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American Thoracic Society Documents

An Official ATS/ERS/JRS/ALAT Statement: Idiopathic
Pulmonary Fibrosis: Evidence-based Guidelines for
Diagnosis and Management
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Masahito Ebina, David M. Hansell, Takeshi Johkoh, Dong Soon Kim, Talmadge E. King, Jr., Yasuhiro Kondoh,
Jeffrey Myers, Nestor L. Miiller, Andrew G. Nicholson, Luca Richeldi, Moisés Selman, Rosalind F. Dudden,

Barbara S. Griss, Shandra L. Protzko, and Holger ]. Schunemann, on behalf of the ATS/ERS/JRS/ALAT Committee
on Idiopathic Pulmonary Fibrosis

En scanner: UIP typique, possible ou incompatible



UIP certaine (4 criteres)

U Prédominance souspleurale
basale

U Réticulations

U Rayon de miel avec ou sans
bronchectasies de traction

U Absence de signesmicompatibles

UIP possible (3 criteres)

U Prédominance sougleurale
basale

U Réeticulations

U Absence designes incompatibles




UIP « pattern »

Lésions sous pleurales et basales prédominantes
Réticulations
Rayon de mielx bronchectasies de tractions

P-astodiGanig ifmente s peo ke ln: -aut:r e

Predit une UIP histologique > 95%
Observé dans 50-60 % des UIP



UIP

Rayon de miel

Réticulations > verre depoli
bronchectasies de traction
distorsion architecturale

Hétérogeneité temporelle et
Spatiale

GG mediastin 10-15 mm
possible mais non orientant




UIP

Distribution sous pleurale avec gradierdgipico-basal



Bronchectasies de traction

Walsh et al. BMC Medicine (2015) 13:241 &
DOI 10.1186/512916-015-0479-0 P
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RESEARCH ARTICLE Open Access
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Relationship between fibroblastic foci profusion ®-
and high resolution CT morphology in fibrotic
lung disease

Simon L F Walsh™", Athol U. Wells?, Nicola Sverzellati®, Anand Devaraj”, Jan von der Thiisen®, Samuel A. Yousem?®,
Thomas V. Colby’, Andrew G. Nicholson® and David M. Hansell’

La séverite des bronchectasiesde traction est un prédicteur
independant de la profusion des foyers fibroblastiques en
anatomopathologiechezles patientsprésentantune UIP



Rayon de miel

Kystes habituellement de répartition sous pleurale
A paroi épaisse et reguliere (1 a 3 mm)

Tal l l e habituell ement e 3

Fleischner Society: Glossary of

Terms for Thoracic Imaging’

Hansell DM. Radiology 2008



Rayon de miel
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Maladies kystiques
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Airspace Enlargement with Fibrosis (AEF)
multiple thin-walled cysts

WatadaniY EurJRadiology016
Wright JLFibrosisvith emphysentdistopatholog®011









Interobserver agreement for the
ATS/ERS/JRS/ALAT criteria for a UIP pattern
on CT

Simon L F Walsh, Lucio Calandriello, Nicola Sverzellati, Athol U Wells
and David M Hansell

Thorax 2016 71: 45-51 originally published online November 19, 2015

116 lecteurs

Mesure du degré de
concordance entrdes
radiologues pourle rayon de
miel : Kappa inter observateur
=0,5




Apres antibiotiques Apres corticoides

Akira Radiology 200



Multicentre evaluation of multidisciplinary team meeting
agreement on diagnosis in diffuse parenchymal lung disease:
a case-cohort study

Dr Simon L F Walsh, MDLj, Prof Athol U Wells, MD, Sujal R Desai, MD, Prof Venerino Poletti, MD, Sara Piciucchi, MD,
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Eur Radiol (2015) 25:3679-3684
DOI 10.1007/500330-015-3760-x

ONCOLOGY

The proliferation of multidisciplinary team meetings (MDTMs):
how can radiology departments continue to support them all?
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UIP « pattern » incompatible

W Arguments pour un autre diagnostic



Inconsistent with UIP Pattern (Any of the Seven Features)

e Upper or mid-lung predominance

e Peribronchovascular predominance

e Extensive ground glass abnormality (extent >
reticular abnormality)

e Profuse micronodules (bilateral, predominantly
upper lobes)
e Discrete cysts (multiple, bilateral, away from areas
of honeycombing)
e Diffuse mosaic attenuation/air-trapping (bilateral,
in three or more lobes)
e Consolidation in bronchopulmonary segment(s)/lobe(s)




Inconsistent with UIP Pattern

w Upper or mid -lung predominance












Diagnostic differentiel

W Pneumoconiose

w Tuberculose

w SPA




Aspect de PID fibrosante intéressant les 2 sommets pulmonaires évoquant
une fibrose sarcoidosique



Inconsistent with UIP Pattern (Any of the Seven Features)

e Upper or mid-lung predominance

e Peribronchovascular predominance

e Extensive ground glass abnormality (extent >
reticular abnormality)

e Profuse micronodules (bilateral, predominantly
upper lobes)
e Discrete cysts (multiple, bilateral, away from areas
of honeycombing)
e Diffuse mosaic attenuation/air-trapping (bilateral,
in three or more lobes)
e Consolidation in bronchopulmonary segment(s)/lobe(s)




Distribution péri lymphatique
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Infiltration peribronchovasculaire







Inconsistent with UIP Pattern (Any of the Seven Features)

e Upper or mid-lung predominance

e Peribronchovascular predominance

e Extensive ground glass abnormality (extent >
reticular abnormality)

e Profuse micronodules (bilateral, predominantly
upper lobes)
e Discrete cysts (multiple, bilateral, away from areas
of honeycombing)
e Diffuse mosaic attenuation/air-trapping (bilateral,
in three or more lobes)
e Consolidation in bronchopulmonary segment(s)/lobe(s)







Homme 49 ans, transplante, dyspnée et fievre
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Pneumocystose

(Pneumocystis Jiroveci)



Pneumopathie desquamative (DIP)







Pneumopathie desquamative
(DIP)

w Plages de verre dépoli prédominant dans
les régions sous pleurale et aux bases,
corr ®| ®e s ~ Imacrophagiqoeu | at

w Reéticulations, micronodules

w Evolution vers la fibrose possible
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Inconsistent with UIP Pattern (Any of the Seven Features)

e Upper or mid-lung predominance

e Peribronchovascular predominance

e Extensive ground glass abnormality (extent >
reticular abnormality)

e Profuse micronodules (bilateral, predominantly
upper lobes)
e Discrete cysts (multiple, bilateral, away from areas
of honeycombing)
e Diffuse mosaic attenuation/air-trapping (bilateral,
in three or more lobes)
e Consolidation in bronchopulmonary segment(s)/lobe(s)




Toujours la sarcoidose



Miliaire tuberculeuse




Inconsistent with UIP Pattern (Any of the Seven Features)

e Upper or mid-lung predominance

e Peribronchovascular predominance

e Extensive ground glass abnormality (extent >
reticular abnormality)

e Profuse micronodules (bilateral, predominantly
upper lobes)
e Discrete cysts (multiple, bilateral, away from areas
of honeycombing)
e Diffuse mosaic attenuation/air-trapping (bilateral,
in three or more lobes)
e Consolidation in bronchopulmonary segment(s)/lobe(s)




multiple, bilateral, away from
areas of honeycombing




Inconsistent with UIP Pattern (Any of the Seven Features)

e Upper or mid-lung predominance

e Peribronchovascular predominance

e Extensive ground glass abnormality (extent >
reticular abnormality)

e Profuse micronodules (bilateral, predominantly
upper lobes)
e Discrete cysts (multiple, bilateral, away from areas
of honeycombing)
e Diffuse mosaic attenuation/air-trapping (bilateral,
in three or more lobes)
e Consolidation in bronchopulmonary segment(s)/lobe(s)
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PHC

Réticulations

Epaississement Peribronchovasculaire
Distorsion architecturale

Rayon de miel

Trappage

Nodules centrolobulaires



Inconsistent with UIP Pattern (Any of the Seven Features)

e Upper or mid-lung predominance

e Peribronchovascular predominance

e Extensive ground glass abnormality (extent >
reticular abnormality)

e Profuse micronodules (bilateral, predominantly
upper lobes)
e Discrete cysts (multiple, bilateral, away from areas
of honeycombing)
e Diffuse mosaic attenuation/air-trapping (bilateral,
in three or more lobes)
e Consolidation in bronchopulmonary segment(s)/lobe(s)




Encore la sarcoidose




COP

Condensations sous pleurale ou
peribronchovasculaire migratrices

Predominant aux bases
Bronchogramme aérien
Verre dépoli

Micronodules



http://radiographics.rsnajnls.org/content/vol27/issue3/images/large/g07ma06c13c.jpeg
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COP

Condensations sous pleurale
ou peribronchovasculaire
migratrices

Predominant aux bases
Bronchogramme aérien
Verre dépoli

Micronodules




Inconsistent with UIP Pattern (Any of the Seven Features)

e Upper or mid-lung predominance

e Peribronchovascular predominance

e Extensive ground glass abnormality (extent >
reticular abnormality)

e Profuse micronodules (bilateral, predominantly
upper lobes)
e Discrete cysts (multiple, bilateral, away from areas
of honeycombing)
e Diffuse mosaic attenuation/air-trapping (bilateral,
in three or more lobes)
e Consolidation in bronchopulmonary segment(s)/lobe(s)




NSIP

w Pas de gradient

w  Prédominance corticale



