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The Role of HRCT in the Follow-Up Evaluation of
Diffuse Interstitial Pulmonary Fibrosis
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Background: Because of the power of HRCT to detect the minute changes in lung parenchyme
and the advantage of noninvasiveness, it may be the ideal method of follow-up evaluation of the
patients with diffuse interstitial pulmonary fibrosis. So the aim of the study is to find out whether
the change of HRCT during the course of the disease can represent the change in symptom and
pulmonary function test.

Method: Thirteen patients with diagnosis of diffuse interstitial pulmonary fibrosis who had more
than two times of HRCT during the course of disease were studied. The extent of the disease in
HRCT was measured at three levels using image analyzer. The ralationship between the percent
change in the disease extent in HRCT, symptom score, and pulmonary function tests were an-
alysed.

Results: The change of disease extent in HRCT has good correlation with the change in dyspnea
and diffusion capacity(r=0.716, p=0.0012). But there was no correlation between the change of
HRCT and FVC or TLC. Also significant inverse correlation was noted between the change in
dyspnea and diffusion capacity(r=-0.707, p=0.0047).

Conclusion: These data suggest that HRCT may be a good method of follow-up in diffuse inter-
stitial pulmonary fibrosis.
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Table 1. Clinical Charateristics of Patients

Total No 13
IPF 11
Rheumatoid arthritis 1
Polymyositis 1

Age (year) 53.0+12.7

Sex (M:F) 6:7

Mean Follow-up duration(Month) 17.8+12.3

Treatment: Steroid only 8
Steroid+cyclophosphamide 4
Steroid+methotrexate 1

Table 2. Clinical Symptom Score

Grade Symptom

No dyspnea

Dyspnea on 2 flights of stairs
Dyspnea on 6 flights of stairs
Dyspnea on ordinary activity
Dyspnea at rest
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Table 3. Initial Pulmonary Function Test of the

Patients(%predicted)
FVC 63.7+15.0
FEV1 71.9+18.9
Dlco 55.0+15.0
TLC 77.3+15.5
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Fig. 1. The correlation between the change in symp-
tom score and the extent of the disease in
HRCT.
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Fig. 2. The correlation between the change in the ex-
tent of the disease ir HRCT measured with
digitizer and diffusion capacity.
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Fig. 3. The correlation between the change in symp-
tom score and diffusion capacity.

k.

W Fe) dsish sl Heokel 4 WA B
W A sehkse) Halo] & T2 A4 Mk}
r=-0.707, p=0.0047 2. F-2]3l JAATAE B 31(Fig.
3, o HWls B4 A4 5 FVCr=-0267, p-
3173)u}, TLC(r=-0.592, p=0.2155)2] Wis}:= 3§ =
% Ao wistel Kol 49 BAE 2E 5 it

% Change in Extent with Digitizer J

Fig. 4. The correlation between the extent of disease
measured with digitizer and by radiologist’s
eye.
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