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Dear Editor
Although the effect of COVID-19 on patients with rheu-

matic disorders has been extensively assessed [1–3], the 
influence of SARS-CoV2 infection on the clinical course 
of these diseases is not fully elucidated. Diffuse lymphad-
enopathy and cerebritis have been reported as short-term 
flare-up manifestations of systemic lupus erythematosus 
(SLE) after COVID-19 [4, 5]. To the best of our knowledge, 
however, no data on longer periods are available, neither for 
SLE nor for other connective tissue diseases. By considering 
the shared expertise on antisynthetase syndrome (ASSD) 
[6, 7], our centres evaluated the 6-month clinical evolution 
of ASSD after COVID-19, looking for disease flares or the 
de novo occurrence of clinical findings. We have identified 
12 patients, mainly females (n = 9, 75%), with a median 
age of 51 years (interquartile range — IQR 48–63.5) and a 
median ASSD disease duration of 60.5 months (IQR 21–77) 
at COVID-19 onset. The complete form of ASSD (arthritis, 

myositis and interstitial lung disease — ILD) was observed 
in 7 cases (58%), and 11 patients (92%) had ILD. At the time 
of SARS-CoV2 infection, all patients had a well-controlled 
ASSD for at least 6 months and did not receive the SARS-
CoV2 vaccine, because it was not available at the time of 
their infection. As previously reported [8], immunosup-
pression was managed, by maintaining cyclosporine, and 
stopping azathioprine and methotrexate, whereas COVID-
19 was treated according to the guidelines available at 
that time. Corticosteroids were maintained at the same or 
increased dosages according to COVID-19-related needs. 
Six patients (50%) were admitted to the hospital, mostly for 
COVID-19-related pneumonia (5 patients, 41.6%). Healing 
was achieved when patients were asymptomatic for acute 
COVID-19 manifestations and displayed at least one nega-
tive polymerase chain reaction (PCR) for SARS-Cov2 on a 
nasal swab. The median time to COVID-19 healing was 20 
days (IQR 13.5–31). Two weeks after the healing, patients 
resumed previously stopped immunosuppressants. Among 
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the patients, 2 (17%) experienced significant changes in the 
clinical status of ASSD.

Patient 1 developed Raynaud’s phenomenon after 1 
month, and severe dyspnoea, which led to oxygen supple-
mentation after 2 months. High-resolution computed tomog-
raphy (HRCT) showed ILD worsening, with the appearance 
of ground-glass opacities (GGOs) and extension of reticula-
tions. We transiently increased prednisone to 50 mg/day and 
started an anti-fibrosing drug (nintedanib) with benefit. After 
4 months, the patient had an articular flare. At month 5, after 
prednisone tapering, dyspnoea worsened. Chest CT scans 
showed a reduction of GGOs and no signs of pulmonary 
thromboembolism. Pulmonary function tests (PFTs) were 
repeated, confirming a restrictive pattern with stable forced 
vital capacity (FVC), but showing a severe reduction of dif-
fusing capacity for carbon monoxide (DLCO) compared 
to pre-COVID PFTs. At month 6, precapillary pulmonary 
hypertension was diagnosed at the right heart catheteriza-
tion. Furthermore, magnetic resonance imaging showed 
signs of chronic myocarditis. The patient started sildenafil 
and rituximab. Patient 11 had a worsening of the dyspnoea 
starting from month 4 and was reassessed at month 6. Chest 
HRCT was stable, but a significant impairment (ultrasound 
assessment) and superelevation (chest X-rays) of the dia-
phragm were observed, leading to high doses of corticos-
teroid treatment. In Table 1, we report the main clinical 
variables collected and the results of PFTs before (no more 
than 3 months) and after (6 months) COVID-19. For both 
FVC and DLCO, no statistically significant differences were 
observed at the 2 established timepoints.

Our results confirm that, after healing, COVID-19 may 
trigger ASSD flares and induce previously lacking clinical 
findings. To the best of our knowledge, this is the first paper 
evaluating, in a prolonged period, the outcome of a rheu-
matic disease after SARS-CoV2 infection. A strict clinical-
instrumental follow-up is necessary for ASSD patients after 
healing from COVID-19 because of the risk of possible 
worsening of the disease. In conclusion, our results sup-
port the SARS-CoV2 vaccination strategy for autoimmune 
diseases.
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