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I¥Diffuse Parenchymal Lung Disease
|

[ I I |
DPLD of known Idiopathic Granulomatous Other forms of
cause eg. drugs interstitial DPLD eg. DPLD
or association eg. pheumonias sarcoidosis eg. LAM, HX etc.
collagen vascular disease
| : —
Idiopathic IIP other than
pulmonary idiopathic
fibrosis pulmonary fibrosis

Desquamative interstitial
pneumonia

Respiratory bronchiolitis
interstitial lung disease

Acute interstitial
pneumonia

Cryptogenic
organising pneumonia

Nonspecific interstitial
pneumonia(provisional)

Lymphocytic
interstitial pneumonia
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Fig. 1. Classification of diffuse parenchymal diseases.

Table 1. Idiopathic interstitial pneurnonias

Clinical termionology

Idiopathic pulmonary fibrosis (IPF)

DIP

RBILD

Acute interstitial pneumonia (AIP)
Nonspecific interstitial pneumonia (NSIP)
BOOP (COP)

Lymphocytic interstitial pneumonia (LIP)

Pathological findings

Usual interstitial pneumonia (UIP)
DIP

Respiratory bronchiolitis

Diffuse alveolar damage (DAD)
Nonspecific interstitial pneumonia
BOOP or organizing pneumonia
Lymphocytic interstitial pneumonia

DIP ; Desquamative interstitial pneumonia

RBILD : Respiratory bronchiolitis interstitial lung disease
BOOP ; Bronchiolitis obliterans with organizing pneumonia

COP ; Cryptogenic organizing pneumonia
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Diagnostic Process in DPLD
History, physical examination, chest radiograph, lung function tests
i
1
NotTIP Possible IIP
e.g. associated collagen vascular disease,
environmental, drug-related, etc.
| HRCT |
| g ) | X ~ '
Confident CT Atypical clinical Features diagnostic Suspected
diagnosis of IPF with or CT features of another other DPLD
consistent clinical for IPF DPLD e.g. PLCH *
features v 8
. . TBBx, BAL or
l TBBx or BAL? f non-diagnostic other relevant test
| Surgical lung biopsy ]4-—--I
uiP || Nsip|| rB || DIP || DAD || OP |! LIP 2Mired
L |

Fig. 2. Diagnostic approach to idiopathic interstitial pneumonia (IP).
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Table 2. Radiologic features of idiopathic interstitial pneumonias
Clinical Pathologic

. . . . X-ray features HRCT distribution HRCT findings
diagnosis  diagnosis
IPF UIP Basal reticular Peripheral, subpleural, Reticular, honeycoming,
basal traction bronchiectasis.

Focal ground glass
NSIP NSIP Ground glass Peripheral, subpleural, Ground glass, irregular

and reticular basal, symmetric lines, consolidation

BOOP OoP Patchy bilateral  Subpleural/peribronchial Patchy consolidation and/or
consolidation ' nodules

AIP DAD Progressive Lower zone, peripheral Ground glass, reticular lines
diffuse ground predominance - :
glass

DIP DIP Ground glass Lower zone, peripheral Ground glass, reticular

RB-ILD RB Bronchial wall Diffuse Bronchial wall thickening,
thickening; centrilobular nodule, Patchy
ground glass ground glass

LIP LIP Reticular, Diffuse Centrilobular nodules,
nodular ground glass, septal and

bronchovascular thickening,
thin-walled cysts

Table 3. HRCT patterns of diffuse parenchymal lung diseases

Irregular linear pattern
- IPF
- Lymphangitic spread of tumor
- Asbestosis
Cystic pattern
- Lymphangioleiomyomatosis
Nodular pattern - Silicosis and coalworker’s pneumoconiosis
- Sarcoidosis
- Histiocytosis X
- Hypersensitivity pneurnonitis

Ground-glass pattern - Pulmonary alveolar proteinosis
= Chronic eosinophilic pneumonia
- BOOP
dard olA% ole] AFAt AYEZ sl $4 D2 Qo] g8 pAdRARE Avsd &
Aoz ZHrB/AHA Y BN EAH &S ST Suy A H P grlof= o] &3},
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Table 4. Current uses in diagnosis of interstitial lung diseases

71 BAHIA X A7 B HABA MEHARA
Invasiveness (&%) + ++ 4
Aded 0 0-1 3-5
AVE (%) 0 01-02 04-1.8

Table 5. BAL may lead to diagnosis

Alveolitis Diseases
Lymohocyte
« CD4/CD8 7} Sarcoidosis, berylliosis, asbestosis

« CD4/CD8 #2-

Hypersensitivity pneumonitis, AIDS, silicosis, BOOP,

drug-induced lung disease

«CD4/CD8  —
Neutropphil IPF
Eosinophil

A8, lymphangioleiomyomatosis, [PF

Acute and chronic eosinophilic pneumonia
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Table 6. Diagnostic criteria of IPF in absence of surgical lung biopsy

Major criteria

* Exclusion of other known causes of ILD, such as drug, enviromental exposures and

connective tissue diseases

* Abnormal PFT (reduced VC, increased FEVY/FVC) and impaired gas exchange (Increased

A-aDOs or decreased Dle,)

* Bibasillar reticular abnormalities with minimal ground-glass opacities on HRCT scans
* Transbronchial lung biopsy specimen or BAL fluid showing no features to support an

alternative diagnosis
Minor criteria
» Age>bH0 vears

* Insidious onset of otherwise unexplained exertional dyspnea

* Duration of illness>3 months

* Bibasilar, inspiratory crackles (dry or “velcro” type)
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Table 7. Clinical features of DIP

« 90 % of DIP patients are cigarette smokers

+ Average age is 45 yr.

» Male affected twice as often as women.

» Dyspnea and cough are the most common
complaints

+ PFT ; Restrictive defects with decreased
DLco.

« Clubbing (50 %).

e X-ray
Bilateral ground-glass opacities in both lower
lobes (1/4).
Bilateral interstitial markings.
Normal chest X-ray > 20% of patients.
Honeycoming is usually not present.

Table 8. Clinical features of RBILD

« Occur in young to middle-aged addults
(mean 36 yrs).

» Exertional dyspnea or cough.

» Slight male predominance.

» Mild cough and dyspnea are the most
common complaints.

o All are cigarette smokers.

* X-ray :
Bilateral reticulonodular infiltrates are most
COMMOI.
Normal chest X-ray sere found occasionally.

« PFT :
Mild to moderate restrictive lung disease.

» RBILD is an early stage of DIP ?

BE 50A ol delx wHEly @AM Rt ¢
gt ZReN F5 Astopeld Fr1w oA
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#zro] st ZE

& BAor AMgse 4
i~ %lqlo,ll

b 54
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= gatge] 7% @AsE 79 honeycoming
249 74E RAP(Table 2). CTolXE re-
ticular density$t traction bronchiectasis, honey -

coming, ground glass attenuation®] s

B) Desquamative Interstitial Pneumonia (DIP)
DIPS] A EAS aokshd o3 ZrHTable
7

C) Respiratory Bronchiolitis-Associated inter
stitial Lung Disease (RBILD)
RBILDY: respiratory bronchiolitisE %W 2.
= 1A H A gl DIPS Bl ATt
RBILD: iRE F4o] ola &3 271=4%
1} @do] gtk A = Agol AT %
F7) Zao] Ax HEA A" AvIEHA #
X-H APE Hol:= A7 dud ojwd
RBILD# it Ak RBILDY 944 EA4L o
7} 2tH*(Table 8).

R

D) Acute Interstitial Pneumonia (AIP)

AIPE 99l REA Had A%3std Abgol #4
TEFHer 1 535101 Abgals dgon Hz2
Aol diffuse alveolar damage® SR o= §
o AIPE 991EWe] ARDSE AZs7E Fhl
z7)e) wpolgja g 2 AFFEel Atk 1
Q 7%, 5EEPo| g F&3] AP TF
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E) Nonspecific Interstitial Pneumonnia (NSIP)
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Table 9. Clinical features of NSIP

* Dyspnea and cough over several months are
the most commmon complaints.

* Usually affects middle-aged adults (mean, 46
years).

* Occasionally systemic symptoms such as
fever are present.

* Prognosis is good.

* Only 11% died of progressive disease.

* Chest film shows bibasilar and periperal
subtle opacities with or without areas of
irregular linear opacities.

* HRCT shows patchy subpleural ground-glass
attenuation, mixed with irregular linear
opacities.

Thickening of bronchovascular buncles and

bronchial dilation are also frequently seen.

SA% Ado] F 29z A4S A8l “unclas-
sified interstitial pneumonia”zZ}1 F2@ AL 194
d Katzensteing°] 22 NSPZ wwsiqict

ol d#e] U444 54L& g3} 2t (Table 9).

F) Bronchiolitis obliterans organizing pneumo-
nia (BOOP)

o] cryptogenic organizing pneumonia (COP)2}

A% E9eH 2AFHOZ organized granu-

lation tissue plugZt alveolar duct ¥ alveoliol 2t
AL WEZE bronchioled = 2YE RS EFog
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¥ ESR, CRP %ol &3l #7157
37 patterno] S3olu BALAAE PZ e
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AT FUL EET 8 X-HAAe @
%= #HE9 consolidationo] 90%el A 30
small nodular opaatyE 10-50%00 4 B
BOOPY ¢ 70%t 99EQ idiopathic BOOP
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Table 10. Clinical conditions associated with
LIP pattern

* Idiopathic

* Infection (Pneumocystitis carinii, hepatitis B,
EB virus)

* Collagen vascular disease (Sjogren's synd-
rome, RA or SLE)

* Immunodeficiency (HIV, SCID)

* Autoimmune disease (autoimmune hemolytic
anemia, myasthenia gravis, pernicious anemia,
Hashimoto's thyroiditis, chronic active hepa -
tits, primary biliary cirrhosis)

* Drug-induced/toxic exposure

G) Lymphocytic interstitial Pneumonnia (LIP)
524 LIPS B=FE3e] 248t LRo| ojgdy
LIPS d%E= oo AYgs A4en 9

o

omg ool EA o tiate] =go] At &7
= QA= FAelth LIPE ofAd B 50t
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© 7133 sFEYo] Eav wd A2 s F

Aol o3 A HAFo] oldAE LMo
2 wjAlsteiol g} (Table 10). FHEX-AoM=
= #Hatdl alveolar component$t honey -comb
o] Holi CToAME F2 ground glass opacity ¢}
perivascular cystE 2 4 9lth. BAL oM @

7o) F7b} AAa,
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