mucin 5B

• Presence of promoter variant and ORs for RA-ILD
• 4.7 compared to general population
• 3.1 compared to RA-no-ILD

• Specifically associated with UIP subtype of RA-ILD
• Honeycombed lung tissue with RA-ILD overexpressed 

MUC5B
• Also associated with:

• ILD earlier in RA course
• Older-onset RA Juge PA, et al, N Engl J Med, 2018

McDermott G, et al, Rheumatology, 2022



Lifetime risk of ILD by RA/sex/MUC5B

Palomaki A, et al, Ann Rheum Dis, 2021



IDENTIFICATION OF RA IN MGB BIOBANK





Baseline

Outcome:
RA-ILD

Time in BRASS End of f/u

Follow-up for 
respiratory outcomes

Measures

every 6 months

Predictor:
DAS28

Time-varying 
exposures/ 
covariates

Prospective RA recruitment: BRASS (n = 1,600)

Up to 15 years of follow-up / recruitment ongoing



RA IN THE MGB BIOBANK

RA in MGB 
Biobank

(n=2325)

GWAS/WES

(n=1535)

Serum

(n=1705)

Plasma

(n=1384)

DNA

(n=1845)



DATA COLLECTION BY MEDICAL RECORD REVIEW

RA in MGB Biobank 
(n=2325)

RA date of 
diagnosis

Smoking 
status

Smoking
pack-years

Rheumatoid 
Factor

ACPA
RA disease 

activity
RA-related 
lung disease

If missing on MGB 

Biobank survey

If missing from 

EHR

At MGB Biobank 

enrollment



Well- 
Phenotyped 
RA Patient 
Population

Radiology 
Reviews

Medical 
Record 

Reviews

(+/- RA-related lung diseases)

RA patients with available
CT chest imaging or pathology

Bongartz, 2010Hida, 2021



Phenotyping RA-ILD + subtypes in MGB Cohorts

Well 
Phenotyped 
RA Patient 
Population

Radiology 
Reviews

Medical 
Record 

Reviews

(with and without RA-related lung diseases)
(genotyping and/or WES)

n=2325 RA patients

n=866 with CT chest imaging
n=197 with surgical lung pathology

Biobank RA algorithm
ICD codes
Overlapping with other cohorts (BRASS, 
Prod4)

Confirmed by clinical chart review

MGB Biobank



Phenotyping RA-ILD + subtypes in MGB Cohorts

Well 
Phenotyped 
RA Patient 
Population

Radiology 
Reviews

Medical 
Record 

Reviews

(with and without RA-related lung diseases)

n=1598 RA patients

n=410 with CT chest imaging
n=43 with surgical lung pathology

BRASS



DAS28 and RA-ILD risk

Remission/Low
HR (95%CI)

Moderate/High
HR (95%CI)

Cases/person-years 26/5,459 35/2,509

Multivariable* 1.00 (Ref) 2.22 (1.28,3.82)

*Adjusted for age, sex, smoking, RA duration, serostatus

Sparks JA, et al, Arthritis Rheumatol, 2019



4-level ordinal DAS28 and RA-ILD risk

Remission
HR (95%CI)

Low
HR (95%CI)

Moderate
HR (95%CI)

High
 HR (95%CI) p for trend

Cases/person-years 18/4,232 8/1,227 20/1,828 15/681

Multivariable* 1.00 (Ref) 1.41 (0.61,3.28) 2.08 (1.06,4.05) 3.48 (1.64,7.38) 0.001

*Adjusted for age, sex, smoking, RA duration, serostatus

Sparks JA, et al, Arthritis Rheumatol, 2019

HR (95%CI)
per unit increase in 

DAS28

Cases/person-years 61/7,968

Multivariable* 1.35 (1.14,1.60)



Lifestyle and clinical factors for RA-ILD risk
• 84 RA-ILD cases; 233 RA-noILD controls

• Sociodemographic
• Age
• Sex
• Education

• Lifestyle
• Smoking status
• Pack-years
• Obesity

• RA factors
• RF status
• CCP status
• DAS28-CRP
• DMARDs
• Glucocorticoids
• MD-HAQ
• Erosions
• Nodules

Kronzer VL, et al, J Rheumatol, 2021



Novel autoantibodies and RA-ILD risk

All models were conditioned on matching factors (age, sex, RA duration, RF 
status, and time from blood draw to index date) and adjusted for smoking pack-
years and BMI

6 novel autoantibodies 
associated with 
incident RA-ILD

Cit-histone-4
Cit-histone-2A
Cit-filaggrin
Histone-2A cyclic
Histone-2A
Filaggrin

Kronzer VL, et al, Lancet Rheumatol, 2023



Models for RA-ILD prediction

Optimism corrected AUC=0.84

Score of 5.0 had 83% sensitivity and 87% specificity for RA-ILD

Kronzer VL, et al, Lancet Rheumatol, 2023



Combined MGB Biobank/BRASS
• n=208 clinically-apparent RA-ILD cases

• Subtype based on radiology review of HRCT (or path when 
available)

• n=547 RA no-ILD controls with HRCT

• Total unique patients: n=3339
RA-ILD subtypes (n=208 total)

UIP 99 (47.6%)

NSIP 38 (18.3%)

Organizing Pneumonia 17 (8.2%)

RB-ILD 6 (2.9%)

Other/Indeterminate 48 (23.1%)



VARA: RA-related autoantibodies and RA-ILD

• Retrospective cohort of 2,328 RA patients in VARA cohort
• Median age 64 years, 89.3% male
• 100 prevalent RA-ILD at baseline, 83 incident RA-ILD during follow-up

• RF+/ACPA+ RA: OR 2.90 (1.24-6.78) for prevalent RA-ILD at baseline 
compared to seronegative RA
• Low titer RF+: OR 2.69
• High titer RF+: OR 3.40
• High titer ACPA+: OR 1.91

• Few associations of RF/ACPA with incident RA-ILD
• Very high titer RF+: HR 1.68

Natalini JG, et al, Ann Am Thorac Soc, 2021



Anti-MAA and RA-ILD risk

• VARA registry (n=1,885 with anti-MAA measured)
• n=90 prevalent RA-ILD cases
• n=294 prevalent RA with COPD

• MAA: Malondialdehyde–acetaldehyde
• Immunogenic products of oxidative stress
• Smoking and heavy alcohol intake increase MAA

• High IgA and IgM anti-MAA associated with about 2-fold increased 
odds for RA-ILD

• Lung tissue with RA-ILD has co-localized
MAA and citrulline

England BR, et al, Arthritis Rheumatol, 2019



Anti-CarP antibodies and RA-ILD risk
• Spanish RA cohort
• Enrolled n=37 with ILD and n=142 

without ILD

• Measured antibodies to anti-
carbamylated antibodies (anti-CarP)

• Carbamylation: non-enzymatic 
conversion of lysine residues 
(homocitrulline)

• All Anti-CarP associated with RA-ILD
• No association of RF and ACPA with RA-

ILD

Castellanos-Moreira, et al, Ann Rheum Dis, 2020



Methotrexate and incident RA-ILD risk
• Methotrexate-induced pneumonitis: rare, but occurs

• CIRT: 7 cases on MTX (0.3%) vs. 1 case on placebo (<0.1%)

• Methotrexate and incident RA-ILD
• No increased risk
• ERAS/ERAN: OR 0.48 (0.30-0.79)
• International case-control study: OR 0.46 (0.24-0.90)
• BRASS: OR 0.36 (0.17-0.77)

• Case reports for and against most other DMARDs
• Trials needed

Sparks JA, et al, Arthritis Rheumatol, 2020
Kiely P, et al, BMJ Open, 2019

Juge P, et al, Eur Respir J, 2021
Kronzer V, et al, J Rheumtol, 2021



b/ts DMARD and incident RA-ILD risk

Baker MC, et al, JAMA Netw Open, 2023



No association of JAKi vs. TNFi for incident 
RA-ILD risk in Oral Surveillance RCT

Ytterberg SR, et al, N Engl J Med, 2022



Esposito A*, Sparks JA*, et al, Rheumatology, 2021

A

F

B C

E

D

G H
A-D. Interstitial Lung Abnormalities

E. Emphysema F. Bronchiectasis G. Cystic Lung Disease H. Pulmonary Nodule

• BRASS-ILD study without known lung 
diseases (n=106)
• Research protocol to obtain HRCT 

and other lung measures

• Any “preclinical” parenchymal lung 
disease: 44%
• Associations: older age, lower 

DLCO/diffusion defect

• Emphysema: 36%
• Ever smokers (42%)
• Never smokers (31%)

• Bronchiectasis: 22%
• RA-ILD: 15%

Preclinical parenchymal lung abnormalities



Risk score for subclinical RA-ILD
• French RA cohorts

• ESPOIR (n=163) and TRANSLATE2 (n=89)

• RA patients without pulmonary symptoms underwent research HRCT
• Median RA duration 14 years

• Subclinical RA-ILD identified in 19% and 17%, respectively

• Identified independent risk factors for subclinical RA-ILD
• MUC5B promoter variant (OR 3.74)
• Male sex (OR 3.93)
• Older age at RA onset (OR 1.10 per year)
• Higher mean DAS28 over follow-up (OR 2.03 per unit)

• AUC 0.82 and 0.78, respectively

Juge PA, et al, Arthritis Rheumatol, 2022



Risk score for subclinical RA-ILD

Juge PA, et al, Arthritis Rheumatol, 2022



= surveys at home every 3 months

Inclusion criteria:

RA (2010 ACR/EULAR)
Diagnosis <2 years

RA 
diagnosis

Baseline visit:
Chest HRCT

PFTs
Surveys
Blood

SJC/TJC
Hand x-rays

6-month 
visit:

Surveys
Blood

SJC/TJC

18-month 
visit:

Surveys
Blood

SJC/TJC

1-year visit:
Surveys
Blood

SJC/TJC
PFTs

2-year final visit:
Chest HRCT

PFTs
Surveys
Blood

SJC/TJC
Hand x-rays

SAIL-RA: Study of Inflammatory Arthritis and ILD in EarLy RA
Funded by NIH/NIAMS

5 sites: BWH, MGH, U of Michigan,
U of Colorado, U of Nebraska

Goal n=160



ANCHOR-RA

• Sponsored by Boehringer Ingelheim
• Enrolling n=1200 RA patients for screening study (6 countries, 30 

sites)
• HRCT
• PFTs
• Lung U/S (subset)

• All have at least 2 ILD risk factors
• Autoantibodies (ACPA/RF >3x ULN)
• Non-articular RA manifestations
• Cigarette smoking (ever)
• He/him (male sex)
• Older age (60+ years)
• RA high disease activity



Ash, Respiratory Research, 2017McDermott GC, et al, Rheumatology, 2023

COPDGene: Prospective smoker cohort (n=10,371)



Tightened smooth muscle and 
bronchoconstriction

Inflamed, thickened, airways with 
mucus and secretions

Distal air trapping and emphysema

Genetic factors/function (genes)
Asthma/epithelial cytokines (IL1RL1)
COPD/pulmonary function (HHIP)
RA/antigen presentation and 
citrullination (HLA-DRB1, PTPN22)
ILD/mucin secretion (MUC5B)

Environmental factors
Smoking
Pollution
Infections
Other inhalants/allergens
Dietary intake
Physical activity

Biologic processes
Cytokine production
Neutrophil extracellular traps
ROS and hypoxia
Microbial peptides
PAD activation
Citrullination and other PTM
Neoantigen production
Immune tolerance loss
Autoantibody production
Lymphoid aggregates

T B
B

B B

B

Y ACPA

DRβ1

Neoantigen presentation 
through HLA-DRβ1,

T and B cell activation,
ACPA production

PAD activation, 
citrullination to form 

neoantigens

APC

Formation of lymphoid aggregates

Mechanisms of airway obstruction

Obstructive lung disease in RA

Friedlander M, et al, 
Expert Rev Clin 
Immunol, 2019



RA and COPD risk

Ma Y, et al, Respir Res, 2019
Sparks JA, et al, Semin Arthritis Rheum, 2018

Clinical RACOPD before RA COPD after RA
Sparks JA, et al, Semin Arthritis Rheum, 2018
Meta-analysis of 6 studies:
RA: ↑ incident COPD risk

Ford JA, et al, Arthritis Rheumatol, 2020
COPD: ↑ incident seropositive RA risk, 
adjusted for smoking pack-years
• Strongest association for older smokers



Bi-directional association of RA and COPD 
• UK Biobank (n=403,045)

Yang K, et al, Rheumatology, 2023



RA and asthma risk

Hemminki K, et al, Eur Respir J, 2011
Hou YC, et al, Allergy Asthma Proc, 2017

Shen TC, et al, QJM, 2014
Zaccardelli A, et al, Arthritis Res Ther, 2019

Clinical RAAsthma before RA Asthma after RA
2 retrospective cohorts:
RA: ↑ incident asthma risk
• No smoking or RA serostatus data

10 previous studies:
Asthma: ↑ incident RA risk
• 4-fold ↑ odds of pre-RA ACPA+
• Most were case-control studies



RA and incident obstructive lung disease

Nannini C, et al, Arthritis Care Res, 2013



Incidence of bronchiectasis in RA
• Korean insurance database: 50,651 RA cases and 253,255 comparators

Choi H, et al, Chest, 2024

HR 2.12 (2.00-2.25) HR 2.34 (2.20-2.49)

HR 1.56 (1.40-1.73)



Risk factors for bronchiectasis in RA

• Case-control study in MGB Biobank
• Cases: Bronchiectasis on CT scan, no ILD
• Controls: normal chest CT scan

• Associations
• Seropositivity
• Lower BMI

• No associations
• Age at RA diagnosis
• RA duration
• Sex
• Smoking

McDermott GC, et al, J Rheumatol, 2022



Bronchiectasis in RA and survival

De Soyza, et al, Chest, 2017

BR=bronchiectasis alone

BROS=bronchiectasis RA 
overlap syndrome

BCOS=bronchiectasis 
COPD overlap syndrome



Rituximab and infection-free survival in RA-BR

Yusof M, et al, Rheumatology, 2019



Pleural disease
• Often subclinical
• Moderate effusions: avoid methotrexate due to third spacing
• Typically exudative effusion

• Pleural to serum glucose ratio <0.5
• May also have pericardial effusions
• Chronic effusions can cause chyliform/pseudochylous 

effusions
• Nonexpandable lung due to entrapment

• Thoracentesis sometimes needed
• Consider drug-induced lupus from TNF inhibitors



Pulmonary nodules
• Very common
• Monitor for malignancy similar to general population

• Caplan syndrome: RA and pneumoconiosis related to 
occupational dust (coal, asbestos, silica) exposure

• Pulmonary nodules (peripheral, basilar)
• Airway obstruction
• Progressive fibrosis



RA-ILD treatment considerations
• Arthritis activity/damage
• Pulmonary activity/damage

• Inflammatory
• Fibrotic
• Mixed
• Masquerading/concomitant conditions (smoking, infection, COPD, asthma, 

aspiration)

• Potential for infection/pneumonitis with immunosuppressants

• Organ systems may not be active in parallel
• Multidisciplinary approach



ACR/Chest SARD-ILD treatment guideline:
First line

Johnson S, et al, Arthritis Rheumatol, 2024



Johnson S, et al, Arthritis Rheumatol, 2024

ACR/Chest SARD-ILD treatment guideline:
Progression after first line



“Fibrotic” RA-ILD 

• UIP, fibrotic NSIP, cystic LIP

• Controlled trial data
• Nintedanib

• Pirfenidone



Nintedanib
• INBUILD trial (n=663): randomized placebo-controlled trial of 

patients with progressive fibrosing ILDs
• 13% had RA-ILD

• 67% of nintedanib group had diarrhea

Flaherty KR, et al, N Engl J Med, 2019



INBUILD subgroup analysis
• Subgroup analysis of n=170 with fibrosing autoimmune 

disease ILD

Matteson EL, et al, Arthritis Rheumatol, 2022



Pirfenidone
• TRAIL1 trial (n=123): randomized 

placebo-controlled trial of 
patients with RA-ILD

• Goal enrollment n=270

• Primary outcome: decline in 
%FVC by 10% or more or death

• 11% vs. 15% (p=0.48)

• Pirfenidone group had slower 
decline in FVC

• Nausea in 53% of pirfenidone 
group

Solomon JJ, et al, Lancet Respir Med, 2023



Pirfenidone by RA-UIP pattern

Solomon JJ, et al, Lancet Respir Med, 2023



“Inflammatory” RA-ILD 

• “Holy grail”: single medication that treats both lungs and joints in RA

• Candidates
• Glucocorticoids
• Rituximab
• Abatacept
• Tocilizumab
• Mycophenolate
• Cyclophosphamide

• No controlled trial data

• TNF inhibitors
• England BR, et al, ACR 2023 abstract: No difference in respiratory hospitalization or mortality 

compared to non-TNFi bDMARD

• JAK inhibitors: little data on treatment



Immunosuppression in RA-ILD

• Multi-center retrospective study of RA-ILD patients treated with 
immunosuppressants (n=227)

Matson S, et al, Chest, 2022



Glucocorticoids

• Avoid use in UIP
• Very commonly needed for exacerbations
• Pneumocystis prophylaxis until <15mg of prednisone
• Toxicity and side effects need close monitoring

Doyle TJ, et al. Chest. 2017



PANTHER-IPF Trial

• IPF patients
• Three-armed RCT

• Combination therapy: prednisone, azathioprine, and N-acetyl-cysteine
• N-acetyl-cysteine alone
• Placebo

• Combination therapy had increased death and hospitalization 
compared to placebo

• Avoid prednisone and azathioprine in fibrotic ILDs

Ganesh R, et al. N Engl J Med. 2012



Mycophenolate mofetil

• Good evidence of efficacy in IPF
• Relatively poor efficacy for articular manifestations

• May need other DMARDs in combination
• Use in patients with lung-predominant RA-ILD
• Consider mycophenolic acid for patients with GI issues or 

tolerability concerns
• May need to titrate up on the dose

Tzouvelekis A, et al. Pulm Med. 2012
Fischer A, et al. J Rheumatol. 2013

Tashkin DP, et al. Lancet Respir Med. 2016 



Rituximab

• Observational studies suggest benefit in RA-ILD progression 
compared to other DMARDs

• Potential benefit in RA-bronchiectasis for prevention of 
exacerbations

• Anecdotal reports of benefits in pleural involvement

Md Yusof MY, et al, Rheumatology, 2017
Druce KL, et al, RMD Open, 2017



Cyclophosphamide

• Consider in severe forms of RA-ILD
• Safety concerns limit use

• Calcineurin inhibitors considered for refractory cases
• Tacrolimus
• Cyclosporine

Volkmann ER, et al. Ann Rheum Dis. 2019
Schupp JC, et al. Respiration. 2016



Tocilizumab

• FDA approval for SSc-related ILD
• Unclear if there may be similar efficacy in RA-ILD
• In RA-ILD, may be a reasonable option for joint predominant 

clinical course in patients with concurrent RA-ILD

Khanna D, et al. Lancet. 2016
Saper VE, et al. Ann Rheum Dis. 2019
Manfredi A, et al. Intern Med J. 2019



Abatacept

• Conflicting evidence, emerging as a potential therapy
• More COPD exacerbations in RA clinical trials
• Observational studies similar to other biologic DMARDs

• Single arm trial in RA-ILD suggests efficacy

Kang EH, et al, Semin Arthritis Rheum, 2020
Fernandez-Diaz C, et al, Semin Arthritis Rheum. 2018



Conclusions

• “Respiratory burden of RA”: high morbidity and mortality
• Heterogeneity of RA-ILD subtypes

• UIP most common
• NSIP common

• Many rheumatologic medications are important in management of 
these diseases

• Interdisciplinary approach is key to management
• Progress being made in identifying risk factors for RA-ILD



Thank you!
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