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Does a window of opportunity for rheumatoid arthritis-associated 
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A B S T R A C T   

Rheumatoid arthritis (RA) is an autoimmune disease characterized by chronic inflammatory synovitis, eventually 
leading to joint destruction. Remarkable advancements in the emergence of molecular targeted therapies and the 
treatment strategy based on treat-to-target have made it possible for patients to lead their daily lives without 
disabilities. Specifically, early diagnosis and appropriate treatment without missing a ‘window of opportunity’ 
are crucial for improving joint outcomes. On the other hand, interstitial lung disease (ILD) is an extra-articular 
complication of RA and has an impact on life prognosis. Importantly, it has become evident that achieving 
remission of arthritis is critical not only for joint outcomes but also to prevent the irreversible progression of 
pulmonary fibrosis in RA-ILD. Therefore, a ‘window of opportunity’ may exist not only for joints but also for RA- 
ILD. However, within RA-ILD, there are cases that progress from an NSIP pattern or airway involvement to a UIP 
pattern, while there are cases without progression, suggesting that their disease behavior may be diverse. Thus, 
accumulating evidence is necessary to accurately determine the disease behavior of RA-ILD. This review provides 
an overview of clinical and radiological features and treatment strategies for RA-ILD, incorporating the latest 
findings.   

1. Introduction 

Rheumatoid arthritis (RA) is a representative autoimmune disease 
characterized by progressive joint destruction, with a prevalence of 
approximately 1.0% in developed countries [1,2]. It has been significant 
advancements in drugs and therapeutic strategies for RA in recent years. 
Alongside conventional synthetic disease-modifying anti-rheumatic 
drugs (csDMARDs) like methotrexate, molecular targeted therapies such 
as biologics and a Janus kinase (JAK) inhibitors have become available 
[3]. It has become evident that joint deformation due to joint destruction 
progresses most rapidly within the first two years of onset. During this 
‘window of opportunity,’ appropriate therapeutic interventions can 
improve joint prognosis [4]. Consequently, the concept of early diag-
nosis, early treatment, and tight control in line with clear treatment 
goals has been established as a treatment strategy for RA [3]. 

On the other hand, when interstitial lung disease (ILD) complicates 
RA as an extra-articular manifestation, it has a significant impact on life 
prognosis. In fact, the survival rate for RA-ILD has been reported to be as 
low as that of idiopathic pulmonary fibrosis [5,6], underscoring the 

importance of establishing specialized treatment strategies for RA-ILD to 
improve life prognosis. In this review, we propose the concept that a 
‘window of opportunity’ for RA-ILD may also exist, emphasizing the 
importance of early diagnosis and stabilization of arthritis activity to 
prevent irreversible pulmonary fibrosis. Furthermore, the course of RA- 
ILD may be diverse, and identifying factors to predict the disease 
behavior of RA-ILD and clarify which cases have a ‘window of oppor-
tunity’ is an important future challenge. We provide an overview of 
clinical and radiological characteristics, monitoring, and treatment for 
RA-ILD, taking into account the latest findings. 

2. Relationship between imaging findings and clinical features 
in RA-ILD 

The frequency of ILD in RA patients is generally reported to be 
around 10% to 20% [7,8]. ILD can show various clinical onset, including 
ILD-preceding pattern prior to RA onset, concurrent ILD pattern with the 
RA onset, or newly emergent ILD pattern during RA course [9,10]. Risk 
factors for ILD development include older age, male gender, smoking 
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history, poorly controlled arthritis activity, and high levels of rheuma-
toid factor (RF) and anti-citrullinated protein (CCP) antibodies [10–12]. 

High-resolution computed tomography (HRCT) is essential not only 
for assessing the imaging patterns and extent of ILD lesions but also for 
excluding infections and lung cancer. RA-ILD presents various subtypes 
in the patterns of imaging findings on HRCT. Usual interstitial pneu-
monia (UIP) pattern accounts for over half of RA-ILD patients and is the 
most frequently observed imaging pattern, followed by non-specific 
interstitial pneumonia (NSIP) pattern [13]. Of note, unclassifiable 
pattern other than UIP, NSIP, and organizing pneumonia (OP) is also 
characteristic in RA-ILD, observed in approximately 6% of cases [14]. 

There has been little discussion to date on whether this pattern 
classification truly reflects the pathophysiology and disease stages of 
RA-ILD. We observed that these imaging patterns may potentially reflect 
the disease stages of RA-ILD [10]. Specifically, some cases with RA-ILD 
initially exhibit an NSIP pattern, transformed into a UIP-like pattern as 
the disease stage progressed, and ultimately evolved into a UIP pattern 
(Fig. 1). In addition, the frequent occurrence of airway involvement is a 
characteristic feature of RA-ILD on imaging, with particular emphasis on 
small airway lesions. Importantly, as small airway lesions progressed, 
structural damage to the lung tissue also advanced, ultimately tran-
sitioning into a UIP pattern (Fig. 2). Therefore, a UIP pattern may 
represent the most advanced stage of RA-ILD on imaging, comprising 
two components in its development: i) interstitial inflammation 
observed in an NSIP pattern and ii) small airway inflammation observed 
in bronchiolitis (Fig. 3). This progression of imaging-based disease 
stages in RA-ILD can be closely related to the stages of joint destruction 
(Fig. 1), indicating that inadequate control of arthritis may lead to both 
irreversible joint damage and pulmonary fibrosis. In fact, recent 
research has shown that achieving remission of arthritis can reduce the 
risk of the development and progression of RA-ILD itself [12,15]. 
Therefore, early stages of RA-ILD on HRCT patterns such as an NSIP 
pattern and small airway lesions may be a `window of opportunity’ for 
intervention to prevent the irreversible progressive pulmonary fibrosis 
(Fig. 3). However, we should also note that while there are some cases 
with progression from a NSIP pattern or small airway involvement to a 
UIP pattern, some cases without progression also exist. In addition, there 
are some UIP cases without NSIP. Therefore, one of the crucial issues in 
the diagnosis and treatment of RA-ILD is elucidating the ‘disease 
behavior’ of RA-ILD that requires the accumulation of sufficient evi-
dence for future resolution. 

The progression of RA-ILD based on the HRCT findings described 

above likely involves pathophysiologically driven overformation of 
bronchus-associated lymphoid tissue (BALT). BALT is inconspicuous in 
normal lungs, whereas BALT is particularly prominent in peripheral 
bronchial regions of RA-ILD [10,16–19]. BALT in RA-ILD consists of T 
cells, B cells, and follicular dendritic cells, and generates various cyto-
kines, chemokines, and even RF and anti-CCP antibodies, contributing to 
local tissue damage in peripheral bronchial regions [10,18,19]. 
Furthermore, although the mechanism remains unclear, RA-ILD exhibits 
localized upregulation of the JAK-STAT pathway in the affected areas 
compared to idiopathic pulmonary fibrosis [20]. It has been previously 
reported that T peripheral helper (Tph) cells induced by type I in-
terferons are increased in RA-ILD lesions, suggesting a potential 
contribution of type I interferons to the upregulation of the JAK-STAT 
pathway [21–23]. It is believed that in the early stages, these inflam-
mation and cellular infiltration within the bronchioles and alveoli wall 
progressively disrupt the alveolar structure, ultimately leading to the 
formation of cysts in the end-stage (Fig. 3). 

When presenting with UIP or NSIP patterns on HRCT, patients are 
often asymptomatic but develop symptoms such as dry cough and ex-
ertional dyspnea as the disease progresses. Conversely, cases exhibiting 
an OP pattern often show a good response to moderate-dose glucocor-
ticoid treatment, with complete resolution of imaging shadows, and tend 
to have a higher risk of relapse [24] (Fig. 4). Therefore, it is important to 
differentiate the pathophysiological and clinical characteristics between 
cases of RA-ILD presenting with UIP or NSIP patterns and those pre-
senting with an OP pattern. Interestingly, serum concentrations of 
interferon-α, interleukin (IL)-1β, IL-6, IL-8, and interferon-γ-inducible 
protein 10 showed a significant correlation with the onset of OP pattern 
[25]. 

3. Prognosis of RA-ILD 

Early detection and assessment of RA-ILD are crucial for initiating 
appropriate treatment and improving prognosis. Recent studies have 
shown that delays in the diagnosis of RA-ILD are associated with 
increased mortality rates [26]. Patients with RA-ILD have been reported 
to have a mortality risk approximately 2 to 3 times higher than RA pa-
tients without ILD [27]. When considering HRCT patterns, a UIP pattern 
is associated with poor prognosis [6]. In a multicenter, prospective RA 
cohort study, the risk of mortality was significantly associated with 
either uncontrolled disease activity (moderate/high DAS28-ESR) or 
forced vital capacity (FVC) impairment (<80% predicted) [28]. 

Fig. 1. Poor control of arthritis in RA can lead to progressive fibrosis of RA-ILD. 
A case of RA in which joint destruction progressed due to poorly controlled arthritis, resulting in progressive lung destruction from the NSIP pattern through the UIP- 
like pattern to ultimately develop into the UIP pattern. 
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Furthermore, individuals with both moderate/high disease activity and 
FVC <80% predicted had the highest mortality risk [28]. Additionally, 
an important prognostic factor in RA-ILD is the occurrence of acute 

exacerbations of ILD [29] (Fig. 5). Acute exacerbations of ILD pose a 
highly urgent condition that threatens life prognosis. We have reported 
that poorly controlled arthritis is a risk factor for causing acute 

Fig. 2. The destruction of lung structure due to RA bronchiolitis contributes to the formation of RA-ILD. 
A case of RA in which bronchiolitis contributes to peripheral ground glass opacities, peribronchial infiltrates, and destruction of lung parenchyma, leading to cysts of 
RA-ILD. 

Fig. 3. Window of opportunity in RA-ILD. 
In RA-ILD, early stages reveal NSIP pattern and bronchiolitis, with histologically noted lymphoid follicle formation, suggesting immunological involvement. This 
period is considered the ‘window of opportunity,’ during which achieving remission of arthritis through anti-inflammatory therapy can prevent progression to 
irreversible lung structural damage, such as the UIP pattern. 
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exacerbation of RA-ILD [30]. After acute exacerbation, the mortality risk 
is higher in severe cases with a baseline FVC of <60% or a P/F ratio of 
200 or less at the onset of acute exacerbation [31]. 

4. Monitoring and treatment of RA-ILD 

There was strong consensus for clinical symptoms, HRCT and pul-
monary function test (PFT) to monitor disease progression [32], but no 
established consensus on the frequency of HRCT and PFT follow-up for 
monitoring RA-ILD exists. Typically, PFT is conducted every 3 to 6 
months, and HRCT is performed annually, based on the clinical judg-
ment of the attending physicians [27]. It is important to note that in 
patients with muscle weakness, accurate measurements may be chal-
lenging in PFT, and in patients with concomitant emphysema, lung 
volume measurements may increase relative to the severity of RA-ILD. 
KL-6 is considered a useful serum biomarker reflecting the radio-
graphic extent and progression of RA-ILD. It also increases during the 
acute exacerbation of RA-ILD. Therefore, KL-6 holds potential utility as a 
serum biomarker for detection of disease severity and progression of RA- 
ILD [33–35]. 

There are no specialized treatment guidelines for RA-ILD. The four 

major causes of death in RA-ILD are reported to be acute exacerbation of 
ILD, respiratory failure due to progressive pulmonary fibrosis, malig-
nancies including lung cancer, and infectious pneumonia [10,13]. Pre-
vention and treatment of these conditions are particularly important for 
improving the prognosis of patients with RA-ILD. 

A monitoring and treatment strategy for RA-ILD is shown in Fig. 6. 
Firstly, achieving remission of arthritis or at least low disease activity is 
crucial not only for the joint prognosis but also for preventing the new 
development, progressive pulmonary fibrosis (PPF), and acute exacer-
bation of RA-ILD. However, it is often challenging to target remission of 
arthritis in RA-ILD. For example, RA-ILD patients are typically older, and 
many have impaired renal function, which may limit the use of meth-
otrexate. As a result, treatment options may be limited, and it may be 
necessary to use TNF inhibitors (golimumab, certolizumab, or ozor-
alizumab) or non-TNF inhibitors (abatacept, tocilizumab, sarilumab, 
rituximab) or JAK inhibitors with proven efficacy even without con-
current use of methotrexate. Non-TNF inhibitors have been suggested to 
potentially reduce the risk of ILD progression, exacerbation, and mor-
tality compared to TNF inhibitors in RA-ILD patients [10,16,36,37]. 
Furthermore, recent reports suggest a reduced risk of RA-ILD develop-
ment when using JAK inhibitors compared to TNF inhibitors [36]. 

Fig. 4. HRCT findings of RA-OP. 
RA-OP has clinical characteristics distinct from RA-NSIP or RA-UIP. On HRCT images, RA-OP exhibits infiltrative shadows. As in the presented case, a favorable 
treatment response is achieved with moderate-dose prednisolone, resulting in the disappearance of infiltrative shadows. In this case, the addition of sarilumab during 
prednisolone tapering has also maintained good control of arthritis, and RA-OP has not relapsed. 

Fig. 5. HRCT findings of acute exacerbation of RA-ILD. 
A case of acute exacerbation of RA-ILD is presented. Poor control of arthritis preceded acute exacerbation of RA-ILD. On HRCT images, newly appeared ground glass 
opacities were acutely observed in RA-ILD with UIP-like pattern, bronchiolitis, and bronchiectasis. 
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Additionally, there is an increasing number of studies indicating stabi-
lization or improvement in RA-ILD with the use of JAK inhibitors 
[38–41]. However, placebo-controlled trials have not been yet 
conducted. 

In cases of acute exacerbations of RA-ILD, a potent induction therapy 
combining steroid pulse therapy, high-dose glucocorticoids, intravenous 
cyclophosphamide, or calcineurin inhibitors is required for life-saving 
purposes [10]. The effectiveness and safety of combination therapy 
using high-dose glucocorticoids and JAK inhibitors as a treatment for 
inducing remission in acute exacerbations of RA-ILD represent a future 
challenge. In any case, upon successful induction of remission, gluco-
corticoids are gradually tapered, and non-TNF inhibitors or JAK in-
hibitors are used to maintain arthritis remission. 

The efficacy of nintedanib, an anti-fibrotic agent, in PPF was 
demonstrated in a phase 3 trial (INBUILD trial) that included 89 RA-ILD 
patients [42,43]. Nintedanib is a low-molecular-weight tyrosine kinase 
inhibitor that occupies the adenosine 5′-triphosphate binding pocket in 
various receptors, including platelet-derived growth factor receptor α 
and β, fibroblast growth factor receptor 1, 2, 3, and vascular endothelial 
growth factor receptor. Nintedanib was shown to suppress the annual 
rate of decline in FVC and reduce the risk of acute exacerbation and 
mortality events. The results for FVC decline were consistent in a sub-
group analysis of RA-ILD patients, irrespective of baseline use of 
DMARDs and/or glucocorticoids. A sub-analysis in RA-ILD patients 
showed that it gradually demonstrated a suppression effect on the 
annual rate of decline in FVC compared to the placebo group, starting 
from six months after initiation of treatment, highlighting the impor-
tance of patient compliance for drug effectiveness. There is no estab-
lished consensus on when to introduce nintedanib in RA-ILD patients. 
Considering that pulmonary fibrosis is irreversible, introducing 

nintedanib as early as possible in RA-ILD may be crucial for improving 
respiratory function prognosis as a ‘window of opportunity’. 

Other strategies include smoking cessation, regular screening using 
HRCT to monitor for the presence of lung cancer, and considering 
vaccination against streptococcus pneumoniae, influenza virus, and 
COVID-19 to reduce the risk of severe infectious pneumonia. RA-ILD 
patients are typically older and use biologics or JAK inhibitors, mak-
ing appropriate prevention of pneumocystis pneumonia, such as with 
trimethoprim-sulfamethoxazole, essential. 

5. Conclusion 

RA-ILD is a significant extra-articular complication associated with 
the prognosis of RA patients. However, in cases of advanced age, renal 
impairment, or severe pulmonary dysfunction, the use of methotrexate 
can become challenging, leading to significant limitations in treatment. 
Nevertheless, previous reports have suggested that achieving remission 
of arthritis is also crucial to prevent the onset, chronic progression, and 
acute exacerbation of RA-ILD, making proper control of arthritis highly 
desirable. In addition, nintedanib, an anti-fibrotic agent, should be 
considered, as it can independently suppress the annual decline in FVC 
in RA-ILD patients, separate from anti-inflammatory therapy. A concept 
that a ‘window of opportunity’ of RA-ILD may exist suggests that early 
diagnosis and treatment initiation could potentially lead to improved 
prognosis for pulmonary involvement in some cases. In the future, a 
more detailed understanding of the pathophysiology and disease 
behavior of RA-ILD is expected to lead to the establishment of better 
treatment strategies and improvements in patient life prognosis. 

Fig. 6. Monitoring and treatment of RA-ILD. 
A conceptual diagram of monitoring and treatment strategies for RA-ILD is presented. Treatment for RA-ILD includes systemic anti-inflammatory therapy used for 
controlling arthritis, as well as anti-fibrotic therapy for PF-ILD pathology. Additionally, regular imaging assessments to evaluate the presence of lung cancer com-
plications and vaccination for infection prevention, along with prophylactic administration of ST agents, are also crucial. 
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[3] Smolen JS, Landewé RBM, Bergstra SA, Kerschbaumer A, Sepriano A, Aletaha D, 
et al. EULAR recommendations for the management of rheumatoid arthritis with 
synthetic and biological disease-modifying antirheumatic drugs: 2022 update. Ann. 
Rheum. Dis. 2023;82:3–18. 

[4] Quinn MA, Emery P. Window of opportunity in early rheumatoid arthritis: 
possibility of altering the disease process with early intervention. Clin. Exp. 
Rheumatol. 2003;21:S154–7. 

[5] Esposito AJ, Chu SG, Madan R, Doyle TJ, Dellaripa PF. Thoracic manifestations of 
rheumatoid arthritis. Clin. Chest Med. 2019;40:545–60. 

[6] Kim EJ, Elicker BM, Maldonado F, Webb WR, Ryu JH, Van Uden JH, et al. Usual 
interstitial pneumonia in rheumatoid arthritis-associated interstitial lung disease. 
Eur. Respir. J. 2010;35:1322–8. 

[7] Izuka S, Yamashita H, Iba A, Takahashi Y, Kaneko H. Acute exacerbation of 
rheumatoid arthritis-associated interstitial lung disease: clinical features and 
prognosis. Rheumatology (Oxford) 2021;60:2348–54. 

[8] Kakutani T, Hashimoto A, Tominaga A, Kodama K, Nogi S, Tsuno H, et al. Related 
factors, increased mortality and causes of death in patients with rheumatoid 
arthritis-associated interstitial lung disease. Mod. Rheumatol. 2020;30:458–64. 

[9] McDermott GC, Doyle TJ, Sparks JA. Interstitial lung disease throughout the 
rheumatoid arthritis disease course. Curr. Opin. Rheumatol. 2021;33:284–91. 

[10] Akiyama M, Kaneko Y. Pathogenesis, clinical features, and treatment strategy for 
rheumatoid arthritis-associated interstitial lung disease. Autoimmun. Rev. 2022; 
21:103056. 

[11] Wang D, Zhang J, Lau J, Wang S, Taneja V, Matteson EL, et al. Mechanisms of lung 
disease development in rheumatoid arthritis. Nat. Rev. Rheumatol. 2019;15: 
581–96. 

[12] Sparks JA, He X, Huang J, Fletcher EA, Zaccardelli A, Friedlander HM, et al. 
Rheumatoid arthritis disease activity predicting incident clinically apparent 
rheumatoid arthritis-associated interstitial lung disease: a prospective cohort 
study. Arthritis Rheum. 2019;71:1472–82. 

[13] Yamakawa H, Ogura T, Kameda H, Kishaba H, Iwasawa T, Takemura T, et al. 
Decision-making strategy for the treatment of rheumatoid arthritis-associated 
interstitial lung disease (RA-ILD). J. Clin. Med. 2021;10:3806. 

[14] Juge PA, Crestani B, Dieude P. Recent advances in rheumatoid arthritis-associated 
interstitial lung disease. Curr. Opin. Pulm. Med. 2020;26:477–86. 

[15] Mena-Vázquez N, Godoy-Navarrete FJ, Manrique-Arija S, Aguilar-Hurtado MC, 
Romero-Barco CM, Ureña-Garnica I, et al. Non-anti-TNF biologic agents are 
associated with slower worsening of interstitial lung disease secondary to 
rheumatoid arthritis. Clin. Rheumatol. 2021;40:133–42. 

[16] Sato A, Hayakawa H, Uchiyama H, Chida K. Cellular distribution of bronchus- 
associated lymphoid tissue in rheumatoid arthritis. Am. J. Respir. Crit. Care Med. 
1996;154:1903–7. 

[17] Nagasawa Y, Takada T, Shimizu T, Narita J, Moriyama H, Terada M, et al. 
Inflammatory cells in lung disease associated with rheumatoid arthritis. Intern. 
Med. 2009;48:1209–17. 

[18] Rangel-Moreno J, Hartson L, Navarro C, Gaxiola M, Selman M, Randall TD. 
Inducible bronchus-associated lymphoid tissue (iBALT) in patients with pulmonary 
complications of rheumatoid arthritis. J. Clin. Invest. 2006;116:3183–94. 

[19] Demoruelle MK, Deane KD, Holers VM. When and where does inflammation begin 
in rheumatoid arthritis? Curr. Opin. Rheumatol. 2014;26:64–71. 

[20] Wang S, et al. Canonical and noncanonical regulatory roles for JAK2 in the 
pathogenesis of rheumatoid arthritis-associated interstitial lung disease and 
idiopathic pulmonary fibrosis. FASEB J. 2022;36:e22336. 

[21] Akiyama M, Alshehri W, Yoshimoto K, Kaneko Y. T follicular helper cells and T 
peripheral helper cells in rheumatic and musculoskeletal diseases. Ann. Rheum. 
Dis. 2023 Jul 6. https://doi.org/10.1136/ard-2023-224225. ard-2023-224225. 
Online ahead of print. 

[22] Nakazawa M, Suzuki K, Takeshita M, Inamo J, Kamata H, Ishii M, et al. Distinct 
expression of Coinhibitory molecules on alveolar T cells in patients with 
rheumatoid arthritis-associated and idiopathic inflammatory myopathy-associated 
interstitial lung disease. Arthritis Rheum. 2021;73:576–86. 

[23] Tanemura S, Seki N, Tsujimoto H, Saito S, Kikuchi J, Sugahara K, et al. Role of 
interferons (IFNs) in the differentiation of T peripheral helper (Tph) cells. Int. 
Immunol. 2022;34:533–44. 

[24] Okada H, et al. Clinical features of organizing pneumonia associated with 
rheumatoid arthritis. Mod. Rheumatol. 2016;26:863–8. 

[25] Kawasumi H, Gono T, Tanaka E, et al. Clinical characteristics and cytokine profiles 
of organizing pneumonia in patients with rheumatoid arthritis treated with or 
without biologics. J. Rheumatol. 2016;43:738–44. 

[26] Cano-Jiménez E, Vázquez Rodríguez T, Martín-Robles I, et al. Diagnostic delay of 
associated interstitial lung disease increases mortality in rheumatoid arthritis. Sci. 
Rep. 2021;11:9184. 

[27] Koduri G, Solomon JJ. Identification, monitoring and management of rheumatoid 
arthritis-associated interstitial lung disease. Arthritis Rheum. 2023 Jul 3. https:// 
doi.org/10.1002/art.42640 [Online ahead of print]. 

[28] Brooks R, Baker JF, Yang Y, et al. The impact of disease severity measures on 
survival in U.S. veterans with rheumatoid arthritis-associated interstitial lung 
disease. Rheumatology (Oxford) 2022;61:4667–77. 

[29] Hozumi H, Nakamura Y, Johkoh T, et al. Acute exacerbation in rheumatoid 
arthritis-associated interstitial lung disease: a retrospective case control study. BMJ 
Open 2013;3:e003132. 

[30] Akiyama M, Kaneko Y, Yamaoka K, et al. Association of disease activity with acute 
exacerbation of interstitial lung disease during tocilizumab treatment in patients 
with rheumatoid arthritis: a retrospective, case-control study. Rheumatol. Int. 
2016;36:881–9. 

[31] Hozumi H, Kono M, Hasegawa H, et al. Acute exacerbation of rheumatoid arthritis- 
associated interstitial lung disease: mortality and its prediction model. Respir. Res. 
2022;23:57. 

[32] Raghu G, Remy-Jardin M, Richeldi L, et al. Idiopathic pulmonary fibrosis (an 
update) and progressive pulmonary fibrosis in adults: an official ATS/ERS/JRS/ 
ALAT clinical practice guideline. Am. J. Respir. Crit. Care Med. 2022;205:e18–47. 

[33] Avouac J, Cauvet A, Steelandt A, et al. Improving risk-stratification of rheumatoid 
arthritis patients for interstitial lung disease. PLoS One 2020;15:e0232978. 

[34] Makino H, Kotani T, Hata K, et al. Prognostic factors affecting respiratory-related 
death in patients with rheumatoid arthritis complicated by interstitial lung disease: 
an ANSWER cohort study. Mod. Rheumatol. 2023;33:928–35. 

[35] Tanaka N, Nishimura K, Waki D, et al. Annual variation rate of KL-6 for predicting 
acute exacerbation in patients with rheumatoid arthritis-associated interstitial lung 
disease. Mod. Rheumatol. 2021;31:1100–6. 

[36] Vicente-Rabaneda EF, Atienza-Mateo B, Blanco R, et al. Efficacy and safety of 
abatacept in interstitial lung disease of rheumatoid arthritis: a systematic literature 
review. Autoimmun. Rev. 2021;20:102830. 

[37] Manfredi A, Cassone G, Furini F, et al. Tocilizumab therapy in rheumatoid arthritis 
with interstitial lung disease: a multicentre retrospective study. Intern. Med. J. 
2020;50:1085–90. 

[38] Baker MC, Liu Y, Lu R, et al. Incidence of interstitial lung disease in patients with 
rheumatoid arthritis treated with biologic and targeted synthetic disease- 
modifying antirheumatic drugs. JAMA Netw. Open 2023;6:e233640. 

[39] Tardella M, Di Carlo M, Carotti M, et al. A retrospective study of the efficacy of JAK 
inhibitors or abatacept on rheumatoid arthritis-interstitial lung disease. 
Inflammopharmacology 2022;30:705–12. 

[40] Venerito V, Manfredi A, Carletto A, et al. Evolution of rheumatoid-arthritis- 
associated interstitial lung disease in patients treated with JAK inhibitors: a 
retrospective exploratory study. J. Clin. Med. 2023;12:957. 

[41] Wang S, Li Y, Tang Y, et al. A prospective observational cohort study of the efficacy 
of tofacitinib plus iguratimod on rheumatoid arthritis with usual interstitial 
pneumonia. Front. Immunol. 2023;14:1215450. 

[42] Matteson EL, Kelly C, Distler JHW, et al. Nintedanib in patients with autoimmune 
disease-related progressive fibrosing interstitial lung diseases: subgroup analysis of 
the INBUILD trial. Arthritis Rheum. 2022;74:1039–47. 

[43] Matteson EL, Aringer M, Burmester GR, et al. Effect of nintedanib in patients with 
progressive pulmonary fibrosis associated with rheumatoid arthritis: data from the 
INBUILD trial. Clin. Rheumatol. 2023;42:2311–9. 

M. Akiyama et al.                                                                                                                                                                                                                              

http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0005
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0005
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0010
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0010
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0015
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0015
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0015
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0015
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0020
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0020
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0020
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0025
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0025
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0030
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0030
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0030
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0035
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0035
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0035
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0040
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0040
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0040
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0045
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0045
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0050
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0050
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0050
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0055
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0055
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0055
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0060
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0060
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0060
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0060
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0065
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0065
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0065
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0070
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0070
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0075
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0075
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0075
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0075
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0080
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0080
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0080
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0085
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0085
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0085
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0090
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0090
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0090
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0095
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0095
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0100
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0100
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0100
https://doi.org/10.1136/ard-2023-224225
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0110
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0110
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0110
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0110
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0115
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0115
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0115
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0120
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0120
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0125
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0125
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0125
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0130
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0130
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0130
https://doi.org/10.1002/art.42640
https://doi.org/10.1002/art.42640
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0140
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0140
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0140
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0145
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0145
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0145
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0150
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0150
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0150
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0150
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0155
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0155
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0155
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0160
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0160
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0160
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0165
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0165
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0170
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0170
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0170
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0175
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0175
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0175
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0180
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0180
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0180
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0185
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0185
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0185
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0190
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0190
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0190
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0195
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0195
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0195
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0200
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0200
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0200
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0205
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0205
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0205
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0210
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0210
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0210
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0215
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0215
http://refhub.elsevier.com/S1568-9972(23)00235-5/rf0215

	Does a window of opportunity for rheumatoid arthritis-associated interstitial lung disease exist?
	1 Introduction
	2 Relationship between imaging findings and clinical features in RA-ILD
	3 Prognosis of RA-ILD
	4 Monitoring and treatment of RA-ILD
	5 Conclusion
	Funding
	Declaration of Competing Interest
	Data availability
	References


