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Pulmonary Abnormalities in Patients with Early and
Longstanding Rheumatoid Arthritis

To the Editor:

We read with interest the article by Mori, et al regarding the pulmonary
abnormalities in patients with early and longstanding rheumatoid arthritis
(RA)1. We would like to add some new data on this subject. The authors
reported no significant differences on imaging abnormalities in the lung
between patients with early and longstanding RA. The question arises, how
do the authors explain these findings? The prevalence and the severity of
lung involvement in patients with RA are related to disease severity, to
extraarticular manifestations, to extent of joint and bone damage, and to
disease duration2,3. None of these measures are examined and discussed
appropriately by the authors. Other factors that may influence lung involve-
ment in patients with RA are smoking and the use of disease modifying
antirheumatic drugs (DMARD)4-6. Although the investigators excluded
patients treated with methotrexate (MTX) and with anticytokine agents,
another question is what kind of DMARD did they use to treat their
patients, because gold salts, D-penicillamine, and others may cause lung
abnormalities4-6. The third point is that no control group was included in
their study (healthy nonsmokers). Our group investigated the pulmonary
abnormalities in patients with early RA using high resolution computed
tomography (HRCT)7. For this reason 43 patients with early RA were
included. All patients had disease duration < 1 year without prior use of
DMARD or steroids. Disease activity was assessed using the 28-joint
Disease Activity Score (DAS-28). Hand and wrist radiographs were evalu-
ated using Larsen’s criteria. In addition, plain chest radiographs were per-
formed in all patients, while pulmonary function tests (PFT) were evaluat-
ed in 32 patients. Finally, 18 healthy nonsmoking volunteers were used as
a control group. HRCT revealed air-trapping in 69%, bronchiectasis in
58%, bronchial wall thickening in 52%, and ground-glass opacities in 35%
of the patients. Chest radiograph was abnormal in 1 patient, revealing a sin-
gle pulmonary nodule. However, from all these abnormalities, ground-
glass opacities were seen exclusively in early RA. All the other abnormal-
ities were found in the control group at the same frequency as in the
patients. DAS-28, PFT, and the Larsen score showed no significant corre-
lations with either each HRCT sign score separately or the total score7.

We feel that the data presented by Mori, et al should be interpreted cau-
tiously. It seems that pulmonary involvement is frequent in patients with

RA, but many factors may influence it, such as smoking, the use of
DMARD, longstanding disease, and others. Thus, to investigate whether
pulmonary abnormalities in patients with RA are related to disease activi-
ty itself, a prospective, well controlled longitudinal study is required,
which is now in progress by our group.
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