Supplementary Data 1. Evaluation of the interstitial lung abnormality (ILA)

All participants were scanned with a 16- or 64-detector computed tomography (CT) scanner during breath-hold at full inspiration, with the patient in the supine position. All axial chest CT images were reconstructed at a section thickness of 1.00 or 1.25 mm, at an interval of 5, 10, or 20 mm, using a high-spatial-frequency reconstruction algorithm. Two chest CT scans were evaluated for imaging analysis for each participant: the baseline and the last follow-up CT scan of each participant (median follow-up interval between baseline and follow-up CT, 7.0 years [interquartile range, 6.1–8.2 years]). Chest CT scans were evaluated in multiple stages. First, both baseline and last follow-up chest CT scans were independently evaluated for the presence of ILA using the sequential reading method, as previously described.1,2 This was performed by three readers (J.C., E.J.C., and H.N., with 6, 17, and 22 years of experience in thoracic radiology, respectively) who were blinded to all participant-specific information, prior radiologic interpretations and radiologic interpretations by other readers. ILA was defined as the presence of nondependent changes on the chest CT scan affecting > 5% of any lung zone.3 These abnormalities included ground-glass opacities, reticular abnormalities, nonemphysematous cysts, traction bronchiectasis, traction bronchiolectasis, architectural distortion, and honeycombing. Post-infectious sequelae such as tuberculosis, paraspinal fibrosis, and findings of aspiration (patchy ground-glass opacity or tree-in-bud appearance) were not considered to indicate ILA. Moreover, focal or unilateral abnormalities or abnormalities involving < 5% of any lung zone were rated as equivocal ILA.1,2,4
Once scored by the sequential method, a consensus opinion for each CT scan was provided by the three readers after collectively reviewing all the CT scans. To further characterize the type of radiologic changes in participants with ILA, the pattern of ILA was identified and classified into three subtypes based on the predominant location and presence/absence of fibrosis (non-subpleural, subpleural nonfibrotic, and subpleural fibrotic).3 In addition to identifying the pattern of ILA, the presence of reticulation, ground-glass opacities, honeycombing, nonemphysematous cysts, traction bronchiectasis, bronchiolectasis, and honeycombing of these features were recorded for each CT scan. A usual interstitial pneumonia (UIP) or probable UIP pattern was rated for CT scans in participants with fibrosis involving three or more lung zones associated with traction bronchiectasis and honeycombing, according to the diagnostic criteria for idiopathic pulmonary fibrosis from both the official American Thoracic Society/European Respiratory Society/Japanese Respiratory Society/Latin American Thoracic Association clinical practice guidelines and the Fleischner Society.5,6 The ILA subtyping was performed after the three readers reached a consensus.

Finally, after completing ILA subtyping, all participants with ILA in any of the baseline or follow-up CT scans were simultaneously compared. The paired CT scans were scored by a consensus of the three readers on a three-point scale, denoting “improvement,” “stable,” and “progression.”4 Progressive change was defined as an increase in the lung areas affected by nondependent ground-glass opacities, reticular abnormalities, nonemphysematous cysts, honeycombing, or traction bronchiectasis, or a new appearance of at least one such abnormality.
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