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Table I. Proposed classification of smoking-related interstitial lung disease

Group Diseases

1. Chronic diffuse lung diseases that are very likely to be Respiratory bronchiolitis-interstitial lung disease
caused by cigarette smoking Desquamative interstitial pneumonia
Adult pulmonary Langerhans’ cell histiocytosis

2. Diffuse lung diseases that may be acutely precipitated  Acute eosinophilic pneumonia

by cigarette smoking Pulmonary haemorrhage syndromes

3. Interstitial lung diseases that are statistically more |diopathic pulmonary fibrosis
prevalent in smokers Rheumatoid arthritis-associated interstitial lung
disease

4. Interstitial lung diseases that are less prevalent in Sarcoidosis
smokers Hypersensitivity pneumonitis

Patel et al, Drugs 2008; 68:1511-27



1n Opaoa: Aiayura livevpovika Noonuara yia 1a
ONoIa UNIAPYXEI IoYXUPN AITIOAGYIKN) GUOYETION HE
TO KAnVIoHA:

e AVvanveuoTiKn BpoyXIOAITIOa-OIaUEDT

nveupovonabeia (RB-ILD)

» AOPOAIOWTIKN Olapeon nveupovia (DIP)
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Tunou Langerhans (PLCH)



To KATTVIOPNO OUVOEETAI AITIOAOYIKAQ:

Table 1
Key characteristics of group 1 chronic smoking-related diffuse lung diseases

RB-ILD DIP PLCH

Association with 95% 60%—-90% 95%-97%
Cigarette Smoking

Clinical Features Chronic cough and Chronic cough Chronic cough
dyspnea, inspiratory and dyspnea, and dyspnea.
crackles inspiratory crackles Pneumothorax in 15%

High-Resolution Centrilobular nodules  Ground-glass and Peribronchiolar nodules,
Computed and ground-glass reticular opacities cavitated nodules, and
Tomographic opacities cysts with relative
Findings sparing of lung bases

Key Histologic Pigment-laden Diffuse alveolar filling Bronchiolocentric nodules,
Findings macrophages in with pigment-laden stellate lesions,
the respiratory macrophages CD1a-positive
bronchioles and Langerhans cells
alveolar ducts

Response to Modest, variable Modest, variable Modest, variable
Corticosteroids

Abbreviations: DIP, desquamative interstitial pneumonia; PLCH, pulmonary Langerhans cell histiocytosis; RB-ILD, respira-

tory bronchiolitis—associated interstitial lung disease.
Clin Chest Med 33 (2012) 165-178




AVOTTVEUOTIKN BpoyXIoAITIOO-RB

* 2UYXVO IOTOAOYIKO EUPNMO O€ TIVEUUOVEC
KOTTVIOTWYV

* [laBoAoyikn atrdvTnon TOU IOTOU PETA OTTO
eKBeon o€ KATTVO TOIYAPOU

 100% TWV EVEPYWYV KATTVIOTWYV
50% TwV TEWC KATTVIOTWYV (O1AKOTTH >5 £TWV)
0% TWV OUBETTOTE KATTVIOTWY,
O€ XEIPOUPYIKEC BIOWIEC TTVEUNOVWV
(Fraig et al, Am J Surg Pathol 2002; 26:647-53)



AVAnVvEUOTIKN BpoyXIOAITIOO-OIGUEGH

nveupovonadeia (RB-ILD)

High-Resolution CT Findings of RB-ILD

Centrilobular nodular opacities
Patchy ground-glass opacity
Bronchial wall thickening

Upper lobe predominance
Associated centrilobular emphysema
Air trapping at expiration

Findings of fibrosis absent

Attili AK et al, Radiographics 2008; 28:1383-98



Respiratory Bronchiolitis-Interstitial
Lung Disease™

Long-term Outcome

Joshua Portnoy, MDf; Kristen L. Veraldi, MD, PhD{;

Marvin I. Schwarz, MD, FCCP; Carlyne D. Cool, MD;

Douglas Curran-Everett, PhD; Reuben M. Cherniack, MD;
Talmadge E. King [Jr, MD, FCCP; and Kevin K. Brown, MD, FCCP

Background: The clinical and physiologic features of respiratory bronchiolitis (RB)-interstitial
lung disease (ILD) have been previously described; however, the natural history and outcome
have not been systematically evaluated. The majority of published reports consider RB-ILD to be
a nonprogressive ILD that clinically improves with smoking cessation and antiinflammatory
treatment. In this study, we sought to determine the outcome of RB-ILD patients with and
without smoking cessation and with and without corticosteroid therapy.

Methods: Thirty-two RB-ILD cases confirmed by surgical lung biopsy were identified from a
prospectively enrolled cohort of subjects with ILD. Initial and follow- up data on symptoms,
physiology, treatment, and outcome were collected and analyzed.

Results: Kaplan-Meier analysis revealed that at least 75% of RB-ILD patients survived > 7 years
after diagnosis. Clinical improvement occurred in only 28% of cases, and physiologic improve-
ment occurred in 10.5% of cases. One patient died of progressive ILD, and two patients died of
non-small cell lung cancer. While physiologic improvement was limited to those who had ceased
smoking, corticosteroids and/or other immunosuppressive therapy had little effect on symptoms
or physiology.

Conclusions: This study shows that prolonged survival is common in RB-ILD. However, symp-
tomatic and pl]yainlug.,ic improvement occurs in only a minority of patients, and neither smoking
cessation nor immunosuppressive therapy is regularly associated with clinically significant
benefit. (CHEST 2007; 131:664-671)




AVAnVvEUOTIKI BPOYXIOAITIONO-OIAUEGCT)

nveupovonaBsia (RB-1LD)

Table 4—Comparison of Outcome in Patients Who Continued or Quit Smoking*

No. Better Worse Unchanged
Variables lContinued (;)uitI ICnntinued Quit l I(-J("mtinued Quit | IContinued Quit | p Valuet

Patient’s overall subjective assessment 9 16 2 (22) 5(31) 4 (44) 7 (44) 3 (33) 4 (25) 1.00
Symptoms

Cough 9 15 4 (44) 4 (27) 2(22) 4 (27) 3 (33) 7 (47) 0.76

Sputum 9 15 4 (44) 2 (13) 1(11) 3 (20) 4 (44) 10 (67) 0.36

Dyspnea 9 15 3 (33) 6 (40) 1(11) 5(33) 5 (56) 4 (27) 0.33

Dyspnea score 9 15 2 (22) 3 (20) 5 (56) 10 (67) 2 (22) 2 (13) 0.85
Physiologic assessment

Spirometry 6 12 0(0) 2 (17) 3 (50) 6 (50) 3 (50) 4 (33) 0.81

Drco 4 7 0(0) 2 (29 1(25) 2 (29) 3 (75) 3 (43) 0.73

P(A-a)O, 2 6 0(0) 92 (33) 1(50) 4 (67) 1 (50) 0(0) 0.29

*All clinical outcomes are listed as No. (%).
tFisher exact test that tested for an association between smoking status (continued or quit) and clinical outcome (better, worse, unchanged) for
each outcome.

Conclusions: This study shows that prolonged survival is common in RB-ILD. However, symp-
tomatic and physiologic improvement occurs in only a minority of patients, and neither smoking

cessation nor immunosuppressive therapy is regularly associated with clinically significant
benefit. (CHEST 2007; 131:664—-671)



O@EAN OI0KOTTNG KATTVIOMOTOG OTOUG

OVOTTVEUOTIKOUG 0oBeveig pe: RB-ILD

e YuUvowilovTac,

'EVOEIa HEAETWV

MEeAETEC PE MIKPO apiBuo acBevwy, avoUOIOYEVEIC, KN
OUYKPIONUEC, OXEOIAOUEVEG VA UENETIOOUV TN
(PUCIKN I0TOPIa TNG VOOOU Kal Ol ThV
ANOTEAECUATIKOTNTA TNC OIAKOMNG TOU KAMVIONATOC

EVOEIEEIC HEIWONG TNG TOMIKNG PAEYHOVIC Kal
BeATIWONC KANOIWV ACBEVWY UETA AMO TN OIAKOMN
TOU KAnViouaToc



ANO(MOAIOWTIKN OIAUECH MVEUHOVIA

=~ 90% TWV aoBevwV gival evEPYOIi 1 TEWC
KATTVIOTEC

31-51 dekaeTia, A=2I"
Bnxag, duoTtrvoia

PFTs: TTEPIOPIOTIKO N MEIKTO AEITOUPYIKO
OUVOPOMO

Ta KeExpwONEVA JAKPOPAYA KATAKAULOUV TIC
KUWEAIDEC



ANO(MOAIOWTIKN OIAUECH MVEUHOVIA

High-Resolution CT Findings of DIP

Bilateral patchy ground-glass opacity
Reticular opacities
Subpleural and basal predominance

Honeycombing uncommeon
Associated centrilobular emphysema

Attili AK et al, Radiographics 2008; 28:1383-98



[0 CASE REPORT [J

Spontaneous Remission of Desquamative
Interstitial Pneumonia

Kiyoshi Matsuo, Shinya Tapa, Mikio KaTaoka, Masayuki OKAHARA,
Jyunichi HiramMATsU, Masahide Horisa, Yoshiaki Fuiivori, Hideki TAKEHARA,

Masaya Okamoto, Ichiro YAmMADORI* and Mine HARADA

We report a case of spontaneous remission of desquamative interstitial pneumonia (DIP) in a
50-year-old male. The histological diagnosis of DIP was based on open lung biopsy. A chest X-ray
revealed reticulo-nodular shadows in the bilateral lung fields, and the patient had mild dyspnea on
exertion. Without treatment, these shadows decreased gradually and disappeared after several
months. The patient recovered completely within one year, and recurrence of the disease has not
been observed for 4 years. Recently, DIP has rarely been described, and the spontaneous remission
of DIP has not been reported since Carrington et al in 1978 (1).

(Internal Medicine 36: 728-731, 1997)
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Figure 1. A) Chest X-ray, taken on admission, which re-
vealed reticulo-nodular shadows distributed diffusely in the bilat-
eral lung fields. B) Chest CT scan showing diffusely increased
density of the lungs and multiple small bullous changes just
beneath the pleura bilaterally.

(Internal Medicine 36: 728-731, 1997)

Jgure 2. Low magnification view of lung specimen stained
with hematoxylin-eosin showing mild diffuse thickening of the
slveolar walls (<30A, <100B). Higher magnification showed a
marked accumulation of alveolar macrophages filling the alveolar
spaces (<400, C).




Figure 3. A) Withinseveral months of follow-up, the reticulo-
nodular shadows in bilateral lung fields disappeared gradually
without any treatment. B) Multiple small bullous changes just
beneath the pleura remained, as shown in Fig. 1b.

(Internal Medicine 36: 728-731, 1997)



Hindawi

Case Reports in Pulmonology

Volume 2018, Article ID 8503694, 5 pages
https://doi.org/10.1155/2018/8503694

Hindawi

Case Report
Smoking Relapse Causing an Acute Exacerbation of

Desquamative Interstitial Pneumonia with Pleural Effusions
and Mediastinal Adenopathies

Tyler Pickell ) Jamie Dlznunm!:ll‘y,2 and Francois Abi Fadel?




ANOMOAIOWTIKI OIAUEGH NMVEUNOVIA

1° ensloc0dIo

FIGURE 1: CT-high resolution chest without contrast. Taken 15

months before acute exacerbation. Ground glass opacities with

thickening of the interlobular septa, predominantly in the lung  pigurg 3: 10x lung view showing dense accumulation of intra-
bases. alveolar macrophages. Classic histological DIP findings.

Case Reports in Pulmonology
Volume 2018, Article ID 8503694, 5 pages




AnOMOAIOWTIKN OIAUEGH MVEUHOVIa

1° ensloc0dIo

To treat DIP, he was started on a tapered dose of glu-
cocorticoids (starting at 40 mg of prednisone) along with
nicotine replacement therapy for smoking cessation. Over a
7-month treatment course, the prednisone dose was lowered
to 10mg with improvement in his dyspnea and cough.

With assistance from the nicotine replacement, the patient
successfully quit smoking for 6 months. Repeat CT images
showed improvement in GGOs and resolution of prior small
pleural eftusions.

Case Reports in Pulmonology
Volume 2018, Article ID 8503694, 5 pages




AnOMOAIOWTIKN OIAUEGH MVEUHOVIa

YnoTtponr DIP (6 eBdopadec yerd Tnv unoTponr KanviopaTtoc)

CA
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FIGURE 4: Anteroposterior chest X-ray taken at the hospital admis- FIGURE 6: Anteroposterior chest X-ray 10 days after acute exacer-

sion during acute exacerbation of DIP. Right pleural effusion and bation and treatment with glucocorticoids. Right pleural effusion
bilateral lung interstitial opacities. resolved with improvement in interstitial opacities.

Case Reports in Pulmonology
Volume 2018, Article ID 8503694, 5 pages




OD@pEAN OIOKOTTNG KATTVIOHOTOG OTOUG

OVOTTVEUOTIKOUG 000eVEIg pE: DIP

e uvowilovTac,
« 'Evoeia peAeTwv

e H diakomnmn ToU KanviopaToc Baciko OTOIXEIO OTN
BepaneuTIKn AVTIMETWNION THG VOOOU

 EVOEIEEIC OTI N UMOTPOMN TOU KAMVIOUATOG
OUVOOEUETAI AMO UNOTPOMMN TNG VOOOU



[IVEUHOVIKN ICTIOKUTTAPWOI HE KUTTAapa
Tunou Langerhans (PLCH)

90-100% TwV acBevwv Eival EVEPYOI 1N NPWNV
KAMVIOTEC

31 kai 4" dekasTia, A=l

Brnxac, oucnvola

MveupoBbwpakac (10-15%)

Attili AK et al, Radiographics 2008; 28:1383-98



[IVEUHOVIKN IGTIOKUTTAPWOI] NE KUTTAPQ
Tunou Langerhans (PLCH)

e  EkONAWON MOAUKAWVIKNG AVARTUENG TWV KUTTAPWV
TURNou Langerhans (0eVOPITIKWV KUTTAPWY. NOU

ek@padouv TO EMpaveiako avriyovo CD1a).

High-Resolution CT Findings of PLCH

Thin-walled cysts, some confluent or with bizarre
shapes

Thick-walled cysts

Nodules, usually 1-5 mm, centrilobular or peri-
bronchial, may be cavitary, and seen in associa-

tion with cysts

Progression from three to two to one

Upper lobe predominance of nodules and cysts,
costophrenic angles spared

Fine reticular opacities

Ground-glass opacities

Attili AK et al, Radiographics 2008; 28:1383-98



Pulmonary Langerhans’ Cell
Histiocytosis™*

Radiologic Resolution Following
Smoking Cessation

Nesrin Mogulkoc, MD; Ali Veral, MD;
Paul W. Bishop, MB, BCh; Ulkii Bayindir, MD;
C. Anthony C. Pickering, MD; and [Jim [|. Egan, MDD

We describe two patients with histologically proven
pulmonary Langerhans’ cell histiocytosis in whom
radiologic improvement occurred following smoking
cessation. The patients had 23- and 25-pack-year
smoking histories, respectively. High-resolution CT
revealed multiple small nodules, located predomi-
nantly in the upper and middle lung fields. There
was a close temporal relationship between smoking
cessation and radiologic improvement.

(CHEST 1999; 115:1452—-1455)
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Pulmonary Langerhans’ Cell
Histiocytosis*

Radiologic Resolution Following
Smoking Cessation

Nesrin Mogulkoc, MD; Ali Veral, MD);
Paul W. Bishop, MB, BCh; Ulkii Bayindir, MD;
C. Anthony C. Pickering, MD; and Jim J. Egan, MD

(CHEST 1999; 115:1452-1455)

F1cure 2. Lung biopsy specimens from both patients show LCH
nodules. Top, A: The nodule from patient 1 shows a characteristic
stellate appearance with both fibrotic and cellular areas (hema
toxylin-eosin, original magnification X50). Center, B: in both
cases, the cellular population is predominantly of Langerhans’
cells with delicately folded nuclei and eosinophils (hematoxylin
cosin, original magnification X200). Bottom, C: the Langerhans’
cells stain strongly for CDla in both cases (hematoxylin-cosin,
original magnification X200). ’

FIGURE 1. Lung HRCT from patient 1. At the time of presen-
tation, there are multiple widely distributed small nodules, many
of which show central cavitation (top, A). Five months later, the
extensive n()(lul;u'ily ol the previous HRCT had illll)l'()\’(‘(l (center,
B). Ten months alter first presentation, there has been almost
complete resolution of the nodular disease with only mild
residual hyp()(l('nsily in the upper lobes (bottom, C).
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FIGURE 3. HRCT scan from patient 2 showing early disease with
round nodules 3 to 10 mm in diameter at presentation (fop, A).
Rapid reduction in size of the nodules 2 months after smoking
cessation (center, B). Complete radiologic resolution of the
disease within 6 months of presentation (bottom, C).

Pulmonary Langerhans’ Cell
Histiocytosis*

Radiologic Resolution Following
Smoking Cessation

Nesrin Mogulkoe, MD: Ali Veral, MD;
FPaul W. Bishop, MBE, UTkii Baggindir, MDD;
C. Anthony C. Pickering, MD; and [im [. Egan. MD

(CHEST 1999; 115:1452-1455)




» H Aigkonn kanvioparog gival ApwTapxIKng

ONPaciac kal YNopei va o0nynoel o UMPEDN TNC

VOOOU.

e YMOTPOMN TOU KAMVIOPATOC CUVOOEUETAI Kal

ano UMOTPONN THG VOOOU



MaBoyeveTiKOI PNXAVvIGHOI

* [lapapEvouv adleukpivnoTol

* 2.& QOUNTITWHATIKOUC KATTVIOTEC TTAPATNPEITAI
auenueEvn eAsypovwdng amavrtnon Je
ETTIOTPATEUON JAKPOPAYWYV, OUDETEPOPIAWY KAl
KUTTapwV Langerhan’s.

* EvTOUTOIC JIKPO TTOCOOOTO KATTVIOTWYV
avatrTuooel KAIVIKA egavn AAIT [evooyeveig
TTAPAYOVTEC (YEVETIKOI); ETTITTAEOV ECWYEVEIC
TTAPAYOVTEC (AOIUWOEIC, AAAEpYIOYyOVQ);



Koivol naBoyeveTiKOI HNXAVIGHOI

« ApxIKG n pAEyPOV agopa Ta BpoyxioAia dnA.
npog&apyel n BpoyxioAiTida (RBILD, PLCH)

e JUCOWPEUCH HAKPOPAYwWV O PBPOoyxIOAIQ,
OIAUECO 10TO Kal KUWEAIOEC AOYW Napaywync
napayovtwv ano Ta eménAiaka KUTTapa rnou:

EVIOXUOUV TNV oTpaToAOynon
au&avouv Tnv niRinon

LEIWVOUV TNV anonTtwon TwV Jakpopaywyv



Koivol naBoyeveTiKOI HNXAVIGHOI

e 2TOUC KANvioTeC Nou avantuooouv AAl, Ba
LNOPOUCAE Va UNoBeCOUUE OTI UNAPXEl EVAC
EVIOXUMEVOC KATAPPAKTNG NApaywync
pAeypovwdwv napayovtwv (GM-CSF, TGF-B)
UE evepyonoinon NANBoUC KUTTAPWY MOU ME
TNV O€IPA TOUC OTPATOAOYOUV VEA PAEYLOVWON

KUTTapa dnMUIoupywvTac evav pauio KUKAO.



 O&€cia NWOIVOPIAIKN AVEUUOVIa

e 2UVOPONA MOU EMINAEKOVTAl UE EVOOKUWEAIDIKN

aipoppayia (onwc Goodpasture)




[0 CASE REPORT [J

Acute Eosinophilic Pneumonia Following Cigarette Smoking:

A Case Report Including Cigarette-Smoking Challenge Test

Kazuyoshi WAraNABE, Masaki Funmura®, Kazuo KasaHArA®, Masahide Y asui*, Shigeharu Myou*,
Toshiyuki Kita*, Akira WatanaBe and Sinji Nakao*

(Internal Medicine 41: 1016-1020, 2002)
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Figure 1. Chest roentgenogram on admission showing dif- Figure 2. Chest CT on admission showing diffuse bilateral
fuse infiltrates in both lung fields. pulmonary infiltrates and mild pleural effusions.

(Internal Medicine 41: 1016-1020, 2002)




Table 1. Chest CT and BALF Findings at Onset, Recovery Phase and after the Cigarette-smoking
Challenge Test

Chest CT TCC(/ml) Neu(%) Eo(%) Lym(%) Ma(%) CD4/CDS8

On Set Infiltrative 35.7x10° 8 78 6 8 -
(Day 2)

Recovery Phase  Normal 8.8x10° 0 90 0.5
(Day 62)

Post Challenge Normal 11.7x10° 65 23 0.7
(Day 92)

(Internal Medicine 41: 1016-1020, 2002)




‘OpeNOC OIAKOMNG KAMVIoUAaToc:

e Meiwon UNOTPONWY

e 2UVOpOMO Goodpasture: 2nNuavTikn MEIWon
mBavoTnTac ELPAvionc EVOOKUWEAIDIKNG

aipoppayiac o€ dTopa JUE CRNEIPAPATOVEPPITIOA



e Id10nabnc Mveupovikn Tvwon

» RA-ILD




IPE kai Kanviepa

e 2uxvornta Katrviouarog o€ IPF aoBeveic:
41-83%

* To Kamviopa augdvel Tov KivOuvo yia avaTtrTuen
IPF

odds ratio [OR]=1.€



IPE ka1 Kanviopa

* AyVWOTOI TTAPAMEVOUV Ol UNXAVIOUOI HEOW TWV
OTTOIWYV TO KATIVIOUO CUUMJETEXEI OTNV

maBoyeEveon TG IPF
AUcnon Tou OCEIDWTIKOU Stress (T RONS)?

EmTayxuvon TnG ynpavaong (aging)?



IPF kal Kanviepa

e TO KATTVIOMO MEIWVEI TNV ETTIRIWON
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Antoniou KM et al, Am J Respir Crit Care Med 2008; 177:190-4



RA-ILD kai Kanviepa

 TO KATTVIOUO OTTOTEAEI TOV KUPIOTEPO
TTapAyovTa yia TNV avatrtucn Aidueonc

[TveupgovoTtraBelag oe aocOeveic pe RA

* [1iIBavn 0pacn pEoW KITpOU)\IV(}ITOI'nOT]g

TTPWTEIVWYV TTOU OPOUV AVTIYOVIKA
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RHEUMATOID ARTHRITIS LUNG DISEASE

Determinants of Radiographic and Physiologic Abnormalities

KENNETH G. SAAG, SHEELA KOLLURI, RACHELLE K. KOEHNKE, THOMAS A. GEORGOU,
JOHN W. RACHOW, GARY W. HUNNINGHAKE, and DAVID A. SCHWARTZ

[l Never Smoker (n=158)
21 Cigarette Smoking < 25 Pack-Years (n=886)
O Cigarette Smoking 2 25 Pack-Years (ne85)

%0 |

% Patients
with Physlologle
or Radiographic

Abnormalities

Abnormal
(p <.001)

Figure 1. Bar graph histogram demonstrating the univariate associa-
tions of smoking (expressed in pack-years) with abnormalities on
pulmonary function studies (diffusion capacity for carbon monoxide
[DLCO] and forced vital capacity [FVC]), and with chest radiograph
(CXR) perfusion abnormalities (interstitial infiltrates). P values deter-
mined by chi-square trend test.




Table 4. Multivariable models for selected pulmonary abnormalities*

Parameter
estimate (f3) 95% confidence
Abnormality, variable or odds ratiot interval

Diffusion capacity for carbon monoxide

<80% of predictedi
Age, years
Sex, male = 1
Smoking, pack-years
HAQ DI (range 0-3)
ESR, mm/hour
Current methotrexate use
Current cough
Hematocrit

-0.23
4.80
-0.07
-1.15
—-0.04
1.62
-1.76
0.19

-0.27, -0.18
3.51,6.08
—0.09, —-0.04
—-2.00, -0.30
—0.06, —0.01
0.45,2.79
—-3.18, —033
0.03,0.34

<0.001
<0.001
<0.001
0.008
0.003
0.007
0.017
0.022

Forced vital capacity <80% predicted§
Age, years -0.020 -0.02, —0.01 <0.001
Sex, male = 1 0.38 0.20, 0.56 <0.001
Height, cm 0.06 0.05, 0.07 <0.001
Smoking, pack-years —0.003 —0.006, —0.0004 0.028
HAQ DI (range 0-3) -0.23 -032,-0.13 <0.001
Pleurisy —-0.33 —0.64, -0.02 0.036
Perfusion defects on chest radiograph
Age, years 1.07 1.03, 1.10 <0.001
Sex, male = 1 2.13 1.02,4.43 0.044
Smoking, 0 to <25 pack-years 1.90 0.68,5.24 0.223
Smoking, =25 pack-years 3.76 1.59, 8.88 0.003

* HAQ DI = Health Assessment Questionnaire Disability Index; ESR = erythrocyte sedimentation rate.
T Values under profusion defects on chest radiograph are odds ratios.

i Adjusted R* = 0.491.

§ Adjusted R* = 0.637.

1 C-statistic = 0.781; Hosmer-Lemeshow goodness-of-fit statistic, P = 0.234.

ARTHRITIS & RHEUMATISM
Vol. 39, No. 10, October 1996, pp 1711-1719




AAIT TTIO OUXVEC O€ JN KATTVIOTEC

« [lveupoviTida aTtro UTTEpeUaIocOnaia Kal
2.0PKOEIdWON

* [1liIBava n «TTPOCTATEUTIKN» OPACN HEOW:

MelwpuEvng atravTnon oTa EICTIVEOUEVA AVTIYOVA
AOYW MEIWPEVNC IKAVOTNTAC TWV
QVTIYOVOTTOPOUCIACTIKWY KUTTAPWYV

AvaoToAn TnG mapaywyng IL-12 ato 1a
EVEPYOTTOINUEVA AKPOPAYA KAl OEVOPITIKA KUTTAPO
KOl KATAOTOAN TNG TUTTOU Th1l atravinong



AAIT TTIO OUXVEC O€ JN KATTVIOTEC

- AEN OA TPEINEI NA ANOTPEINETAI H AIAKOI'H
TOY KATINIZMATO2

 H BAPYTHTA KAI H MPOI'NQ2H TQN AYO
NO2ZHMATQN XEIPOTEPE2 2E KAINNI2ZTE2 2E
2XE2H ME TOY2 MH KATINIZTE2




2.UVOoWICoVTaC

> To Kanviopa EUnAEKETAl OXI HOVO OTNV naboyevela
aAAa kar TNV eEENIEN Twv AlaxUTwV AIGUECWYV
[veupovonaBeiwy

> H dlakonn kanviopaTtoc GUPBAAAEl oTNV. NEIWON TWV
ouvooupoTNTWY. (M.X. EPUonua, Ca) kal BeATIOoN
TNG EMIRIOVONG TV aoBeVWY

> IdlaiTEPa onuavTikn N EvVioYuon TNG Npoonadbsiac yia
OIAKOMMN KanviopaToc Kal n enava&ioAoynon Tou
aoBevouc JETA aro Tn Olakomn



