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Abstract 

Background: Anti-neutrophil cytoplasmic antibody (ANCA)-associated vasculitis (AAV) may coexist with rheumatoid 
arthritis (RA). However, it is unclear whether the manifestations of AAV with and without coexisting RA are similar. This 
observational study aimed to investigate the clinicopathological manifestations of AAV with coexisting RA and to 
explore potential predictors for identifying AAV superimposed on RA.

Methods: Patients with both AAV and RA were identified by searching our hospital database and the literature. Data 
including age, sex, clinical manifestation, laboratory tests, renal pathology, and therapeutic regimens were retrieved. 
To assess the difference in clinical features and renal pathology between AAV patients with and without RA, we con-
ducted 1:4 matched case-control studies.

Results: A total of 47 patients were identified, 15 from our hospital and 32 from the literature, and 33 (70.2%) were 
women. AAV was diagnosed later than RA in 83.0% of the patients and manifested as microscopic polyangiitis (MPA) 
in 78.7% of the patients. The kidney was the most frequently involved extra-articular organ (74.5%), followed by the 
lung (51.1%), and skin (8.5%). Patients with both AAV and RA were more likely to be asymptomatic (26.7% vs 3.3%, 
p = 0.013) than those with isolated AAV. However, they did not differ in other clinicopathological features. In RA 
patients, those with ANCA associated glomerulonephritis, were more likely to have decreased renal function at renal 
biopsy as opposed to those with primary glomerulonephritis.

Conclusions: AAV can coexist with RA. In this coexistence, AAV usually develops after RA, is more likely to be asymp-
tomatic, and manifests predominately as MPA with renal involvement. Thus, we should remain vigilant to superim-
posed AAV on RA.
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Key points

• RA patients may have a greater tendency to develop 
AAV

• AAV superimposed on RA may be asymptomatic 
with elevated serum creatinine.

Background
Anti-neutrophil cytoplasmic antibody (ANCA) -associ-
ated vasculitis (AAV) is a group of small vessel vasculitis 
including microscopic polyangiitis (MPA), granuloma-
tosis with polyangiitis (GPA), and eosinophilic granu-
lomatosis with polyangiitis. It can cause severe damage 
to organs, especially kidneys. Early diagnosis of AAV is 
essential for the preservation of organ function [1]. It has 
been reported that AAV may coexist with rheumatoid 
arthritis (RA) [2]. ANCA-associated glomerulonephritis 
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patients with RA appear to have smoldering clinical fea-
tures and may result in late referral from rheumatologists 
to nephrologists and therefore have a poor prognosis 
[3]. However, research on patients with the coexistence 
of AAV and RA is limited, and most studies are case 
reports. It is unclear whether there are any differences 
between AAV with and without coexisting RA. We there-
fore reviewed cases with these coexisting diseases in our 
hospital and in the literature, and summarized the clini-
cal manifestations in these patients. We also attempted 
to identify the clinicopathological characteristics of AAV 
patients superimposed on RA by comparing them to 
those with AAV without RA. In consideration of the poor 
prognosis of AAV-associated glomerulonephritis, we 
analyzed the risk factors for AAV renal involvement in 
RA patients by renal biopsy in our center to timely iden-
tify these patients.

Methods
Study subjects
Patients with both AAV and RA in the Peking Union 
Medical College Hospital from January 2000 to Decem-
ber 2018 were included in this study. AAV was diagnosed 
based on the criteria proposed by the Chapel Hill Con-
ference [4]. The diagnosis of RA complied with the 2010 
ACR/EULAR RA classification criteria [5]. Cases before 
2010 were reassessed and re-diagnosed. We also searched 
for cases of both AAV and RA published in English or 
Chinese between January 2000 and December 2018 in 
MEDLINE, EMBASE, and Chinese databases includ-
ing China National Knowledge Infrastructure, Wan-
fang Database, and VIP Database. The keyword for RA 
was “rheumatoid arthritis”. The keywords for AAV were 
“anti-neutrophil cytoplasmic antibody associated vascu-
litis”, “anti-neutrophil cytoplasmic antibody associated 
nephritis”, “anti-neutrophil cytoplasmic antibody”, “small 
vessel vasculitis”, “rapidly progressive glomerulonephri-
tis”, “microscopic polyangiitis”, “granulomatosis with 
polyangiitis”, “Wegener’s granulomatosis”, “Churg-Strauss 
syndrome”, “eosinophilic granulomatosis with polyangii-
tis” and “allergic granulomatous angiitis” (Supplementary 
Fig. 1). We excluded patients exposed to potential AAV-
inducing drugs such as tumor necrosis factor-α inhibi-
tors, penicillamine, and propylthiouracil [6].

Study design
We pooled all the patients from our center and the lit-
erature to demonstrate the clinical manifestations of 
AAV coexisting with RA. In order to assess clinical fea-
tures and renal pathology of AAV coexisting with RA, 
we 1:4 matched patients with both AAV and RA in our 
center with those having isolated AAV by sex, age, AAV 
subtypes, and presence of renal involvement and renal 

pathology. We then evaluated the association between 
RA and ANCA-associated glomerulonephritis in renal-
biopsied patients in our hospital. In order to identify 
potential predictors for ANCA-associated glomerulone-
phritis in RA patients, we compared the clinical features 
between renal-biopsied RA patients with ANCA-associ-
ated glomerulonephritis and primary glomerulonephritis.

Data on sex, age, serology, clinical manifestation, inter-
val between diagnosis of RA and AAV, renal pathology, 
and therapeutic regimens, if applicable, were collected 
retrospectively from medical records or the literature. 
Tubulointerstitial chronic index, assessed by the percent-
age of tubular atrophy and interstitial fibrosis in the total 
area of the cortical tubulointerstitium was classified into 
four grades:1: ≤25%, 2: 26–50%, 3: 51–75%, and 4: >75%. 
Histopathology of ANCA associated glomerulonephritis 
was re-classified according to the criteria proposed in 
2010 [7].

Statistical analysis
Continuous variables are presented as mean ± standard 
deviation or median (interquartile range) and compared 
using the Student t-test or Mann-Whitney U test as 
appropriate. Categorical variables are presented as n (%) 
and compared using the chi-square test or Fisher’s exact 
test. Logistic regression was employed to assess the asso-
ciation between RA and ANCA associated glomerulone-
phritis in renal-biopsied patients by adjusting for sex and 
age. All statistical tests were 2-sided, with significance 
defined as p < 0.05. All statistical analyses were performed 
using the SPSS 23.0 (IBM).

Results
Clinical features of AAV coexisting with RA
Patients with both AAV and RA in our center
In total, 15 patients with both AAV and RA were iden-
tified in our center (Table 1). Of these patients, all were 
categorized as MPA, 9 (60.0%) were women, and 9 
(60.0%) had renal pathology and were diagnosed with 
ANCA associated glomerulonephritis. MPA was diag-
nosed 5.0 (2.0–20.0) years later than RA. At diagnosis 
of MPA, the patients were on average 54 ± 17 years old 
and the kidney (86.7%) was most frequently involved, 
followed by the lung (53.3%). Kidney involvement mani-
fested as elevated serum creatinine (80.0%), proteinuria 
(86.7%), and hematuria (86.7%). All patients received glu-
cocorticoids and 14 (93.3%) cases received immunosup-
pressants, cyclophosphamide in 13 and mycophenolate 
mofetil in one, to treat AAV. During a median follow-up 
of 12 (1–60) months, 4 of 14 patients progressed to end-
stage renal disease (ESRD) and 2 died due to rupture of 
an abdominal aortic aneurysm and pulmonary infection, 
respectively.
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Table 1 Clinical characteristics of patients with AAV and coexisting RA

Abbreviations:ANCA anti-neutrophil cytoplasmic antibody, AAV ANCA-associated vasculitis, RA rheumatoid arthritis
a One patient in our center was both myeloperoxidase -ANCA and proteinase 3-ANCA positive

Cases from the literature had missing data related to some parameters. For a parameter with missing data, we gave a specific number of participants with data on this 
parameter

Characteristics Our center (n = 15) Literature (n = 32) Total
(n = 47)

Female 9 (60.0%) 24 (75.0%) 33 (70.2%)

Age at diagnosis of AAV (ys) 54 ± 17 50 ± 15 51 ± 15

ANCA serologya

 P-ANCA or myeloperoxidase -ANCA 14 (93.3%) 24 (75%) 38 (80.9%)

 C-ANCA or proteinase 3-ANCA 2 (13.3%) 6 (18.8%) 8 (17.0%)

 negative 0 (0.0%) 2 (6.3%) 2 (4.3%)

Vasculitis diagnosis
 Microscopic Polyangiitis 15 (100.0%) 22 (68.8%) 37 (78.7%)

 Granulomatosis with polyangiitis 0 (0.0%) 10 (31.3%) 10 (21.3%)

Chronological order of diseases
 Rheumatoid arthritis first 13 (86.7%) 26 (81.3%) 39 (83.0%)

 ANCA associated vasculitis first 0 (0.0%) 4 (12.5%) 4 (8.5%)

 Contemporaneous 2 (13.3%) 2 (6.3%) 4 (8.5%)

Interval between diagnosis of RA and AAV (ys) 5.0 (2.0–20.0) 6.5 (1.6–12.0) 5.0 (2.0–12.0)

Organs involved
 Kidney 13 (86.7%) 22 (68.8%) 35(74.5%)

 Lung 8 (53.3%) 16 (50.0%) 24(51.1%)

 Skin 1 (6.7%) 3 (9.4%) 4(8.5%)

 Nose 0 (0.0%) 2 (6.3%) 2(4.3%)

 Nervous system 1 (6.7%) 0 (0.0%) 1 (2.1%)

Renal manifestations
n = 15 n = 19 n = 34

 Serum creatinine (umol/L) 164 (106–471) 292 (148–352) 282(132–379)

n = 15 n = 17 n = 32
 24-h urine protein(g/d) 1.56(0.38–4.79) 0.94 (0.50–3.10) 1.25(0.50–3.40)

n = 15 n = 32 n = 47
 Rapidly progressive glomerulonephritis 2(13.3%) 4(12.5%) 6(12.8%)

Therapy for RA n = 12 n = 29 n = 41
 Gold compounds 1 (8.3%) 5 (17.2%) 6(15.6%)

 Methotrexate 1 (8.3%) 10(34.5%) 11(26.8%)

 Leflunomide 4 (33.3%) 2(6.9%) 6(14.6%)

Therapy for AAV n = 15 n = 31 n = 46
 Glucocorticoid 1 (6.7%) 4 (12.9%) 5(10.9%)

 Glucocorticoid plus cyclophosphamide 13 (86.7%) 16 (51.6%) 29(63.0%)

 Glucocorticoid plus other immunosuppressants 1 (6.7%) 9 (29.0%) 10(21.7%)

 None 0 (0.0%) 2 (6.5%) 2(4.3%)

Prognosis n = 14 N = 31 n = 45
 Improved 8 (57.1%) 22 (71.0%) 30(66.7%)

 End Stage Renal Failure 4 (28.6%) 7 (22.6%) 11(24.4%)

 Death 2 (14.3%) 2 (6.5%) 4(8.9%)
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Patients with both AAV and RA from our center 
and the literature
We further identified 32 cases with both AAV and RA 
from the literature (Table  1). Patients with suspected 
drug-induced AAV were excluded. We pooled these 
cases with those from our center [3, 8–24]. The pooled 
47 patients were aged 51 ± 15 years at diagnosis of AAV 
and 33 (70.2%) were women. AAV was diagnosed before, 
at the same time, and after the diagnosis of RA in 4 
(8.5%), 4 (8.5%), and 39 (83.0%) cases, respectively. Of 
these patients, 37 (78.7%) were categorized as MPA and 
10 (21.3%) as GPA. The kidney was the most frequently 
involved extra-articular organ, followed by the lung and 
skin. Renal involvement manifested as hematuria, mod-
erate proteinuria and renal insufficiency. At diagnosis of 
AAV, the patients with renal involvement had a median 
creatinine level of 282 (132–379) μmol/L. Glucocorti-
coids with or without immunosuppressants were pre-
scribed to treat AAV in 95.7% of patients. Glucocorticoid 
plus cyclophosphamide was the first-choice regimen 
(63.0%), followed by glucocorticoid plus other immuno-
suppressants (21.7%), and glucocorticoid alone (10.9%). 
In our center, cyclophosphamide was given intravenously 
at a dose of 0.4–0.6 g per week during hospitalization 
and then orally after discharge. However, in the litera-
ture, cyclophosphamide was given orally, intravenously, 
or both. During a median follow-up of 12 months, 30 

(66.7%) of 45 patients showed improved renal function, 
11 (24.4%) developed ESRD, and the remaining 4 patients 
(8.9%) died.

Differences in clinical features and renal pathology 
between AAV patients with and without RA in our center
As all of the patients with AAV and coexisting RA in our 
center had MPA, we restricted the comparison of clin-
icopathological features between MPA with and with-
out RA. Between January 2000 and December 2018, 411 
MPA patients without RA were identified in our center. 
Patients with both MPA and RA were marginally younger 
than those with isolated MPA (54 ± 17 vs 61 ± 14 years, 
p = 0.052), but they did not differ in sex distribution (60% 
female vs 52.2% male, p = 0.55).

We then matched 15 patients with both MPA and RA 
to 60 patients with isolated MPA by age, sex, and pres-
ence of renal involvement and renal biopsy (Table  2). 
Patients with both MPA and RA were more likely to be 
asymptomatic (p = 0.013) and less likely to have fever 
(p = 0.010) at diagnosis of MPA as opposed to those with 
isolated MPA. However, the two groups did not differ 
in other clinical features and renal pathology, includ-
ing weight loss, lung involvement, presence of rapidly 
progressive glomerulonephritis, severity of proteinu-
ria, baseline estimated glomerular filtration rate (eGFR), 

Table 2 Clinical characteristics of MPA patients with or without RA

Abbreviations:ESR erythrocyte sedimentation rate, eGFR estimated glomerular filtration rate, BVAS Birmingham Vasculitis Activity Score, SCr serum creatinine
a Patients with both AAV and RA in our center were 1:4 matched with patients with isolated AAV adjusted by sex, age, AAV type, and presence of renal involvement 
and renal biopsy

Laboratory tests were recorded at diagnosis of AAV

With RA(n = 15) Without  RAa(n = 60) P

Clinical symptoms
 None 4(26.7%) 2(3.3%) .013

 Fever 4(26.7%) 39(65.0%) .010

 Weight loss 5(33.3%) 27(45.0%) .56

Organ involvement
 Lung 8(53.3%) 34(56.7%) 1.00

 rapidly progressive glomerulonephritis 3(20.0%) 25(41.7%) .15

 Other organs 9(60.0%) 40(66.7%) .76

Laboratory tests
 Hemoglobin(g/L) 92 ± 26 97 ± 22 .43

 ESR (mm/h) 72 ± 45 70 ± 41 .86

 C-creative protein (mg/L) 3.08 (1.05,7.92) 3.35 (1.25, 13.94) .60

 Albumin(g/L) 32 ± 7 31 ± 6 .51

 24-h urine protein (g) 1.56(0.38–4.79) 1.10(0.53–2.45) .81

 eGFR [ml.min−1. (1.73  m2)−1] 34.8 ± 28.4 41.5 ± 30.6 .45

BVAS 14 ± 5 17 ± 8 .27

Normalization of SCr or decrease of SCr by 50% at 6th 
month

4(28.6%,n = 14) 22(40.0%,n = 55) .43
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Birmingham Vasculitis Activity Score (BVAS), and 
improvement in renal function after 6 months.

In order to assess the difference in renal pathology 
between patients with both MPA and RA and those with 
isolated MPA, we further matched the 9 patients with 
both pathology-proved ANCA associated glomerulone-
phritis and RA to 36 patients with isolated pathology-
proved ANCA associated glomerulonephritis by age and 
sex (Table  3). The two groups had renal histopathology 
consistent with pauci-immune crescentic glomerulone-
phritis and did not differ in the percentage of global glo-
merulosclerosis, cellular crescents, and histopathological 
classes recommended by Berden et al. [7].

ANCA‑associated glomerulonephritis in RA patients 
undergoing renal biopsy in our center
Between January 2000 and December 2018, 55 RA patients 
underwent renal biopsy in our center, 9 had ANCA 

associated glomerulonephritis, 23 had renal impairment 
caused by other systemic conditions such as lupus nephri-
tis, diabetic glomerulopathy, hepatitis B virus associated 
glomerulonephritis, and drug-induced renal injury, and 
the remaining 23 patients had primary glomerulone-
phritis (glomerulonephritis without apparent secondary 
causes other than RA). Of these 23 patients, membra-
nous nephropathy and IgA nephropathy were the top 
two pathological types (11 and 5 patients, respectively). 
RA patients with ANCA associated glomerulonephritis, 
as opposed to those with primary glomerulonephritis, 
tended to have lower eGFR and hemoglobin and higher 
levels of serum albumin at biopsy (Table 4). Multivariable 
logistic regression analysis revealed that an eGFR< 30 ml.
min− 1 (1.73  m2)− 1 at renal biopsy was associated with 
ANCA associated glomerulonephritis in renal-biopsied 
RA patients (OR 25.13 [1.07–592.06], p = 0.046) adjusted 
for age, sex, serum albumin and hemoglobin.

Table 3 Renal histopathology in MPA patients with or without RA

a Renal-biopsied patients with both MPA and RA in our center were 1:4 matched with patients with isolated MPA adjusted by sex and age
b ANCA-associated glomerulonephritis was classified according to the histopathological classification proposed in 2010 [7]

With RA(n = 9) Without  RAa(n = 36) P

Percentage of normal glomeruli 24.3 ± 10.8% 27.9 ± 22.7% .64

Percentage of cellular crescent glomeruli 23.1 ± 18.7% 34.0 ± 18.4% .10

Percentage of global sclerotic glomeruli 37.0 ± 23.5% 26.9 ± 24.0% .26

Tubulointerstitial chronic index 1.9 ± 0.9 1.6 ± 0.9 .46

Histopathological  classificationb

 Focal class 1 (11.1%) 7 (19.4%) .51

 Crescent class 1 (11.1%) 9 (25.0%)

 Mixed class 3 (33.3%) 13 (36.1%)

 Sclerotic class 4(44.4%) 7 (19.4%)

Table 4 Clinical characteristics of RA patients with pathology-proved ANCA-associated glomerulonephritis and primary 
glomerulonephritis

Abbreviations:ANCA anti-neutrophil cytoplasmic antibody, ESR erythrocyte sedimentation rate, eGFR estimated glomerular filtration rate
a RA patients with renal biopsy results were included. Among them, renal injuries secondary to other systemic diseases such as lupus nephritis and diabetic 
nephropathy were excluded

Laboratory tests were recorded at renal biopsy

ANCA‑associated glomerulonephritis 
(n = 9)

Primary glomerulonephritis 
(n = 23)a

P

Age (ys) 49 ± 21 51 ± 11 .75

Female 7 (77.8%) 18 (78.3%) 1.00

Duration of rheumatoid arthritis (ys) 5 (4–20) 9(1–14) .49

Hemoglobin (g/L) 97 ± 19 120 ± 21 .009

ESR (mm/h) 66 ± 42 71 ± 31 .70

eGFR [ml.min−1.(1.73  m2)−1] 24.4 ± 15.1 84.8 ± 21.2 <.001

Serum albumin (g/L) 35 ± 7 27 ± 9 .018

24-h urine protein (g) 1.73 (0.37,4.47) 4.20 (2.31,9.07) .07

Hematuria 9 (100.0%) 19 (82.6%) .30

Treated with immunosuppressants 5 (55.6%) 12 (52.2%) 1.00
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Discussion
RA is largely an inflammatory disease limited to joints, 
whereas AAV is a systemic autoimmune disease usually 
with multi-organ destructive processes and devastat-
ing outcomes. It has been reported that AAV can coexist 
with RA [3, 8–24]. This coexistence may not be entirely 
coincidental, as evidenced by facts such as ANCA posi-
tivity in 20% of RA patients [25], a positive association 
between ANCA titer and rapid joint destruction in early 
RA [26], the presence of myeloperoxidase-ANCA in 
synovial fluid of RA patients [27], and AAV sharing sus-
ceptibility loci with RA [28, 29]. Our finding, that renal-
biopsied patients with RA were more likely to have AAV 
than those without RA, adds new evidence to the inher-
ent association between RA and AAV.

In our center, as well as in the literature, AAV usually 
occurred after RA in patients with both RA and AAV 
[10–24]. This may partially be ascribed to the success-
ful inhibition of RA occurrence by intense immunosup-
pression in the treatment of AAV. Alternatively, disease 
modifying antirheumatic drugs used for RA may also 
change the typical manifestations of AAV to a less extra-
renal and extra-articular presentation, with a lower fre-
quency of rapidly progressive glomerulonephritis, and 
more chronicity in renal pathology, as demonstrated in 
our and Kurita’s study [3]. This deviation may hamper or 
delay our recognition of AAV in RA patients and finally 
result in a poor outcome.

Renal involvement is a major feature of AAV and is not 
rare in RA patients. In RA patients with biopsy-proved 
primary glomerulonephritis, membranous nephropathy 
and IgA nephropathy were the top two histopathological 
patterns as revealed by our and previous studies [30]. RA 
patients with ANCA-associated glomerulonephritis were 
more likely to have renal dysfunction than those with pri-
mary glomerulonephritis. Therefore, ANCA should be 
assessed in RA patients with renal dysfunction.

Our study revealed an overwhelming predominance of 
MPA in AAV patients when AAV coexists with RA. This 
is consistent with findings in the literature. However, the 
underlying mechanism of this phenomenon is unclear.

There are some limitations in this study. First, 
because this was a retrospective study and the patients 
enrolled were highly selected, there was inevitable bias, 
which may have undermined the robustness of the 
study findings. Second, most of the patients from our 
center underwent renal biopsy. As such, the findings of 
the present study may be biased by the variable indi-
cations of renal biopsy for different underlying renal 
disease. Third, given the small sample in the study, care 
should be taken regarding generalization of the results 
of the study.

In conclusion, AAV may not be as rare as we thought 
in patients with RA. In patients with both AAV and 
RA, AAV usually developed after RA, was more likely 
to be asymptomatic, and manifested as MPA with 
renal involvement. We recommend routine assess-
ment to determine the presence of AAV in RA patients 
with renal involvement, especially in those with renal 
dysfunction.

Abbreviations
AAV: ANCA associated vasculitis; ANCA: Anti-neutrophil cytoplasmic antibody; 
BVAS: Birmingham Vasculitis Activity Score; eGFR: Estimated glomerular filtra-
tion rate; ESR: Erythrocyte sedimentation rate; ESRD: End stage renal disease; 
GPA: Granulomatosis with polyangiitis; MPA: Microscopic polyangiitis; RA: 
Rheumatoid arthritis; SCr: Serum creatinine.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12882- 022- 02788-6.

Additional file 1. 

Acknowledgements
Not applicable.

Authors’ contributions
H.T.W. and J.F.C. designed the research. H.T.W., Y.Y.L. and R.R.H. searched the 
cases and performed preliminary analysis, H.T.W. completed the first draft, 
Y.B.W., W.Y. and H.L. reported the pathological findings, J.F.C. did further statisti-
cal analysis, J.F.C. and X.M.L. were involved in revising the manuscript. The 
author(s) read and approved the final manuscript.

Funding
Not applicable.

Availability of data and materials
The data used to support the findings of this study are available from the cor-
responding author upon request.

Declarations

Ethics approval and consent to participate
This study was approved by the Institutional Review Board of Peking Union 
Medical College Hospital (IRB# S-K963). The research data are anonymous and 
informed consent was waived. The present study was performed in accord-
ance with the Declaration of Helsinki.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interest.

Author details
1 Division of Nephrology, Peking Union Medical College Hospital, Chinese 
Academy of Medical Sciences & Peking Union Medical College, Beijing 100730, 
China. 2 Department of Internal Medicine, Peking Union Medical College 
Hospital, Chinese Academy of Medical Sciences & Peking Union Medical Col-
lege, Beijing 100730, China. 3 Division of Nephrology, Fuwai Hospital, Chinese 
Academy of Medical Sciences & Peking Union Medical College, Beijing 100037, 
China. 

https://doi.org/10.1186/s12882-022-02788-6
https://doi.org/10.1186/s12882-022-02788-6


Page 7 of 7Wu et al. BMC Nephrology          (2022) 23:155  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Received: 10 June 2020   Accepted: 11 April 2022

References
 1. Jennette JC, Nachman PH. ANCA glomerulonephritis and Vasculitis. Clin J 

Am Soc Nephrol. 2017;12(10):1680–91.
 2. Yorioka N, Taniguchi Y, Amimoto D, et al. Chronic rheumatoid arthritis 

complicated by myeloperoxidase antineutrophil cytoplasmic antibody-
associated nephritis. Am J Nephrol. 1999;19(4):527–9.

 3. Kurita N, Mise N, Fujii A, Mori M, Sai K, Nishi T, et al. Myeloperoxidase-
antineutrophil cytoplasmic antibody-associated crescentic glomerulo-
nephritis with rheumatoid arthritis: a comparison of patients without 
rheumatoid arthritis. Clin Exp Nephrol. 2010;14:325–32.

 4. Jennette JC, Falk RJ, Bacon PA, Basu N, Cid MC, Ferrario F, et al. 2012 
revised international Chapel Hill consensus conference nomenclature of 
vasculitides. Arthritis Rheum. 2013;65:1–11.

 5. Aletaha D, Neogi T, Silman AJ, Funovits J, Felson DT, Bingham CO 3rd, 
et al. 2010 rheumatoid arthritis classification criteria: an American College 
of Rheumatology/European league against rheumatism collaborative 
initiative. Arthritis Rheum. 2010;62:2569–81.

 6. Wiik A. Drug-induced vasculitis. Curr Opin Rheumatol. 2008;20(1):35–9.
 7. Berden AE, Ferrario F, Hagen EC, Jayne DR, Jennette JC, Joh K, et al. His-

topathologic classification of ANCA-associated glomerulonephritis. J Am 
Soc Nephrol. 2010;21:1628–36.

 8. Chinoy H, McKenna F. Wegener’s granulomatosis and rheumatoid arthritis 
overlap. Rheumatology (Oxford). 2002;41:588–9.

 9. Szilasi M, Mátyus J, File I, Szücs G, Rákóczi E, Pfliegler G, et al. Association 
of ANCA-associated vasculitis-rheumatoid arthritis overlap syndrome 
in four patients: rituximab may be the right choice? Autoimmunity. 
2012;45:304–9.

 10. Chen Y, Chen W, Chen H, Zhuang SM, Wu MC, Lin X. A case report of 
microscopic polyangiitis concurrent with rheumatoid arthritis. Chin J 
Diffic and Comp Cas. 2010;9:888.

 11. Douglas G, Bird K, Flume P, Silver R, Bolster M. Wegener’s granulomatosis 
in patients with rheumatoid arthritis. J Rheumatol. 2003;30:2064–9.

 12. Goto A, Mukai M, Notoya A, Kohno M. Rheumatoid arthritis complicated 
with myeloperoxidase antineutrophil cytoplasmic antibody (MPO-ANCA)-
associated vasculitis: a case report. Mod Rheumatol. 2005;15:118–22.

 13. Chen XL, Li YS, Ke YJ, Wu GH. A case report of arthritis rheumatoid and 
microscopic polyangiitisin overlap. Chin J Nephrol. 2005;21:388.

 14. Sugimoto T, Koyama T, Kanasaki K, Morita Y, Yokomaku Y, Deji N, et al. 
Anti-neutrophil cytoplasmic antibodies-related necrotising crescentic 
glomerulonephritis in a patient with rheumatoid arthritis. Nephrology 
(Carlton). 2006;11:478.

 15. Boé DM, Schwarz MI, Groshong SD, Maloney JP. A 64-year-old woman 
with a history of rheumatoid arthritis and new cavitary lung lesions. 
Chest. 2007;132(6):2046–52.

 16. Pai S, Panda M. Limited Wegener’s granulomatosis presenting as lung 
nodules in a patient with rheumatoid arthritis: a case report. Cases J. 
2008;1:417.

 17. Sumida K, Ubara Y, Suwabe T, Hayami N, Hiramatsu R, Hasegawa E, et al. 
Complete remission of myeloperoxidase-anti-neutrophil cytoplasmic 
antibody-associated crescentic glomerulonephritis complicated with 
rheumatoid arthritis using a humanized anti-interleukin 6 receptor anti-
body. Rheumatology (Oxford). 2011;50:1928–30.

 18. Liao YQ, Peng KJ, Liu JR, Ren M. Clinical significance of anti-neutrophil 
cytoplasmic antibody monitoring in patients concurrent rheumatoid 
arthritis and crescentic glomerulonephritis. Int J Pathol Clin Med. 
2012;32:104–9.

 19. Vaishnav KU, Bhatt C, Desai A. Diffuse alveolar haemorrhage in granu-
lomatosis with polyangitis (Wegener’s) with coexistent rheumatoid 
arthritis. BMJ Case Rep. 2012;2012:pii: bcr2012006184.

 20. Senel K, Melikoǧlu MA, Baykal T, Melikoǧlu M, Alp F, Erdal A, et al. Micro-
scopic Polyangiitis Histopathologically confirmed by lung biopsy and 
rheumatoid arthritis: a case report. Turk J Phys Med Rehab. 2013;59:151–3.

 21. Sugahara M, Nishi T, Tanaka S, Kurita N, Sai K, Kano T, et al. AP-VAS 
2012 case report: two patients with rheumatoid arthritis suspected of 
relapsed microscopic polyangiitis after initiation of dialysis. CEN Case Rep. 
2013;2(2):170–3.

 22. Guo Z, Liu Y, Zheng S, Qiu L, Wu J, Xiao T. Chronic unilateral facial ulcer 
revealing Wegener’s granulomatosis in a patient with rheumatoid arthri-
tis. Acta Derm Venereol. 2013;93:196–7.

 23. Draibe J, Salama AD. Association of ANCA associated vasculitis and 
rheumatoid arthritis: a lesser recognized overlap syndrome. Springerplus. 
2015;4:50.

 24. Foray N, Hudali T, Papireddy M, Gao J. A case report describing a rare pres-
entation of simultaneous occurrence of MPO-ANCA-associated Vasculitis 
and rheumatoid arthritis. Case Rep Nephrol. 2016;2016:9340524.

 25. Mustila A, Korpela M, Mstonen J, Helin H, Huhtala H, Soppi E, et al. 
Perinuclear antineutrophil cytoplasmic antibody in rheumatoid arthritis: 
a marker of severe disease with associated nephropathy. Arthritis Rheum. 
1997;40:710–7.

 26. Mustila A, Paimela L, Leirisalo-Repo M, Huhtala H, Miettinen A. Anti-
neutrophil cytoplasmic antibodies in patients with early rheumatoid 
arthritis: an early marker of progressive erosive disease. Arthritis Rheum. 
2000;4:1371–7.

 27. Afeltra A, Sebastiani GD, Galeazzi M, Caccavo D, Ferri GM, Marcolongo 
R, et al. Antineutrophil cytoplasmic antibodies in synovial fluid and in 
serum of patients with rheumatoid arthritis and other types of synovitis. J 
Rheumatol. 1996;23:10–5.

 28. Chung SA, Xie G, Roshandel D, Sherva R, Edberg JC, Kravitz M, et al. Meta-
analysis of genetic polymorphisms in granulomatosis with polyangiitis 
(Wegener’s) reveals shared susceptibility loci with rheumatoid arthritis. 
Arthritis Rheum. 2012;64:3463–71.

 29. Menegatti E, Davit A, Francica S, Berardi D, Rossi D, Baldovino S, et al. 
Genetic factors associated with rheumatoid arthritis and systemic vasculi-
tis: evaluation of a panel of polymorphisms. Dis Markers. 2009;27:217–23.

 30. Makino H, Yoshinaga Y, Yamasaki Y, Morita Y, Hashimoto H, Yamamura 
M. Renal involvement in rheumatoid arthritis: analysis of renal biopsy 
specimens from 100 patients. Mod Rheumatol. 2002;12:148–54.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Anti-neutrophil cytoplasmic antibody associated vasculitis in patients with rheumatoid arthritis
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Key points
	Background
	Methods
	Study subjects
	Study design
	Statistical analysis

	Results
	Clinical features of AAV coexisting with RA
	Patients with both AAV and RA in our center
	Patients with both AAV and RA from our center and the literature

	Differences in clinical features and renal pathology between AAV patients with and without RA in our center
	ANCA-associated glomerulonephritis in RA patients undergoing renal biopsy in our center

	Discussion
	Acknowledgements
	References


