Scan the QR codes for

e e Identifying Key Considerations for Early Identification of Interstitial Lung Disease: A Modified Delphi Consensus Study

Gary M Hunninghake, MD, MPH,! Jonathan Goldin, MD, PhD,2 Howard Lazarus, MD,3 Jonathan A Kropski, MD,* Sudhakar Pipavath, MD,> Ivan O Rosas, MD,® Ruchi Yadav, MD,” Athol U Wells, MD,® on behalf of the ILA Delphi survey group

IPulmonary and Critical Care Division, Department of Medicine, Brigham and Women’s Hospital, Boston, MA, USA; °UCLA Department of Radiological Sciences, Santa Monica, CA, USA; 3Boehringer Ingelheim Pharmaceuticals, Inc., Ridgefield, CI, USA; “*Division of Allergy, Pulmonary and Critical Care Medicine, Department of Medicine, Vanderbilt University
Medical Center, Nashville, TN, USA; *University of Washington Medical Center, Seattle, WA, USA; 6Baylor College of Medicine, Houston, TX, USA; ’Cleveland Clinic, Department of Diagnostic Radiology, Cleveland, OH, USA; éRoyal Brompton Hospital, London, UK

\ =

|
INTRODUCTION AIMS % METHODS
« The term ILD encompasses « To identify areas of « A modified Delphi process (Figure 1) was devised by a steering « Two online questionnaires were developed by the steering + The results of the first survey were discussed by the Figure 1.The modified Delphi process
>200 pulmonary parenchymal consensus or disparate =S committee that comprised nine specialist pulmonologists and committee and used to survey the opinions of the expert steering committee, on the basis of which new or modified . V\f“/e.l V\/.ave.2
disorders that involve fibrosis of the opinion on thoracic radiologists panel members to identify areas of consensus and questions were developed and included in a second survey | (&=, ('.‘5’.', (.‘5’.',
lungs and other overlapping radiologic - Screening for ILD; * An expert panel of 44 practicing pulmonologists and thoracic differences of opinion regarding * The second survey was sent to the expert panel o e o
and pathologic characteristics!-2 - Reporting of ILA; and radiologists was selected by the steering committee to take partin - Perceptions of ILD; - The steering committee reviewed the outcomes of both L = — = L @
« Early diagnosis may facilitate early - Processes and criteria the modified Delphi process - Diagnosis and reporting of incidentally detected ILA; surveys in a second virtual meeting and identified key |E| E
treatment that could slow ILD for referral and « Expert panel members were required to have - Testing of asymptomatic patients with incidentally conclusions — F”St:“ft‘;ey Q“;-"t'onséev'sed Results of bIOth -
i 12 . . _ ! . . . . . . . X _ . o 5 =— sent to the and second survey surveys analyzed; key
progression fo.llow up in patients 2?‘) years' experience in diagnosing, treating or imaging lung detectgd ILA; and The threshold for consensus was defined, a priori, as ,,J expert panel sent to the expert conclusions identified
with ILA disease; and - Screening for early ILD 75% agreement panel
- >3 years' experience in diagnosing and treating ILD
» Results of Wave 1 of the modified Delphi process are presented in this poster » There was consensus that imaging features of honeycombing indicate the » The expert panel agreed that asymptomatic patients with ILA on CT, » For all three ILA, >85% of expert panel members recommended that CONCLUSIONS
» Pulmonologists and radiologists constituted approximately three-quarters presence of fibrosing ILD (Figure 4) including non-dependent subpleural reticulation, honeycombing/traction patients should be followed-up within 6—-12 months (Figure 8)
and one-quarter of the expert panel, respectively (Figure 2) - Views were divided as to whether traction bronchiectasis was indicative bronchiectasis or centrilobular ground-glass nodules/patchy ground-glass - Consensus was not achieved as to the optimal timing of follow-up
+ Most members practiced within academic centers or teaching hospitals of fibrosing ILD opacity, should be assessed further with HRCT (Figure 6) evaluation within this range
(Figure 2) . o ] - Less than half of respondents ggreeq on whether'other ILA, including Figure 8. Recommended time until follow-up in patients with ILA with no Consensus was reached on the
» Expert panel members.(n = 44) were experienced clinicians, 59% of whom non-dependent subpleural retlcu[at1on anFl cgntrflobular ground-glass Figure 6. Need for HRCT in patients with evidence of ILA on CT . e g BET sl
had >15 years of experience nodules/patch ground glass opacity, were indicative of ILD measureable decrements on Prls g
* Members had extensive ILD specialization; 52% had treated >200 patients  Honeycombing or = Non-dependent = Centrilobular ground-glass : . .
with ILD in the previous year Figure 4. ILA that indicate presence of ILD 100% " HRCT should be offered traction bronchiectasis  subpleural reticulation  nodules/patchy ground-glass opacity Pat]ents W]th d h]StO ry Of SSC
s, 8% 100% should be screened for
Figure 2. Expert panel demographics: specialty and practice settin icati icati ibrosi S 80% 75%
g P P grap P ty P g oo m Indicative of ILD = Indicative of fibrosing ILD é:j, 80% 80% . presence Of ea rly-stage ILD
o 0 2 60% E . S R
Specialty Practice settings £ 80% 5% 15% z = é 60% Honeycombing is indicative of
n = o 9 m
/Radiologists, o 53 0 § £ the presence of ILD
27% S 80% c = =3 °
% o ONP g 20% s * .
5 60% g < 20% e 1L% Patients with ILA
3 o 2 0% % % . .
J f:\‘:’ H0% Traction bronchiectasis or Non-dependent subpleural Centrilobular ground-glass 0% No further f “- e H n1 In2 (honeycom b] ng/tra Ct]on
Pulmonologists, 20% . honeycombing reticulation occupying =5% of nodules or patchy ground-glass o further follow-up n 6 months n 1year n Z+years . .
73% % Respondents o 5% Honeycombing Traction Non-dependent Centrilobular ) the lung Ecan (without opacity is indicated bronchiectasi S, su b ple ural
% . . bronchiectasis/ subpleural ground-glass oneycombing or traction _ . . .
'tAec:cdhei?glch((:)i?)tig{ General hospital bronchiolectasis reticulation : hnOdUIeSc{_ I 1 = 4 respondents bronchiectasis) n = 44 respondents reticu Iat] on, or centn IO b u Ia r
f = 4l respondents f = 44 respondents P ety - » Consensus was not met regarding the type of follow-up testing required ground-glass nodules/patchy
. . » There was consensus that full PFTs should be ordered when honeycombing/ (Figure 9) .
» The expert panel reached consensus that proactive screening for ) ) , : 3 ) -

b P e : + Although consensus was not reached, most respondents recommended traction bronchiectasis, subpleural reticulation or centrilobular ground-glass - For all three ILA, most expert panel members recommended that ground gIaSS OpaC]ty) should
early-stage ILD should be recommended in asymptomatic patients with a > . ) ) . ) ) , . - be foll d ithin 612
history of SSc (Figure 3) referral to a pulmonologist in patients with honeycombing (Figure 5) nodules/patchy ground-glass opacity are present on HRCT (Figure 7) patients should undergo full PFTs, but opinions were divided on e Toliowed up witnin 6—
~ Consensus was not achieved regarding the need for proactive screening * Under half of respondents recommended referral to a pulmonologist in - Other tests were less favored whether these should be accompanied by HRCT months

patients with other listed ILA, including traction bronchiectasis,

in patients with RA, familial history of pulmonary fibrosis/IIP, or a first- X X ) X
non-dependent subpleural reticulation or nodules/opacity (Figure 5)

Figure 7.Testing recommended in asymptomatic patients with ILA:
degree relative with pulmonary fibrosis/IIP g g ymp p

honeycombing or traction bronchiectasis; subpleural reticulation; or
centrilobular ground-glass nodules/patchy ground-glass opacity

Figure 9. Recommendations for follow-up testing in patients with ILA but

Although consensus was not

with no measureable decrements on PFTs
reached, most experts

Figure 5. Findings in the radiology report and recommendation for referral to

Figure 3. Proactive screening recommendations in early-stage ILD : : : .
a pulmonologist ® Full PFTs = Lab test for connective tissue diseases m Honeycombing or = Non-dependent = Centrilobular ground-glass recommended that pat]ents
m Exercise testing Bronchoscopy with bronchoalveolar lavage (no biopsy) traction bronchiectasis subpleural reticulation nodules/patchy ground-glass
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n = 44 respondents n = 44 respondents n = 44 respondents n = 44 respondents
Acknowledgments Specialist pulmonologists and radiologists comprising the expert panel Abbreviations References Disclosures
INTERACTIVE L = T. The authors meet criteria for authorship as recommended by the International Committee of Medical Fereidoun Abtin, USA; Katerina Antoniou, Greece; Timothy Blackwell, USA; Kevin Brown, USA; Jonathan Chung, USA; Tamera Corte, Australia; Bruno Crestani, France; Peter CT, computed tomography; HRCT, high- 1. Cottin V, et al. Eur Respir GH reports receipt of honoraria from Genentech, Mitsubishi Chemical, Gerson Lehrman Group, Boehringer Ingelheim and
; Journal Editors (ICM]E). The authors would like to acknowledge Michael A. Kadoch for his contribution to Crossno, USA; Daniel Culver, USA; Joao de Andrade, USA; Anand Deveraj, United Kingdom; Kevin Flaherty, USA; Gunnar Gudmundsson, Iceland; Hiroto Hatabu, USA; Joe resolution computed tomography; IIP, Rev 2018;27:180076 Medna-LLC. ]G reports no conflicts of interest. HL reports being an employee of Boehringer Ingelheim at the time of study; he is currently
discussions as a member of the steering committee. The authors received no direct compensation related Jacob, United Kingdom; Kerri Johansson, Canada; Jeff Kanne, USA; Ella Kazerooni, USA; Martin Kolb, Canada; David Lynch, USA; Toby Maher, United Kingdom; Fernando idiopathic interstitial pneumonia; ILA, 2. Richeldi L, et al. Eur employed by Altavant Sciences. JK reports receipt of grants from the National Institute of Health, Doris Duke foundation and the
to the development of the poster. Writing support for this poster was provided by Leon Newman, PhD, of Martinez, USA; Antonio Morais, Portugal; Steven D Nathan, USA; Imre Noth, USA; Justin Oldham, USA; Anna Podolanczuk, USA; Venerino Poletti, Denmark; Claudia Ravaglia, interstitial lung abnormalities; Respir Rev 2018;27:180074 Department of Defence; he also reports receipt of grants and personal fees from Boehringer Ingelheim, and non-financial support from .
Llp e GeoMed, an Ashfield company, part of UDG Healthcare, which was contracted and compensated by Italy; Elizabetta Renzoni, United Kingdom; Luca Richeldji, Italy; Geoffrey Rubin, USA; Chris Ryerson, Canada; Debasis Sahoo, USA; Sara Tomassetti, Italy; Paulo Spagnolo, ILD, interstitial lung disease; PFT, pulmonary Genentech. SP reports receiving personal fees as an expert advisor from Boehringer Ingelheim during and outside of the conduct of the o~ Boehrlnger
':;mﬁmg;;ﬂ;gmm&wm/ res;;:;g;’y’w;;;);zwmm; Boehringer Ingelheim Pharmaceuticals, Inc. (BIPI), for these services. BIPI was given the opportunity to Italy; Mary Strek, USA; Rob Suh, USA; Nicola Svertzelati, Italy; Dominique Valeyre, France; Simon Walsh, United Kingdom; George Washko, USA; Eric White, USA. function test; RA, rheumatoid arthritis; study. IR did not report any conflicts of interest. YR reports receipt of personal fees from Boehringer Ingelheim, Genentech and Bioclinica. ||| .
review the poster for medical and scientific accuracy as well as intellectual property considerations. SSc, systemic sclerosis. AW reports receipt of consultant fees from F. Hoffmann-La Roche Ltd and Boehringer Ingelheim. | | IngﬁlhElm

Poster presented at the American Thoracic Society (ATS) 2020 Virtual Conference; presenter: Gary M Hunninghake; email: ghunninghake@bwh.harvard.edu



