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ABSTRACT
Keywords Objective: To determine the frequency of idiopathic and non-idiopathic
High-Resolution Computed  pulmonary fibrosis in highresolution computed tomography proven wusual
Tomography; Idiopathic interstitial pneumonia patients.

Pulmonary Fibrosis; Interstitial  Study design: A cross-sectional study.
Lung Diseases; Risk Factors;  Settings: Chest Unit, OJHA institute of Chest diseases, Dow University of health
Smoking. sciences, Karachi

Period: November 2024 -April 2025.

Article History Material and Methods: Non-probability consecutive sampling was used to enroll
Received: 02 May 2025 104 patients aged between 18 and 60 years who had the pattern of usual
Accepted: 15 May 2025 interstitial pneumonia (UIP) on high-resolution computed tomography (HRCT).
Published: 30 June 2025 Malignant patients or those who did not want to take part in the study were

excluded. An SPSS version 25 was used to analyze the data. Chisquare or Fisher
exact test was used to evaluate association with a pwvalue of 0.05 as a statistically
. significant level.

Copyright @Author . Results: Among 104 patients, 71 patients were diagnosed as IPF and 33 as Non-
Correspondmg Auth.or: IPF. The mean age was 47.6 = 9.8 years; 59.6% male and 40.4% were females.
Dr. Batool Fatima Niaz Dyspnea (85.6%) and dry cough (77.9%) were the most common symptoms.
Idiopathic pulmonary fibrosis (68.3) was the most common. Age (p=0.041) and
smoking (p=0.032) were significantly related to IPF. Age group (p=0.041) and
smoking (p=0.032) showed significant associations with IPF. There was no
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difference between groups in terms of clinical features, but systemic symptoms were
more common in non-IPF. Among non-IPF causes the most common was CTD-
ILD, particularly ILD related to theumatoid arthritis (33.3%).

Conclusion: The most common subtype among the patients with usual
interstitial pneumonia proved by HRCT was idiopathic pulmonary fibrosis.

INTRODUCTION

Idiopathic pulmonary fibrosis (IPF) is a
progressive, chronic fibrosing interstitial lung
disease, typified by deteriorating pulmonary
functionality, aggravating dyspnea and terrible
prognosis. It is the most prevalent type of
idiopathic interstitial pneumonia and its median
survival is about 35 years after onset despite the
improvements in the supportive care and
antifibrotic therapy. Prognostication and proper
management of affected patients requires early
and accurate diagnosis [1]. High-resolution
computed tomography (HRCT) is a key step in
diagnosis of interstitial lung diseases, especially in
determining the common interstitial pneumonia
(UIP) pattern which is regarded to be the
radiological pattern of IPF. Chen et al. have
provided the results of a real-world cohort study
including 179 patients with suspected IPF in
which the use of HRCT showed definite UIP in
44.1% and probable UIP in 32.4% cases [2], which
indicates the diagnostic significance of imaging
patterns in clinical analysis.

Other imaging modalities have also been
examined to monitor fibrosing lung diseases other
than HRCT, including lung ultrasound. Milad et
al. compared 82 patients with the UIP and non-
specific interstitial pneumonia (NSIP) and showed
that lung ultrasound results were significantly
associated with HRCT scores and parameters of
pulmonary functions that justify the use of
imaging to determine the disease progression in
the patient [3]. The degree of fibrotic activity on
HRCT has also been demonstrated to have
prognostic consequences. The ILD-PRO registry
data of 395 patients with progressive pulmonary
fibrosis showed that the level of lung fibrosis on
HRCT was a more potent predictor of mortality
than the individual pattern of HRCT, which
showed clinical significance of radiological
assessment [4].

The prognostic assessment of IPF has also been
improved due to quantitative HRCT evaluation.
Du et al. reported in a cohort of 106 IPF patients
that fibrotic lung volume on HRCT was highly
predictive of disease progression and long-term
mortality and higher fibrotic volume was
associated with worse outcomes [5]. Various
patterns of HRCT also have effects on survival of
pulmonary fibrosis. In a follow-up study, 129 IPF
patients were assessed and the authors noted that
patients with classical UIP patterns were more
aggressive and less likely to survive than other
fibrotic patterns seen in HRCT [6].

Pulmonary fibrosis can also accompany the
autoimmune disease that is systemic in nature. As
an example, Manfredi et al. established that
progressive fibrosing interstitial lung disease
developed in about 24% of patients with primary
Sjogren syndrome, and this shows that fibrotic
lung disease can also be as a result of non-
idiopathic etiologies [7]. The distinction between
UIP and other patterns of fibrosing interstitial
lung disease patterns like NSIP is important
radiologically, as the treatment interventions and
the prognosis of the two are very different.
According to Karaman, the most common UIP
radiographical appearances on the HRCT are
basal and sub pleural reticulation, which
dominates, honeycombing, as well as traction
bronchiectasis features, which differentiate UIP
and other fibrotic lung disorders [8].

The histopathological studies have also revealed
the differences between idiopathic and secondary
pulmonary fibrosis. Wazir et al. contrasted lung
tissue samples of idiopathic and occupation
related fibrosis in lung disease and found that
there are different patterns of collagen deposition,
and inflammatory cell infiltration, which confirms
the heterogeneity of fibrotic lung diseases [9]. In
Pakistan, a survey of the National Registry of
Interstitial Lung Disease involving 744 cases
revealed that IPF constituted about 38 percent of
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interstitial lung disease cases, with connective
tissue disease related ILD, and hypersensitivity
pneumonitis ranking next leading to the high
burden of fibrotic lung diseases in Pakistan [10].
Since the etiologies and clinical implications of
pulmonary fibrosis are varied, a distinction
between idiopathic and non-idiopathic etiologies
in the patient who has a UIP pattern of HRCT is
of significant clinical interest. Nevertheless, local
data are scarce on the comparative incidence of
idiopathic and secondary pulmonary fibrosis in
patients who’s UIP has been confirmed using the
HRCT. Thus, the current research will establish
the prevalence of idiopathic and non-idiopathic
pulmonary fibrosis among the patients with
HRCT-proven usual interstitial pneumonia that
could aid in clinical practice in enhanced
diagnostic subdivision and treatment methods.

MATERIAL AND METHODS

The study was cross-sectional and was carried out
in the inpatient and outpatient units of the Chest
Unit, OJHA institute of Chest diseases, Dow
University of health sciences, Karachi. The
research was conducted within a span of six
months from November 2024 - April 2025 after
obtaining the research synopsis approval by the
College of Physicians and Surgeons Pakistan
(CPSP). The study was conducted with the
institutional ethical guidelines, and ethical
approval of the study was obtained through the
Research Evaluation Unit of the College of
Physicians and Surgeons Pakistan (Ref No:
CPSP/REU/PUL-2023-212-902) and approved
by institutional review board of Dow University of
health sciences, Karachi. All participants provided
written informed consent before participating in
the study.

The sample was estimated in the OpenEpi
software of estimation of sample size, based on the
proportion of 67.8% of the patient population
who have been reported to have idiopathic
pulmonary fibrosis with a usual interstitial
pneumonia (UIP) pattern on high-resolution
computed tomography (HRCT), using a 95%
confidence interval and a margin of error of 9
resulting in a required sample size of 104 patients.

The recruitment of the patients was done using a
non-probability consecutive sampling method.
The study involved patients of both genders
between 18 and 60 years old with usual interstitial
pneumonia that was demonstrated by HRCT. The
study eliminated patients with malignant diseases
that were concomitant and those who were not
willing to participate.

The study was conducted by enrolling patients to
the study after taking informed consent and
permission of the Research Evaluation Unit
(REU) of the College of Physicians and Surgeons
Pakistan and fulfilled the inclusion criteria
comprised of patients visiting the outpatient
department or admitted to the Chest Unit of
OJHA Institute of Chest Diseases. Demographic
information such as age and gender was captured.
The anthropometrics measurements were done
recording weight in digital weighing scale and
height in stadiometer with the patient wearing
light clothes and without shoes. The formula BMI
= weight (kg)/height (m?) was used to determine
the body mass index. Data on comorbidities like
diabetes mellitus, hypertension, history of family
members with interstitial lung disease and
smoking status (past medical history) were
collected. The clinical features were given such as
dry cough, dyspnea, fatigue, weight loss, oral
ulcers, photosensitivity, rash, and muscle/joint
pains. A physical examination was done in detail
to evaluate the existence of fine inspiratory
crackles and digital clubbing. Every patient, who
was enrolled, had high-resolution computed
tomography (HRCT) of the chest done to ensure
the normal pattern of interstitial pneumonia.
Moreover, the blood samples were taken in aseptic
conditions and were referred to the laboratory
where the autoimmune serology such as anti-cyclic
citrullinated peptide (anti-CCP), rheumatoid
factor (RF), extractable nuclear antigen (ENA) and
Anti-Nuclear Antigen (ANA) profile were done to
distinguish between idiopathic and non-idiopathic
pulmonary fibrosis. The principal investigator
admitted all of the findings on a structured
proforma.

The analysis of the data was conducted with the
help of Statistical Package of Social Sciences
(SPSS) 25. Quantitative variables such as age,
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height, weight, BMI, and laboratory data were
reported as mean and standard deviation when the
data was normally distributed and in the non-
normally distributed data, it was reported as
median and interquartile range (IQR). Qualitative
variables that included gender, age, BMI category,
comorbidities (diabetes mellitus, hypertension,
family history of interstitial lung disease, and
smoking), clinical findings and symptoms, and
outcomes of the study (idiopathic and non-
idiopathic pulmonary fibrosis) were displayed in
frequencies and percentages. Age groups, gender,
BMI classification and comorbidities are the effect
modifiers that were controlled using stratification.
Chissquare test was used to evaluate the
associations and a p-value of 0.05 was taken to be
statistically significant. In case the expected cell
frequency was under 5, the Fisher exact test was
used.

RESULTS

A total of 104 patients with high-resolution
computed tomography (HRCT) proven usual
interstitial pneumonia were included in the study.
The baseline demographic characteristics and
comorbidities of the study participants are
presented in Table 1. The mean age of the patients
was 47.6 + 9.8 years, with most participants
belonging to the 46-60year age group, indicating
a predominance of middle-aged adults. Male
patients were slightly more common than females.
With regard to body mass index, a considerable
proportion of patients were overweight or obese.
Among comorbid conditions, diabetes mellitus
and hypertension were frequently observed, while
a smaller proportion reported family history of
interstitial lung disease and smoking history.

Table 1: Demographic Characteristics and Comorbidities of Study Participants (n=104)

Variables n (%)
Age Group (years)
18-30 23 (22.1)
31-45 35(33.7)
46-60 46 (44.2)
Gender
Male 62 (59.6)
Female 42 (40.4)
BMI Classification
Normal 39 (37.5)
Overweight 41 (39.4)
Obese 24 (23.1)
Comorbidities
Diabetes Mellitus 34 (32.7)
Hypertension 29 (27.9)
Family History of ILD 12 (11.5)
Smoking 37 (35.6)
The clinical symptoms and physical examination number of patients, whereas oral ulcers,

findings of the participants are summarized in
Table 2. Dyspnea and dry cough were the most
common presenting symptoms, reflecting the
typical clinical presentation of usual interstitial
pneumonia. Other symptoms such as tiredness
and weight loss were also observed in a substantial

photosensitivity, rash, and musculoskeletal
symptoms were less frequently reported. On
physical examination, fine inspiratory crackles
were the most frequent finding, while digital
clubbing was present in approximately one-third of
the patients.
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Table 2: Clinical Presentation and Physical Examination Findings (n=104)

Clinical Variables n (%)
Symptoms

Dry cough 81 (77.9)
Dyspnea 89 (85.6)
Tiredness 54 (51.9)
Weight loss 32 (30.8)
Oral ulcers 11 (10.6)
Photosensitivity 14 (13.5)
Rash 9(8.7)
Muscle / joint pain 21(20.2)
Physical Examination

Fine inspiratory crackles 92 (88.5)
Clubbing 38 (36.5)

The frequency of idiopathic and non-idiopathic
pulmonary fibrosis and their association with
demographic and clinical variables are presented
in Table 3. Idiopathic pulmonary fibrosis
constituted the majority of cases in the study
population. Stratification analysis demonstrated a

statistically significant association between age
group and smoking history with idiopathic
pulmonary fibrosis. In contrast, gender, BMI
classification, diabetes mellitus, and hypertension
did not show significant associations with the
disease subtype.

Table 3: Stratification of Idiopathic and Non-Idiopathic Pulmonary Fibrosis with Demographic Variables

(n=104)
Variables Idiopathic PF n (%) Non-ldiopathic PF n (%) p-value
(n=71) (n=33)

Age Group (years) 0.041
18-30 12 (16.9) 11 (33.3)

31-45 24 (33.8) 11(33.3)

46-60 35 (49.3) 11(33.3)

Gender 0.287
Male 45 (63.4) 17 (51.5)

Female 26 (36.6) 16 (48.5)

BMI Classification 0.521
Normal 25(35.2) 14 (42.4)

Overweight 29 (40.8) 12 (36.4)

Obese 17 (23.9) 7(21.2)

Smoking 0.032
Yes 30 (42.3) 7(21.2)

No 41(57.7) 26 (78.8)

Diabetes Mellitus 0.618
Yes 24 (33.8) 10 (30.3)

No 47 (66.2) 23 (69.7)

Hypertension 0.704
Yes 21 (29.6) 8(24.2)

No 50 (70.4) 25 (75.8)
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A comparative analysis of clinical symptoms
between IPF and non-IPF patients is presented in
Table 4. Dyspnea and dry cough were highly
prevalent in both groups, with slightly higher
frequencies in IPF patients. Systemic and

autoimmune-related symptoms, including oral
ulcers, photosensitivity, rash, and musculoskeletal
complaints, were more commonly observed in
non-IPF patients. However, these differences did
not reach statistical significance (p>0.05).

Table 4: Comparison of Clinical Symptoms Between IPF and Non-IPF Patients (n=104)

Symptoms IPF n (%) (n=71) Non-IPF n (%) (n=33) p-value
Dry cough 58 (81.7) 23 (69.7) 0.182
Dyspnea 63 (88.7) 26 (78.8) 0.201
Tiredness 34 (47.9) 20 (60.6) 0.218
Weight loss 20(28.2) 12 (36.4) 0.392
Oral ulcers 5(7.0) 6(18.2) 0.082
Photosensitivity 7(9.9) 7(21.2) 0.109
Rash 4 (5.6) 5(15.2) 0.094
Muscle/joint pain 11 (15.5) 10 (30.3) 0.071

Further evaluation of non-IPF cases (n=33)
revealed that connective tissue disease-associated
interstitial lung disease (CTD-ILD) was the most
common underlying etiology. Rheumatoid
arthritis-associated ILD was the leading cause,
followed by systemic lupus erythematosus and

mixed connective tissue disease. Other causes
included ANCA-Vasculitis, drug-induced ILD,
and occupational/environmental exposure-related

ILD (Table 5).

Table 5: Causes of Non-Idiopathic Pulmonary Fibrosis (n=33)

Causes of Non-IPF n (%)
Rheumatoid arthritis-associated ILD 11 (33.3)
Systemic lupus erythematosus-associated ILD 7(21.2)
Mixed connective tissue disease 5(15.2)
ANCA-Vasculitis 4(12.1)
Drug-induced ILD 3(09.1)
Occupational/environmental exposure 3(09.1)

DISCUSSION
Fibrosing interstitial lung diseases (ILDs),
especially usual interstitial pneumonia (UIP) and
idiopathic pulmonary fibrosis (IPF) have
continued to be a significant cause of chronic
respiratory morbidity in the world. The high-
resolution computed tomography (HRCT) has
made significant progress and is useful in the
diagnostic assessment of these conditions without
the need to use invasive procedures. New methods
like quantitative CT texture analysis and
automated airway evaluation also contribute to the
improvement of diagnostic accuracy and
prognostic stratification, which is a developing

trend in the study of ILD [11,12]. In this
framework, the current research examined
demographic profile, clinical characteristics and
stratification of idiopathic and non-idiopathic
pulmonary fibrosis among the patients with the
HRCT-confirmed UIP.

The study population was predominantly middle-
aged, with a mean age of 47.6 + 9.8 years and the
highest proportion in the 46-60-year group. This
is in line with well-established epidemiological
trends that show a rising incidence and prevalence
of IPF in older years, and especially after the fifth
decade [13,14]. The observed minor male
dominance (59.6) is also in line with other
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available literature since increased exposure to
environmental and occupational risk factor as well
as lifestyle variations (such as smoking) have been
implicated [15,16]. Even though gender was not a
significant association in this study that indicated
disease subtype, the distribution is representative
of what is broadly reported demographics.

A large percentage of patients were obese or
overweight. Obesity is not a direct etiological agent
of pulmonary fibrosis, but it could contribute to
respiratory compromise by altering lung
mechanics and decreasing functional capacity.
Also, the comorbidity of metabolic abnormalities
can affect the severity and progression of the
disease as implied in earlier research [17].
Comorbid conditions, especially diabetes mellitus
and hypertension, were commonly seen. These
results are compatible with the available data that
suggests that ILD patients often have comorbid
systemic diseases, making them more prone to
morbidity and healthcare burden. These
comorbidities need to be managed effectively to
provide comprehensive care to the patient, and
this might affect overall outcomes [18].

The most common symptoms were dyspnea and
dry cough, which are the typical characteristics of
fibrosing lung disease with progressive restriction
and poor gas exchange. These results are similar to
the previous ones in that chronic exertional
dyspnea and non-productive cough are considered
to be cardinal manifestations of IPF and other
ILDs [19]. When examined, fine inspiratory
(Velcro-like) crackles were predominantly found
with digital clubbing coming second. These are
typical markers of interstitial fibrosis and clubbing
is usually linked to a more progressive or chronic
illness [20].

Altogether, the results of the present research
support current data on the demographic and
clinical features of UIP and IPF and underline the
importance of HRCT in the diagnosis. The initial
identification of typical characteristics, as well as
the determination of risk factors and etiologies,
are essential to make a timely diagnosis, relevant
categorization, and effective treatment of fibrosing
interstitial lung diseases.

Limitations of study: There are a number of
limitations in this study. To begin with, the study
was carried out in one facility and the sample size
was relatively small which could restrict the ability
to generalize the results to large populations.
Second, the cross-sectional design cannot be used
to measure disease progression, response to
treatment, or longterm survival. Third, other
diagnostic methods like pulmonary function
testing, histopathological = confirmation or
longitudinal  follow-up radiology were not
encompassed in the analysis. It is advisable that
future multicenter prospective studies that will
involve larger sample sizes and more detailed
clinical examinations should be wused to
substantiate and build on these findings.

CONCLUSION

In patients with UIP pattern on high-resolution
computed tomography (HRCT) of the chest,
idiopathic pulmonary fibrosis (IPF) was the most
common diagnosis and was significantly associated
with increasing age and smoking. Non-idiopathic
pulmonary fibrosis (PNF)-related interstitial lung
disease (ILD) most commonly occurred as a result
of rheumatoid arthritis (RA) and systemic lupus
erythematosus (SLE). Early recognition of
characteristic clinical and radiological patterns
and a careful assessment of underlying etiologies,
is essential for accurate diagnosis of fibrosing ILD.
It is crucial that these conditions are identified in
a timely manner and appropriately classified in
order to manage the patient optimally and achieve
the best clinical result.

REFERENCES

Zubairi ABS, Ahmad H, Hassan M, Siddiqui F,
Igbal N, Riaz M, et al. Comparative
analysis of connective tissue disease-
associated interstitial lung disease and
idiopathic pulmonary fibrosis from a
tertiary care centre in Pakistan. ] Pak Med
Assoc. 2021;71(10):2330-2334.
doi:10.47391/JPMA.01-107.

https://fmhr.net

| Niaz et al., 2025 |

Page 1318



Volume 3, Issue 4, 2025

Frontier n

Medical & Health
Research

ISSN: (e) 3007-1607 (p) 3007-1593

Chen T, Yin CS, Wang P, Li QH, Shao C, Huang
H, et al. Differences between patients with
probable UIP and definite UIP on HRCT
in idiopathic pulmonary fibrosis: a real-
world cohort study. J Clin Med.
2024;13(23):7170.
doi:10.3390/jcm13237170.

Milad N, Esmaeil I, Atefeh A, et al. Lung
ultrasound  for  assessing  disease
progression in UIP and NSIP: a
comparative study with HRCT and
pulmonary function tests. BMC Pulm
Med. 2025;25:11. doi:10.1186/512890-
024-03433-8.

Swaminathan AC, Weber JM, Todd JL, et al.
Extent of lung fibrosis is of greater
prognostic  importance than HRCT
pattern in progressive pulmonary fibrosis:
data from the ILD-PRO registry. Respir
Res. 2025;26:73. doi:10.1186/512931-025-
03136-6.

Du K, Zhu Y, Mao R, et al. Medium-long term
prognosis  prediction for idiopathic
pulmonary fibrosis patients based on
quantitative analysis of fibrotic lung
volume. Respir Res. 2022;23:372.
doi:10.1186/512931-022-02276-3.

Mura M, Rellini C, Taha N, Sbordone FP, Rufi F,
Montesanto F, et al. Radiographic
progression and survival of the different
HRCT patterns of idiopathic pulmonary
fibrosis. Sarcoidosis Vasc Diffuse Lung
Dis. 2022;39(2):e2022021.
doi:10.36141/svdld.v39i2.12534.

Manfredi A, Sambataro G, Rai A, Cerri S,
Sambataro D, Vacchi C, et al. Prevalence
of progressive fibrosing interstitial lung
disease in patients with primary Sjégren
syndrome. ] Pers Med. 2024;14(7):708.
doi:10.3390/jpm14070708.

Karaman CZ. NSIP and differentiation from UIP
in fibrosing lung disease. Turk Radiol
Semin. 2024;12(1):29-38.
doi:10.4274/trs.2024.24134.

Wazir S, Baloch ZH, Ubaidullah, Anjum A,
Jadoon S, Bashir S. Comparative histology
of pulmonary fibrosis in idiopathic versus
occupational lung diseases. J Popul Ther

Clin Pharmacol. 2024;31:¢7616. doi:
10.53555/924p4n07.

Zubairi ABS, Ansarie M, Mahmud T, Ashraf S,
Rao NA, Javaid A, Shaheen Z, Khan S,
Khan A. National Registry of Interstitial
Lung Disease from Pakistan. Cureus. 2021
Apr 25;13(4):e14684. doi:
10.7759/cureus.14684.

Haghighi B, Gefter WB, Pantalone L, Kontos D,
Barbosa EM. Quantitative CT texture-
based method to predict diagnosis and
prognosis of fibrosing interstitial lung
disease patterns. Med Phys.
2022;49(6):3602-3612. doi:
10.48550/arXiv.2206.09766.

Pakzad A, Cheung WK, Van Moorsel CHM,
Quan K, Mogulkoc N, Bartholmai BJ et al.
Evaluation  of  automated  airway
morphological quantification for assessing
fibrosing lung disease. Computer Methods
in  Biomechanics and  Biomedical
Engineering: Imaging and Visualization.
2024;12(1):2325361. doi:
10.1080/21681163.2024.2325361

Golchin N, Patel A, Scheuring J, Wan V, Hofer K,
Collet JP, et al. Incidence and prevalence
of idiopathic pulmonary fibrosis: a
systematic literature review and meta-
analysis. BMC Pulm Med. 2025;25:378.
doi:10.1186/512890-025-03836-1.

Johannson KA, Vittinghoff E, et al. Incidence,
prevalence and mortality of interstitial lung
diseases: population-based cohort study.
Ann Am Thorac Soc. 2024;21(4):625-634.
doi:10.1513/AnnalsATS.202406-6250C.

Salisbury ML, Gu T, Murray S, Gross BH,
Chughtai A, Sayyouh M, Kazerooni EA,
Myers JL, Lagstein A, Konopka KE, Belloli
EA, Sheth JS, White ES, Holtze C,
Martinez FJ, Flaherty KR. Hypersensitivity
Pneumonitis: Radiologic Phenotypes Are
Associated With Distinct Survival Time
and Pulmonary Function Trajectory.
Chest. 2019  Apr;155(4):699-711. doi:
10.1016/j.chest.2018.08.1076.

https://fmhr.net

| Niaz et al., 2025 |

Page 1319



Volume 3, Issue 4, 2025

Frontier n

Medical & Health
Research

ISSN: (e) 3007-1607 (p) 3007-1593

Cottin V, Wollin L, Fischer A, Quaresma M,

Stowasser S, Harari S. Fibrosing interstitial
lung diseases: knowns and unknowns. Eur

Respir Rev. 2019 Feb 27;28(151):180100.
doi: 10.1183/16000617.0100-2018.

George PM, Spagnolo P, Kreuter M, Altinisik G,

Bonifazi M, Martinez FJ, Molyneaux PL,
Renzoni EA, Richeldi L, Tomassetti S,
Valenzuela C, Vancheri C, Varone F,
Cottin V, Costabel Uj; Erice ILD working
group. Progressive fibrosing interstitial
lung disease: clinical uncertainties,
consensus recommendations, and research
priorities. Lancet Respir Med. 2020
Sep;8(9):925934. doi: 10.1016/S2213-
2600(20)30355-6.

Wuyts WA, Wijsenbeek M, Bondue B, Bouros D,

Bresser P, Robalo Cordeiro C, Hilberg O,
Magnusson J, Manali ED, Morais A,
Papiris S, Shaker S, Veltkamp M,
Bendstrup E. Idiopathic Pulmonary
Fibrosis: Best Practice in Monitoring and
Managing a Relentless Fibrotic Disease.
Respiration. 2020;99(1):73-82. doi:
10.1159/000504763.

Selman M, Pardo A. From pulmonary fibrosis to

progressive pulmonary fibrosis: a lethal
pathobiological jump. Am ] Physiol Lung
Cell Mol Physiol. 2021;321(3):L600-L607.
doi:10.1152/ajplung.00310.2021.

Kalchiem-Dekel O, Galvin JR, Burke AP, Atamas

SP, Todd NW. Interstitial Lung Disease
and Pulmonary Fibrosis: A Practical
Approach for General Medicine Physicians
with Focus on the Medical History. ] Clin
Med. 2018 Nov 24;7(12):476. doi:
10.3390/jcm7120476.

https://fmhr.net

| Niaz et al., 2025 |

Page 1320



