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ILAS anomalies interstitielles de découverte incidentale
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Panel 1: Definitions and subcategories of interstitial lung abnormalities Equivoque
* VD patchy focal ou unilatéral

What are interstitial lung abnormalities (ILAs)? e
* En zones déclives et pas de procu

» Incidental identification of non-dependent abnormalities, including ground-glass or
reticular abnormalities, lung distortion, traction bronchiectasis, honeycombing, and
non-emphysematous cysts

» Involving at least 5% of a lung zone (upper, middle, and lower lung zones are
demarcated by the levels of the inferior aortic arch and right inferior pulmonary vein)

« Inindividuals in whom interstitial lung disease is not suspected
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* sous-pleural

™

What are not ILAs?
Imaging findings restricted to:

» Dependent lung atelectasis

«  Focal paraspinal fibrosis in close contact with thoracic spine osteophytes (figure 2A) B Sous-pleural
« Smoking-related centrilobular nodularity in the absence of other findings (figure 2B) ¥ ’ sans signe de

« Mild focal or unilateral abnormality (figure 2C) A fibrose
« Interstitial oedema (eg, in heart failure)
« Findings of aspiration (patchy ground-glass, tree in bud; figure 2C)

Preclinical and clinical identification:

» Preclinical interstitial abnormalities identified during screening of high-risk individuals
(eg, those with rheumatoid arthritis, scleroderma, occupational exposure, familial
interstitial lung disease)

» Findings in patients with known clinical interstitial lung disease

ité

Subcategories of ILAs

« Non-subpleural: ILAswithout predominant subpleural localisation (figure 1A)

«» Subpleural non-fibrotic: ILAswith a predominant subpleural localisation and without
evidence of fibrosis™ (figure 1B)

» Subpleural fibrotic: ILAswith a predominant subpleural localisation and with evidence
of pulmonary fibrosis™ (figure 1C)
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* Fibrosis is characterised by the presence of architectural distortion with traction bronchiectasis or honeycombing (or both)




ILAS : entité scannographique

4-10% cohortes patients (BPCO, dépistage K bronchique,
Framingham, Reyjkavik)

Prévalence T avec I'age, tabagisme, polymorphisme MUC5B

~ 20% progressent sur 2 ans _
Déclin plus lent que celui de FPI

~ 40% progressent su 5 ans

Correspondent pour partie a fibrose liée au tabac

Arisque de
progression

Fibrose
|:> progressive




Anomalies interstitielles dépistées dans populations a risque

Connectivites, PID familiales, exposition amiante

Infraclinique Symptomatique

Avec signes PID fibrosante
de fibrose




Lésions sous-pleurales discretes « sans signe de fibrose »

Anomalies interstitielles de VS Pneumopathie interstitielle
découverte fortuite « ILAS » débutante

Asymptomatique Toux depuis 1 an
Fonction respiratoire normale Altération fonctionnelle discrete



far high-resolution CT if initial scan

>’1]p(i‘lE Or equUNOCa

is there evidernice ¢

» Respiratory sympto )
findings possibly attributa

« Extensive disease on CT*

« Decrements in pulmonary
exchange possibly attnibu

Active monitoring
« Recommend risk factor reduction
« Reassess dinically and repeat pulmonary

function tests in 3-12 months

Repeat CT at 12-24 months ©
if there is dinical or phy
ession

tentially ciniczally significant ILD

function or gas

ollD

Evaluation by pulmonologist, ideally
with ILD experience, with access to
multidisaplinary discussion

(linically significant ILD

Clinically driven management

Expectant management
« Recommend risk factor reduction

igure 5: Proposed schema for management of interstitial lung abnormalities detected on chest CT



Contrdole d’'anomalies pulmonaires de découverte fortuite

Procubitus




Fibroses progressives

Jeffrey M. Drazen, M.D., Editor

Spectrum of Fibrotic Lung Diseases

Wijsenbeek NEJM 2020



B IPF

B !diopathic NSIP
B Unclassifiable ILD
£ CTD-ILD

B cHP

B Sarcoidosis

B Pneumoconiosis
O Drug-induced ILD

B Other ILDs

Wijsenbeek NEJM 2020

13-40% des PID fibrosantes non FPI ont phénotype progressif



Efficacité des antifibrosants dans fibroses progressives non FPI

Criteres de progression 24 mois

in FVC (ml)
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/ T CVF = 10%

— T CVF 5-10% + T symptdmes
\ / T étendue fibrose TDM

T symptdmes + T étendue fibrose TDM

Brown ERJ 2020




Signes de fibrose au scanner

Rayon de miel Bronchectasies de traction  Réticulations, lignes irréguliéres Perte de volume



Progression de la fibrose en scanner

» Etendue lésionnelle
- CoOte a cote
- Semi-quantitative visuelle /10 % par tiers de chaque poumon
- Quantitative par logiciel

= Texture
- Apparition rayon de miel
- Aggravation bronchectasies de traction
. « Coarsness » de la fibrose



Verre dépoli — Réticulations intralobulaires ___ Ravon de miel
P Bronchectasies de traction y












PID post Covid

Respiratory Medicine

of severe COVID 19 reveals common

tespiratory Medicine

TN 00 (0

5 three months after Covid-19 ppeumonia

wtory function: The § Covid M3 st

EUROPEAN RESPIRATORY journal

Of

Pulmonary function and radiological features four
months after COVID-19: first results from the
national prospective observational Swiss COVID-
19 lung study

6-month consequences of COVID-19 in patients discharged
from hospital: a cohort study

Research Article

A Follow-Up Study of Lung Function and Chest Computed
Tomography at 6 Months after Discharge in Patients with
Coronavirus Disease 2019

Qian Wu (" Lingshan Zhong ., Hongwei Li0," Jing Guo,' Yajic Li,"” Xinwei Hou,'”

Fangfei Yang,'” Yi Xie 0, Li Li©),"" and Zhiheng Xing

Six-Month Follow-up Chest CT findings after Severe COVID-19
Pneumonia

Manuscript type: Origmal Research
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MD. PhD, Hanping Wu', MD. PhD. Heshu Shi'~, MD. PhD

1-year outcomes in hospital survivors with COV
a longitudinal cohort study



M3

= Verre dépoli, réticulations, opacités en bandes, distorsions bronchiques
Trappage expiratoire
Condensations
Rayon de miel rare

= Signes suggestifs de fibrose 12-20%

= Etendue Iésionnelle corrélée a sévérité initiale
Froidure et al 107 pts, Covid séveére/critique, 17% ont étendue lésionnelle = 5%



M6

Han et al 114 pts, Covid sévere/critique, 62% anomalies résiduelles, 35% fibrotic-like a M6
- « Fibrotic-like » bronchectasies de traction, bandes parenchymateuses, rayon de miel

- Plus fréquent si ARDS, VM, étendue lésionnelle initiale importante, patient agé

Huang et al Seven-category scale

Scale 3:notrequining  Scale4:requiring  Scale 5-6: requiring
supplemental oxygen supplemental HENG NIV, or IMV
axygen

Number of patients 95

At least one abnormal CT 49 {52%) 87/161 (54%)
pattemn

GGO 3 781161 (48%)
Irrequiar fines 24/161(15%)
Consolidation a 4/161(2%)
interlobular septal thickening 2/161(1%)
Subpleural line 6 (6%)

0

1.6({0-6t05-6)

0-2(0-1t0 0-4)

1-4 (0-6 t0 47)
Volume ratio of lung lesion to 0-0(0-0100-1)
total lung, % :

Volume ratio of consofidation
to total lung %

0-0(00t00-1)

Volume ratio of GGO to total
lung, %

0-6(01t01.9)

CT score 5.0 (4-0to 6-0)




M12

Huang et al

Scale 3: not requiring supplemental
oxygen

Scale 4: requiring supplemental oxygen

Scale 5-6: requiring HFNC, NIV,

or IMV

& month 12 month pvalue

6 month

12 month

p value

6 month

12month pvaiue

Lung function
Number of patients
<80%, % of pre 4 (7% %) 0-32
80%, % of predicted (5% 2(4%) =0-0001
0-32
0%, % of predicted
)0%, % of predicted
¥%, % of predicted
30%, % of predicted*
Chest CT
Number of patients
At least one abnormal CT
pattern
GGO
Irreguiar lines
Subpieural fine
Interlobular septal
thickening
Reticular pattern

Consolidation

11 (9%)
12/124 (10°
5/124 (4%)

5/116 (4%)

26/117 (22%

36/117 (31%)
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