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ORIGINAL RESEARCH

Epidemiology of Idiopathic Pulmonary Fibrosis among U.S. Veterans,
2010–2019
Bhavika Kaul1,2, Joyce S. Lee3, Ning Zhang2, Eric Vittinghoff4, Kathleen Sarmiento1,2, Harold R. Collard1, and
Mary A. Whooley1,2,4

1Department of Medicine and 4Department of Epidemiology and Biostatistics, University of California San Francisco, San Francisco,
California; 2Measurement Science Quality Enhancement Research Initiative, San Francisco Veterans Affairs Healthcare System,
San Francisco, California; and 3Department of Medicine, University of Colorado, Aurora, Colorado

Abstract

Rationale: The development of novel therapies for idiopathic
pulmonary fibrosis (IPF) has brought increased attention to the
population burden of disease. However, little is known about the
epidemiology of IPF among U.S. Veterans.

Objectives: This study examines temporal trends in incidence
and prevalence, patient characteristics, and risk factors associated
with IPF among a national cohort of U.S. Veterans.

Methods: We used data from the Veterans Health
Administration (VHA) electronic health record system to
describe the incidence, prevalence, and geographic distribution of
IPF between January 1, 2010, and December 31, 2019. We
evaluated patient characteristics associated with IPF using
multivariate logistic regression.

Results: Among 10.7 million Veterans who received care from the
VHA between 2010 and 2019, 139,116 (1.26%) were diagnosed with
IPF. Using a narrow case definition of IPF, the prevalence increased
from 276 cases per 100,000 in 2010 to 725 cases per 100,000 in 2019.

The annual incidence increased from 73 cases per 100,000 person-
years in 2010 to 210 cases per 100,000 person-years in 2019. Higher
absolute incidence and prevalence rates were noted when a broader
case definition of IPF was used. Risk factors associated with IPF
among Veterans included older age, White race, tobacco use, and
rural residence. After accounting for interactions, the average
marginal difference in IPF prevalence between males and females
was small. There was significant geographic heterogeneity of disease
across the United States.

Conclusions: This study is the first comprehensive
epidemiologic analysis of IPF among the U.S. Veteran
population. The incidence and prevalence of IPF among Veterans
has increased over the past decade. The effect of sex on risk of
IPF was attenuated once accounting for other risk factors. The
geographic distribution of disease is heterogeneous across the
United States with rural residence associated with higher odds of
IPF. The reasons for these trends deserve further study.

Keywords: epidemiology; Veterans; interstitial lung disease;
idiopathic pulmonary fibrosis

Idiopathic pulmonary fibrosis (IPF) is a
progressive, fibrosing interstitial lung disease
that affects older adults (1). Without therapy,

median survival time ranges from 2 to 5 years
after diagnosis (2, 3). However, with the Food
and Drug Administration (FDA) approval of

two newmedications that slow disease
progression, pirfenidone and nintedanib, this
trajectory may be changing, and better
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understanding the population burden and
epidemiology of IPF has important implications
for clinicalmanagement and outcomes.

Establishing the epidemiology of IPFhas
been challenging owing to disease complexity,
relatively lowprevalence, and heterogeneity of
populations sampled. Early registry-based
studies, inwhich IPFwas likely underdiagnosed,
reported incidence rates of 0.22–8.8 per 100,000
person-years and prevalence rates of 0.5–27.9
per 100,000 (4). However, more recent
studies that have used large administrative
databases to identify population-based
cohorts have noted substantially higher
incidence and prevalence rates. One study of
Medicare beneficiaries over the age of 65
reported a cumulative prevalence of 494 cases
per 100,000 in 2011 and an annual incidence
of 94 cases per 100,000 person-years (5).

Very little is known about the population
burden of IPF among U.S. Veterans. The
Veterans Health Administration (VHA) is the
largest integrated healthcare system in the
United States and provides longitudinal
comprehensive care to Veterans. It consists of
130 hospitals, more than 1,000 community-
based outpatient clinics, and a network of
purchased care from community providers,
which together serve over 9 million patients
annually (6, 7). In 2017, approximately 91%
of Veterans were male and the mean age was
65 years. Themean age among the non-
Veteran population was 42 years old, and less
than half were male (7). Because IPF is a
disease most frequently seen in older males
(8), and because observational data has
implicated exposures in the pathogenesis
of disease (9–11), we hypothesized that the
prevalence of IPF among Veterans may be
higher than what has been reported in the
general population.

In this study, we sought to describe the
epidemiology (incidence, prevalence, and
geographic distribution) of IPF among U.S.
Veterans who receive care through the VHA
and identify risk factors associated with IPF
in the Veteran population.

Methods

The University of California San Francisco
and the San Francisco Veterans Affairs (VA)
Institutional Review Boards approved this
study (IRB 20–30063).

Data Source and Patient Identification
We analyzed electronic health record data
fromVeterans who were enrolled in the
VHA and had at least one inpatient or

outpatient encounter at a VA facility or a
non-VA facility paid for by the VA, between
2010 and 2019. We identified all patients
who had an International Classification of
Disease (ICD) diagnosis code for IPF (ICD-
9-CM code 515, 516.3, 516.31 or ICD-10-
CM code J84.111, J84.112, J84.89, J84.9,
J84.10, J84.17) recorded between January 1,
2010 and December 31, 2019 (see Table E1 in
the online supplement). We included the
broader ICD-9 diagnosis code 515 and its
ICD-10 equivalents (J84.89, J84.9, J84.10,
J84.17) to improve sensitivity because these
codes are often used during the initial
workup of IPF (12). In our clinical
experience with the VA in particular,
Veterans with IPFmay receive only these
broader fibrosis codes.

To refine the initial cohort, we used an
algorithm similar to those used in other IPF
population-based studies (5, 12, 13). Patients
were considered to have IPF if they did not
have any other diagnosis code for an
alternative interstitial lung disease (Table E1)
after the first IPF diagnosis code. This
subgroup was labeled “broad case
definition.” Among these Veterans, those
who had procedure code for a lung biopsy or
a computed tomographic (CT) scan of the
thorax (Table E2) before the last IPF
diagnosis were labeled “narrow case
definition” (Figure 1). Of note, Veterans have
several options for healthcare coverage,
including dual enrollment, through both VA
and non-VA (Medicare, Medicaid, or
employer sponsored) health insurance plans.
Estimates of dual use have ranged from 20%
to 56% depending on patient demographics
and services provided (14–16). Thus, for dual
users, if CT scans or lung biopsies were
conducted outside the VHA, these patients
may not be captured by the narrow case
definition.

Covariates including age, sex, race,
ethnicity, rural versus urban residence,
location of medical care (VAmedical facility,
state, and region), and smoking history were
obtained from electronic heath records. The
VA defines rurality using the U.S.
Department of Agriculture’s Rural-Urban
Community Areas (RUCA) system (17).
RUCA codes classify U.S. census tracts using
measures of population density,
urbanization, and daily commuting. All
Veterans were categorized into rural versus
urban residence based on home address at
time of IPF diagnosis. A positive smoking
history was defined as an ICD-9 or ICD-10
diagnosis code for tobacco use disorder any

time prior to IPF diagnosis. We also included
a positive tobacco use assessment from the
health factor database as indicative of prior
smoking history.

Statistical Analysis
We calculated the annual incidence and
prevalence of IPF among Veterans between
2010 and 2019 using both the broad and
narrow case definitions. Annual incidence
was calculated by dividing the number of
new cases of IPF by the number of patients
without a prior diagnosis who had at least
one encounter with the healthcare system
during that calendar year. For annual
prevalence, we first identified the number
of patients who had at least one encounter
with the healthcare system during the
calendar year. From that denominator, we
identified the number of patients who had
an ICD diagnosis for IPF within the prior
5 years (numerator). IPF prevalence
among each state’s Veteran population was
calculated in 2014 (midpoint) and 2019
(most recent). We chose 2014 for midpoint
prevalence to capture data prior to the ICD-9
to ICD-10 transition that occurred in
October 2015.

To examine factors associated with IPF
among the Veteran population, we
performed multivariate logistic regression
including age, race, ethnicity, smoking
history, and rural residence as explanatory
variables. Because of nonlinearity of the
continuous variable age, we presented
stratified odds ratios by decade. Because of
interaction between sex andmultiple
variables (age, ethnicity, and tobacco use),
and owing to the smaller proportion of
females in this cohort, we stratified the
multivariable models by sex and estimated
marginal differences in IPF prevalence
betweenmales and females using regression
standardization. All analyses were conducted
using StataCorp Analysis Software version
16.1.

Results

Approximately 10.7 million Veterans who
received care through the VHA between
2010 and 2019 were eligible for inclusion in
this study (Figure 1). Among these Veterans,
we identified 139,116 incident diagnoses of
IPF using the broad case definition (1.26%)
and 82,557 incident cases of IPF using
the narrow case definition (0.77%).
Demographics were similar between the
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10.7 million unique Veterans enrolled in VHA with either one inpatient or outpatient encounter 2010–2019

New Idiopathic Pulmonary Fibrosis Cases
163,673 with at least one claim for idopathic pulmonary fibrosis defined as an ICD-9 diagnosis code (516.30,

516.31, 515) or ICD-10 diagnosis code (J84.112, J84.111, J84.89, J84.9, J84.10, J84.17)
and no prior diagnosis code for idiopathic pulmonary fibrosis within previous five years

Idiopathic Pulmonary Fibrosis Broad Case Definition n = 139,116

Idiopathic Pulmonary Fibrosis Narrow Case Definition n = 82,557

24,557 patients with subsequent
ICD-9 or ICD-10 diagnosis code
for an alternative interstitial lung

disease (appendix 1)

56,559 patients without claim for
either CT scan of thorax or lung

biopsy before last idiopathic
pulmonary fibrosis diagnosis code

Figure 1. Veterans Health Administration idiopathic pulmonary fibrosis sample selection. VHA=Veterans Health Administration;
ICD= International Classification of Disease; CT=computed tomography.

Table 1. Characteristics of U.S. Veterans with incident idiopathic pulmonary fibrosis (2010–2019)

IPF Cohort

Broad Case
Definition

Narrow Case
Definition Control Population*

Total cases (n) 139,116 82,557 10,650,206
Demographics
Mean age at diagnosis in yr, (SD) 70.7 (11.8) 70.2 (11.0) 61.5 (18.9)
Sex, n (%)

Male 129,598 (93%) 76,779 (93%) 9,767,864 (91%)
Female 9,513 (7%) 5,776 (7%) 918,867 (9%)

Race, n (%)
White 108,071 (78%) 64,435 (78%) 7,068,839 (66%)
Black or African American 14,338 (10%) 8,989 (11%) 1,479,129 (14%)
Asian/Native Hawaiian or Pacific Islander/American Indian 2,472 (2%) 1,468 (2%) 264,775 (3%)
Unknown 14,235 (10%) 7,665 (9%) 1,874,966 (18%)

Ethnicity, n (%)
Hispanic or Latino 5,651 (4%) 3,544 (4%) 556,823 (5%)
Not Hispanic or Latino 120,343 (87%) 72,036 (87%) 8,347,958 (78%)
Unknown 13,122 (9%) 6,977 (8%) 1,782,928 (17%)

Rural, n (%) 55,598 (43%) 32,252 (42%) 3,463,456 (34%)
Region, n (%)
West 27,900 (20%) 15,074 (18%) 2,369,694 (22%)
Midwest 36,531 (26%) 19,131 (23%) 2,439,238 (23%)
South 54,512 (39%) 30,576 (37%) 4,032,728 (38%)
Northeast 20,096 (14%) 17,776 (22%) 1,840,928 (17%)

Surgical or Transbronchial Lung Biopsy 3,029 (2%) 2,895 (4%) 14,502 (0.1%)
Tobacco Use 109,895 (79%) 69,144 (84%) 5,543,334 (52%)

Definition of abbreviations: IPF= idiopathic pulmonary fibrosis; SD=standard deviation.
*Control population defined as Veterans with no IPF diagnosis codes. All P values less than 0.001 comparing broad case definition to control
population. P values were calculated with t test for continuous variables and chi-square test for categorical variables.
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broad and narrow case definition cohorts
(Table 1). Compared to Veterans without
IPF, Veterans with IPF were older and more
likely to be non-Hispanic, White, andmale.
Approximately 80% of Veterans with IPF
were current or former smokers.

VHA Incidence and Prevalence of
Idiopathic Pulmonary Fibrosis
The annual incidence and prevalence of IPF
increased between 2010 and 2019 (Figure 2).
Among the broad case definition subgroup,
incidence increased from 141 cases per
100,000 person-years in 2010 to 331 cases per
100,000 person-years in 2019. Annual
prevalence also rose from 582 cases per
100,000 in 2010 to 1,160 cases per 100,000 in
2019. The incidence and prevalence of IPF
was lower in the narrow case definition
cohort; however, the increase in incidence
and prevalence rates over time mirrored that
seen in the broad case definition. Among the
narrow case definition subgroup, incidence
increased from 73 cases per 100,000 person-
years in 2010 to 210 cases per 100,000
person-years in 2019. Annual prevalence
rose from 276 cases per 100,000 in 2010 to
725 cases per 100,000 in 2019.

Risk Factors Associated with
IPF Diagnosis
Older age, White race, a history of tobacco
use, and rural residence were associated with
higher odds of incident IPF for both male
and female Veterans (Tables 2 and 3). The
risk of incident IPF increased by decade until
age 80, after which a plateau effect was
observed. Among female Veterans, non-
Hispanic ethnicity was associated with
slightly higher odds of IPF. These trends held
true for both the broad and narrow case
definition. The average marginal difference
in prevalence of IPF between the male and
female sex, accounting for interactions, was
small (0.0048), and in favor of the female sex.

Geographic Distribution
The geographic burden of IPF was
heterogeneous across the United States
(Figure 3), and Veterans with IPF were more
likely than Veterans without IPF to live in
rural areas. The 2019 standardized
prevalence of IPF among the state’s Veteran
population using the narrow case definition
ranged from 430 cases per 100,000 in Utah
(lowest) to 1,469 cases per 100,000 in
Montana (highest). Compared with the

midpoint prevalence in 2014, the prevalence
of IPF among the Veteran population
increased across all states in 2019; however,
the states with the highest standardized
prevalence rates (Iowa, Kentucky, Montana,
andWest Virginia) remained consistent
between 2014 and 2019. A similar geographic
distribution was seen when the broad case
definition was used.

Discussion

This study represents the first comprehensive
epidemiological analysis of IPF in the U.S.
Veteran population. Among 10.7 million
U.S. Veterans who received care through the
VHA during the last decade, the annual
incidence and prevalence of IPF substantially
increased. Between 2010 and 2019, the
prevalence doubled (from 582 to 1,160 cases
per 100,000 using the broad case definition
and from 276 to 725 cases per 100,000 using
the narrow case definition), and incidence
more than doubled (from 141 to 331 cases
per 100,000 person-years using the broad
case definition and from 73 to 210 cases per
100,000 person-years using the narrow case
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Figure 2. Annual incidence and prevalence of idiopathic pulmonary fibrosis among U.S. Veterans, 2010–2019.

ORIGINAL RESEARCH

Kaul, Lee, Zhang, et al.: Epidemiology of IPF among U.S. Veterans 199



definition). Risk factors associated with IPF
included older age, White race, rural
residence, and a history of tobacco use. The
effect of sex on odds of IPF was attenuated
once accounting for other risk factors. We
also found significant geographic
heterogeneity of disease across the United
States with a greater prevalence of IPF
among Veterans living in rural compared
with urban areas.

Prior studies that have examined the
incidence and prevalence of IPF in the

Medicare population (5) and among U.S.
adults aged 18 to 64 (13) also demonstrated
increasing prevalence over time, but little is
known about the epidemiology of IPF
among U.S. Veterans. One study of 760,621
Veterans who were deployed to combat
operations in Iraq and Afghanistan reported
that 0.3% were diagnosed with interstitial
lung disease between 2002 and 2011 (18).
However, the study focused exclusively on
younger patients (mean age of 40 years old)
with non-IPF interstitial lung disease. IPF is

one of the most common interstitial lung
diseases, and because prior literature has
implicated age, male sex, and tobacco use in
the pathogenesis, we hypothesized that
incidence and prevalence may be higher
when evaluating the Veteran population at
large. Our estimates of incidence and
prevalence are similar to what has been
reported inMedicare data, suggesting that
among cohorts demographically enriched for
older patients, the population burden of IPF
is likely higher than what has been described

Table 2. Risk factors associated with incident idiopathic pulmonary fibrosis among male Veterans

Broad Case Definition
IPF: n=129,598

Non-IPF: n=9,767,864

Narrow Case Definition
IPF: n=76,779

Non-IPF: n=9,767,864

Odds Ratio
(95% CI) P Value

Odds Ratio
(95% CI) P Value

Age
<60 yr (Reference) (Reference)
.60–70 yr 2.83 (2.78–2.89) ,0.001 3.11 (3.04–3.19) ,0.001
.70–80 yr 4.39 (4.30–4.47) ,0.001 4.77 (4.65–4.89) ,0.001
.80 yr 3.21 (3.15–3.28) ,0.001 2.86 (2.78–2.94) ,0.001

Race
White (Reference) (Reference)
Black or African American 0.90 (0.88–0.91) ,0.001 0.93 (0.90–0.95) ,0.001
Asian/Native Hawaiian or Pacific Islander/American Indian 0.86 (0.82–0.90) ,0.001 0.86 (0.81–0.91) ,0.001

Ethnicity
Hispanic or Latino (Reference) (Reference)
Not Hispanic or Latino 0.99 (0.96–1.02) 0.44 0.94 (0.90–0.97) 0.001

Tobacco Use 2.94 (2.89–2.98) ,0.001 4.02 (3.93–4.11) ,0.001
Rural Residence 1.26 (1.25–1.28) ,0.001 1.21 (1.19–1.23) ,0.001

Definition of abbreviations: CI = confidence interval; IPF= idiopathic pulmonary fibrosis.

Table 3. Risk factors associated with incident idiopathic pulmonary fibrosis among female Veterans

Broad Case Definition
IPF: n=9,513

Non-IPF: n=918,867

Narrow Case Definition
IPF: n=5,776

Non-IPF: n=918,867

Odds Ratio
(95% CI) P Value

Odds Ratio
(95% CI) P Value

Age
<60 yr (Reference) (Reference)
.60–70 yr 4.19 (3.95–4.44) ,0.001 4.72 (4.38–5.09) ,0.001
.70–80 yr 5.61 (5.15–6.10) ,0.001 6.33 (5.69–7.03) ,0.001
.80 yr 3.70 (3.35–4.09) ,0.001 2.99 (2.58–3.45) ,0.001

Race
White (Reference) (Reference)
Black or African American 0.86 (0.80–0.92) ,0.001 0.87 (0.80–0.95) 0.002
Asian/Native Hawaiian or Pacific Islander/American Indian 0.75 (0.64–0.89) 0.001 0.81 (0.66–0.99) 0.047

Ethnicity
Hispanic or Latino (Reference) (Reference)
Not Hispanic or Latino 1.20 (1.05–1.37) 0.007 1.18 (1.0–1.4) 0.051

Tobacco Use 2.79 (2.64–2.96) ,0.001 3.47 (3.22–3.74) ,0.001
Rural Residence 1.24 (1.17–1.31) ,0.001 1.20 (1.12–1.29) ,0.001

Definition of abbreviations: CI = confidence interval; IPF= idiopathic pulmonary fibrosis.
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in registry-based studies, which have
historically relied on individual patient
recruitment, which has likely led to
underestimation of true disease burden
owing to selection bias of the referral base.

The rising incidence and prevalence of
IPF among Veterans is likely due to a
combination of factors, including increasing
disease awareness and treatment motivation
with the approval of antifibrotic therapies in
2014, an aging Veteran population, and the
implementation of low-dose CT scans for
lung cancer screening among smokers,
which has been shown to detect incidental or
subclinical pulmonary disease in up to 40%
of Veterans (19). It is possible that the
transitions from ICD-9 to ICD-10 codes in
October 2015 also contributed to changes in
coding practices, resulting in increasing
incidence and prevalence rates. However,
this is unlikely to be the sole driver as IPF
rates were increasing before and after the
transition year. With the recent expansion of
lung cancer screening guidelines to include
patients 50–80 years old, we hypothesize that
detection of subclinical or early pulmonary
fibrosis will further increase. This has
important implications on healthcare
systems that will need to develop the
infrastructure to meet the specialty care

needs of patients, both Veterans and
non-Veterans, with pulmonary fibrosis.

Among Veterans, we found substantial
variation in the geographic distribution of
IPF across the United States. This has been
noted in other large database studies,
although the factors behind the geographic
variability have not been elucidated (5). We
also observed a higher prevalence of IPF in
rural compared with urban areas. Rurality is
not yet an established risk factor for IPF, but
meta-analysis data has suggested an
association between IPF and environmental
factors such as agriculture, farming, livestock,
wood dust, andmetal dust (20). Exposures,
whether combat, occupational, or residential,
are of particular relevance to the Veteran
population. Further work is needed to
determine the extent to which exposures,
underlying patient demographics,
recognition, and/or coding differences
contribute to the geographic heterogeneity of
IPF and the higher prevalence of IPF in rural
areas.

In our cohort, we noted that after
accounting for interactions with age, race/
ethnicity, and tobacco use history, the
average marginal difference in prevalence
betweenmales and females was small
(0.0048) and slightly favored females. Early

epidemiological studies have previously
demonstrated higher incidence and
prevalence of IPF amongmen. This
difference has been hypothesized to be
driven by genetic and biologic
predispositions or perhaps in part owing to
differential exposures between men and
women. However, few studies have used
multivariable models to examine the
association between male sex and incident
IPF while controlling for other risk factors
such as age and smoking. It is possible that
once controlling for these risk factors, the
association between male sex and IPF is
attenuated. Alternatively, female Veterans
may represent a unique subgroup that may
not be generalizable to the non-Veteran
population. The association between sex and
IPF deserves further study.

This study used the strength of the
VHA’s integrated healthcare system and data
repository to identify IPF cases. Accurate
identification of IPF cases using billing-code-
based algorithms depends heavily on the
characteristics of the underlying source
population (21). For example, algorithms
that successfully identify IPF cases in older
patients seen at tertiary care centers may not
perform as well in younger community-
based cohorts because of an overall lower

Standardized IPF Prevalence Among Veterans By State in 2019

Prevalence per 100,000
283 1469

Powered by Bing
GeoNames

Figure 3. Geographic distribution of prevalent idiopathic pulmonary fibrosis cases among U.S. Veterans (narrow case definition). State
prevalence was calculated by identifying the number of unique Veterans with IPF in each state divided by total number of Veterans living in the
state. IPF= idiopathic pulmonary fibrosis.
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likelihood of disease. The algorithms used in
our study are adapted from prior literature
that has defined their performance across
varying cohorts (5, 12, 13). The use of ICD-9
code 515 and its ICD-10 equivalents (J84.89,
J84.9, J84.10, and J84.17) has been a
particular point of discussion. A study that
cross-referenced code-based diagnosis with
review of electronic health records found that
among a network of Mid-Atlantic Veterans,
ICD-9 codes 516.3, 516.31, and 515 were
commonly used for patients with pulmonary
fibrosis (22). We thus included the 515 code
to optimize sensitivity in our study and
believe that it more closely approximates the
true population burden of disease among the
Veteran population. Because the underlying
VHA population is predominantly older and
White, with a high prevalence of tobacco use,
there is a higher pre-test probability of IPF
and likely a greater diagnostic specificity of
the 515 code.

Limitations
Our study has a number of limitations. First,
although previously validated in other
cohorts, this ICD-based algorithm has not
specifically been case validated in the VHA.
Reassuringly, the broad and narrow case
cohorts in the VHAwere demographically
consistent with IPF and the conclusions
internally consistent with both approaches.
Additionally, the estimates of incidence and
prevalence are similar to what has been
observed in other large population-based
studies like Medicare. Second, we refined the

algorithm by requiring either a CT scan or
surgical lung biopsy prior to the last IPF
diagnosis code (narrow case definition).
Patients who have both VA and non-VA
(Medicare, Medicaid, or employer-
sponsored) health insurance may have
completed a CT scan or lung biopsy outside
the VAHealthcare System. If these scans or
biopsies were paid for by the VA, they would
be captured by our algorithm; however, if
they were paid for by non-VA insurance,
they would not be captured by our restrictive
algorithm. Prior studies have suggested that
the percentage of dual users of VA and non-
VA health insurance ranges from 20% to
56% depending on patient demographics
and services provided (14–16). For example,
most Veterans over the age of 65 qualify for
Medicare and although cost-sharing is
usually lower with VA insurance, patients
with complex medical conditions are more
likely to be dual users. We thus suspect that
the narrow case definition likely
underestimates the prevalence of IPF among
Veterans and that the “true” prevalence lies
in between the broad and narrow case
definitions.

Conclusions
The past decade has seen substantial
progress in our understanding and
treatment of IPF. However, the efficiency
and speed with which we have been able to
answer research questions has been
limited by access to sufficiently large,
demographically and clinically diverse

patient cohorts. Like many relatively rare
diseases, IPF has historically been studied
primarily through the use of discrete
tertiary-care-based patient cohorts that
take years to accumulate, number at best
in the hundreds, are methodologically
incompatible, and lack generalizability.
Clinical data sets from electronic health
records and other registry sources
represent a new and exciting opportunity
to change the research paradigm by
providing direct access to large, real-
world, population-based patient cohorts
and comprehensive data sets. They are
also a critical component of a
transformative, practice-based model of
discovery and implementation known as
the learning healthcare system that has
been promoted by the National Academy
of Medicine, the Agency of Healthcare
Research and Quality, and the Food and
Drug Administration (23, 24).

In this study, we used the strength of the
VA learning healthcare system to establish a
population-based cohort that can serve as the
foundation for future work that uses data
generated from patient–healthcare system
interactions to more efficiently answer
questions related to epidemiology,
comparative effectiveness, and predictive
analytics in IPF with the ultimate goal of
improving care for Veterans with interstitial
lung disease.�

Author disclosures are available with the
text of this article at www.atsjournals.org.
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