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* Gelismis radyolojik bulgulara ve diger tani yontemlerine ragmen,
IAH'li hastalarin %10-40'inda tani icin akciger biyopsisi
gerekmektedir.

* Hastanin klinik ve radyolojik bulgularinin degerlendirilmesi, hangi

invaziv tani ydonteminin oncelikle kullanilacagina karar vermede
esastir.



Kullanilan Tanisal YOntemler

* Bronkoalveolar lavaj (BAL)
* Transtorasik biyopsi
» Akciger biyopsisi

* Kriyo- transbronsiyal akciger biyopsisi
* Cerrahi biyopsi



Tanisal
Bronkoalveolar Lavaj (BAL)

-leksibl bronkoskop ile distal hava yollari ve alveollerden
nlcresel ve hicresel olmayan bilesenler toplayan yari invaziv
0ir tani yontemi

Interstisyel patolojiler

Infeksiyon hastaliklari

Tuberkuloz

Malign hastaliklar

Alveoler dolum yapan hastaliklar
Organik ve inorganik toz hastaliklar

Bu bilesenler




 Diffuz tutulumda orta lob ve lingulaya

* Lokalize tutulumda ilgili segment yada subsegmente bronkoskop agizlastirilir
(wedge pozisyon)

* 20 veya 50 ml’lik enjektorlerle toplam 100-240 ml vicut 1sisinda steril salin

* Bronkoskopun calisma kanalindan veya katater araciligi ile verilir ve aspire edilir
* Verilen sivinin en az %30’u geri alinmalidir

* Ornekler 4°C'de saklanmali ve 30-60 dk’da lab’a tasinmalidir

Hogea SP,Expert Rev Respir Med. 2020



BAL analizi BAL'da normal hlcre paterni

* Hlicre profili

* Immunositoloji (CD4/8, CD1)
* Hicre morfolojisi

* Toz partikiil Neutrophil (<2%) Eosinophil (<1%)

* Infeksiy6z organizma varligi

Lymphocyte (<10%)

Alveolar Macrophage (>90%)




BAL sivisinda patolojik hiicre paterni gosteren alveolit tipleri

Lenfositik hiicre hakimiyeti

HP (>%50)

NSIP

Sarkoidoz (>%50)

IPF

Berilyozis

Slikozis

Amiodarone pnomonitis
Granit pnomokonyozu
Lenfoma

Bag doku hastaliklari
Radyasyon pnomonitisi

Eozinofilik hiicre hakimiyeti

Eozinofilik pnémoni (>%25)
Churg Strauss pnémoni
Hipereozinofilik sendrom
APBA

ilac reaksiyonu

IPF

Notrofilik hiicre hakimiyeti

IPF

DiP

AiP

ARDS

Bakteriyel pnédmoniler
Brongsit

Bag doku hastaliklari
Asbestozis

Diffliz alveolar hasar
Aspirasyon pnomonisi
Sigara kullanimi



Lenfositik alveolitlerde CD4/CD8 T lenfosit orani ve iliskili hastaliklar

» Sarkoidoz
» Berilyozis
CD4/CD8 > Asbestozis
» Chron hastaligi
» Romatoid artrit

» Tuberkiloz
» Lenfanjioleimiyomatozis

CD4/CD8

» Hipersensitivite pnémonisi
> llac reaksiyonu

CD4/CD8 » Slikozis

» Organize ponpon

» HIV enfeksiyonu




Transtorasik biyopsi

* Ozellikle kriptojenik organize pndmonide basarili bir tani yontemidir.

* Transtorasik biyopsinin tanisal basarisi 108 hastayi iceren bir
calismada %87,9 olarak bulunmustur.

* Klinik ve radyolojik bulgular ile biyopsi degerlendirildiginde tani
basarisi %98 olarak bulunmustur.

Lesion with morphologic feature of organizing pneumonia (OP)
in CT-guided lung biopsy samples for diagnhosis of bronchiolitis
obliterans organizing pneumonia (BOOP): a retrospective study of

134 cases in a single center _ , _
7 Thorac Dis 2014;6(9):1251-1260



* Ploroparankimal fibroelastozda olgu bazli calismalar mevcuttur.

18 Gigne ile 4 olguluk bir calismada tani konulmus ancak 4 vakanin
hepsinde ptx gelismis ve 3'line gogus tupu takilmis.

Insights Imaging (2016) 7:155—162
O 1001007 /21 3244-015-0448-3

@ Croes hiark

REPORT

Pleuroparenchymal fibroelastosis: role of high-resolution
computed tomography (HRCT) and CT-guided transthoracic
core lung biopsy

Catia Esteves' - Francisco R. Costa' - Margarida T. Redondo”® - Conceicio S. Moura~" -



Transbronsiyal Akciger Biyopsi
(Konvansiyonel / Kriyo)

» Akciger parankiminden ornek alma yontemidir

» Diffliz lezyonu olanlarda alt loblarin lateral yada posterior segmentlerinden
lokalize lezyonu olanlarda ilgili alandan yapilir

»Plevranin anatomik yerlesimi, PX riski ylksekligi nedeniyle orta lobdan ve
linguladan alinmamasi 6nerilmektedir

»Biyopsiler ayni akcigerin iki farkli lobun segmentlerinden alinabilir. Fakat her iki
akcigerden biyopsi alinmasi kontrendikedir

»Bronkoskopiden 2 saat sonra pnomotoraks kontrolii icin derin ekspiryumda
akciger grafisi cekilmelidir



Transbronsiyal Akciger Biyopsi (Konvansiyonel-

Kriyo)

KONTRENDIKASYONLAR

KONVANSIYONEL

» Nonkoopere ya da isleme izin
vermeyen olgu

» Hemofili

> Uremi ( BUN >30 mg/dI

» Antikoagilan tedavi

» Trombosit <50.000 hiicre/ml

» Koaglilopati

» Agir Pulmoner HT

> Oksurtigiin kontrol edilemedigi
hastalar ( Bilincli sedasyon ile
yapilanlarda)

KRIYO

» Kanamaya egilim
» INR >1.5 ise
» Trombosit sayisi <50.000/mikroL
» PAB>40 mmHg
» Kontrol edilemeyen kardiak aritmi
» Unstable angina
» Ciddi hipoksemi (Oksijen destegine
karsin pO, <55 mm Hg)
» DLCO< %35
» FVC< %50
» Yiksek intrakraniyal basing



Transbronsiyal Akciger Biyopsi
(Konvansiyonel- Kriyo)

KONVANSIYONEL KRIYO
» Pnomotoraks ( %8) » Kanama (>50 ml) %1-4
» Pnomomediasten ( %2) » Pnomotoraks- %0.7-20
» Kanama » Hipoksemi
» Tansiyon Pnomotoraks > Islem siiresince kardiak aritmiler
» Hava embolisi » Mediastinal-subkutan amfizem
> Aritmi » Hava embolisi
» Pulmoner 6dem
> Ates

» GOgus agrisi
» Subkutan mediastinal amfizem

Sharp C, QIM. 2017



Konvansiyonel Transbronsiyal Biyopsi

» Komplikasyonlar nadirdir, ancak
numunelerin kicik olmasi ve ezilme
artefaktlari ile tanisal verim sinirhdir*

»UIP  gibi  karmasik  histopatolojik
paternlerin tanisinda zayif derecede
duyarhdir*

»Tani basarisi %40 larda

> Idiopatik Interstisyel Pnémonilerden (
IPF- NSIP- DIP) siiphelenilen hastalarda
rolt sinirh
»Duyarlilik % 30 (12/40)
> Ozgiilliik % 100 (24/24)
»PPD % 100 ( 12/12)
»NPD % 46 (24/52)

* Raghu G et al. Am J Respir Crit Care Med 2018




Son yillarda bu dezavantajlari ortadan kaldiran, tani basarisi ile cerrahi
biyopsiye alternatif olabilen

|

Transbronsiyal Akciger Kriyobiyopsi




Journal List > Am J Respir Crit Care Med > PMC9851481

H P Publisher’'s Version of Article
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American Journal of Respiratory and Critical Care Medicines

Idiopathic Am J Respir Crit Care Med. 2022 May 1; 205(9): e18-e47. PMCID: PMC9851481

Pulmonary Fibrosis Published online 2022 May 1. doi: 10.1164/rccm.202202-0399ST PMID: 35486072

and Progressive
Pulmonary Fibrosis

Idiopathic Pulmonary Fibrosis (an Update) and Progressive Pulmonary Fibrosis in
Adults: An Official ATS/ERS/JRS/ALAT Clinical Practice Guideline

in Adults

) Jidsay r wy

Ganesh Ragm,m Martine Remy-Jardin, Luca Richeldi, Carey C. Thomson, Yoshikazu Inoue, Takeshi Johkoh, Michael
Kreuter, David A. Lynch, Toby M. Maher, Fernando J. Martinez, Maria Molina-Molina, Jeffrey L. Myers, Andrew G.

y 1

» Transbronsiyal kriyobiyopsi uygulama ve yorumlama
deneyimi olan merkezlerde [AH’na histopatolojik tani
koymak icin kriyobiyopsinin cerrahi biyopsiye kabul
edilebilir bir alternatif olarak goriilmesi onerildi




ice Guideline > Eur Respir J. 2022 Nov 10;60(5):2200425.

European Respiratory Society guidelines on
transbronchial lung cryobiopsy in the diagnosis of
interstitial lung diseases

Daniél A Korevaar 1, Sara Colella 2, Markus Fally 3, Juliette Camuset 4, Thomas V Colby 2,
Lars Hagmeyer © 7, Juergen Hetzel 8 9, Fabien Maldonado 1°, Antonio Morais 11 12 13
Claudia Ravaglia 1? 75, René Spijker 1® 17 | Sara Tomassetti '® 78, _guren K Troy 1° 20
Johny A Verschakelen 27, Athol U Wells 22 23 Thomy Tonia 24, Jouke T Annema ' 25,

Venerino Poletti 26 15 25

»Bu rehber, tanisiz IAH ‘da doku tanisina ulasmakta kullanilan
transbronsiyal akciger kriyobiyopsi‘nin rolii hakkinda kanita
dayali klinik pratik uygulama onerileri sunmaktadir




1) Cerrahi biyopsi yapilmasi uygun gorilen hastalarda alternatif olarak kriyo-TBB 6nerilir

2) Cerrahi biyopsi yapilmasi uygun gorilmeyen hastalarda kriyo-TBB onerilir

3) Tanisal olmayan kriyo-TBB sonucu olan hastalarda ek test olarak cerrahi biyopsi onerilir

4) Tanisal olmayan kriyo-TBB sonucu olan hastalarda ikinci bir kriyo-TBB icin veya aleyhine
herhangi bir 6neri yapilmaz

5) Kriyo-TBB icin bronkoskopist egitim almalidir, ancak gerekli egitim tiru icin herhangi bir tavsiyede
bulunulmamistir



Tanisal Basari

Konvansiyonel
TBB

Cerrahi
biyopsi

Hetzel, Respiration, 2018



30 Gunluk Mortalite

Konvansiyonel
TBB

Kriyo- TBB

Cerrahi
biyopsi

Hetzel, Respiration, 2018




Standart
uygulama

Yiksek
tanisal
basari

Cerrahi Biyopsi

Diisiik

Ayaktan mortalite

islem
Genis
hasta e
spektrum s
Disik

maliyet
komplikasyon »

Endoskopi
k islem

Kriyo-TBB




ISLEM ONCESI

» Oral antikoagtlan tedavi aliniyorsa en az 4 giin 6nceden kesilmeli yada INR<1.5
kadar beklenmeli
» Clopidogrel kullaniliyorsa 1 hafta dnceden kesilmeli

» Enoxaparin tedavi dozunda kullaniliyorsa 24 saat 6nce kesilmeli, proflaksi
dozunda kullaniliyorsa son dozu atlanir

» Heparin 6 saat dnce kesilmeli




Kriyo-TBB / TEKNIK

J|l'

» Genel anestezi altinda

» Rijid tip / endotrakeal tip
» Skopi ?7??

» Kriyoprob

» Fogarty balon

» Deneyimli merkez



»Dondurarak doku biyopsisi alma metodudu

JHNamed 00134

» Kullanilan gazlar:Nitroz oksit (-89), CO2( -79)
»Kriyoprob: 1.1 mm, 1.9 mm, 2.4 mm
»Dondurma zamani: 3-8 sn

»Prob ucunun plevradan uzakligi 10-20 mm

» Biyopsilerin sayisi 3-6



Kriyo-TBB

» Diffliz patern: Alt lob lat/post segment
> Lokalize patern: llgili segment

» Pnomotoraks riski: Orta lob / lingula

> Tek tarafli biyopsi: 2 farkh lob/segment

» Bilateral biyopsi kontrendike!!!

*Kanama risk

Orta Alan
*Kikirdak yapi
i fazla

Santral Alan

*Kikirdak yapi ile

korunmus

*Kanama riski az

» 2 ve Uzeri biyopsilerde tani basarisi yiksek

Subplevral Alan
Pnomotoraks riski
fazla

Hedef Alan
Pnémotoraks
riski -Kanama
© Y riski az

Tk

Ravaglia, Respiration 2017
Hetzel, Respiration 2018



Kriyo-TBB Komplikasyonlari Etkileyen Faktorler

PNOMOTORAKS

HEMORAIJI

Ravaglia C, BMC Pulm Med 2019

**Derin sedasyon ve jet ventilasyon

***Plevraya yakin biyopsiler

**1’den fazla lobdan o6rneklem

*¢*3 ve daha fazla biyopsi

0 2.4’luk kriyoprob kullanmak

s Kullanilan antikoagu
**Kanama diyatezi var
s 2.4’luk kriyoprob ku

anlarin kesilmemesi
181

lanmasi

**Kriyoprob ile dondurma siresinin uzatiimasi




-
EUROPEAN RESPIRATORY JOURNAL \
ﬁ! ERS OFFICIAL DOCUMENTS

D.A. KOREVAAR ET AL

European Respiratory Society guidelines on transbronchial lung
cryobiopsy in the diagnosis of interstitial lung diseases

)

Tanisal verim : 23 ornek-> %85
<3 ornek -> <%77

Iki farkli segmentten birden fazla biopsi alinmasi ile tani sansi
%67 -> %87




» Sarcoidosis Vasc Diffuse Lung Dis. 2021;38(1):e2021004. doi: 10.36141/svdld.v38i1.11029.
Epub 2021 Mar 31.

Transbronchial cryobiopsy for diagnosing
parenchymal lung diseases: real-life experience from

a tertiary referral center

Demet Turan ', Efsun Gonca Ugur Chousein ', Aysu Sinem Kog ¢, Mustafa Cortik T,
Zeynep Yildinm 1, Baris Demirkol 1, Mehmet Akif Ozgtil 1, Halit Cinarka ', Neslihan Akalin 3,

Aytal Hande Yardimar 4, Erdogan Cetinkaya



Results: We recruited 147 patients with suspected DPLD. The definitive diagnosis was made
pathologically in 98 of 147 patients (66.6%) and using a multidisciplinary approach in 109 of 147
(74.1%) cases. The number of samples had a significant effect on diagnostic success. Histopathologic

diagnostic yield and diagnostic yield with a multidisciplinary committee after a single biopsy were
50%, and histopathological diagnostic yield and diagnostic yield with multidisciplinary committee
increased to 71.4% and 85.7%, respectively, with a second biopsy (p = 0.034). The incidence of mild-
to-moderate hemorrhage was 31.9%; no severe hemorrhage occurred. Pneumothorax rate was 15.6%,
and the mortality rate was 0.68%.

Conclusions: Cryo-TBB has sufficient diagnostic yield in the context of a multidisciplinary diagnosis
with acceptable complication rates. Performing at least 2 biopsies and from at least 2 segments

increases diagnostic success.




Transbronchial cryobiopsy followed by as-needed surgical
lung biopsy versus immediate surgical lung biopsy for

diagnosing interstitial lung disease (the COLD study):
a randomised controlled trial

Kirsten A Kalverda, Maarten K Ninaber, Lizzy Wijmans, Jan von der Thiisen, René E Jonkers, Johannes M Daniels, Jelle R Miedema, Chris Dickhoff,
Jiirgen Hélters, David Heineman, Merijn Kant, Teodora Radonic, Ghada Shahin, Danielle Cohen, Bart Boerrigter, Suzan Nijman, Esther Nossent,
Jerry Braun, Bas Mathot, Venerino Poletti, Jirgen Hetzel, Marcel Dijkgraaf, Daniel A Korevaar, Peter | Bonta, Jouke T Annema

Lancet Respir Med 2024

Published Online

April 16, 2024
httpsy//doi.org/10.1016/
§2213-2600(24)00074-2



* COLD c¢alismasi, Hollanda genelinde alti hastanede gerceklestirilen cok
merkezli, randomize kontrollG bir calismadir. Multidisipliner bir ekip
tartismasi ile degerlendirildigi Uzere akciger biyopsisi endikasyonu
olan IAH hastalari calismaya dahil edilmistir.

e Hastalar, ilk prosedirden itibaren 12 hafta boyunca takip edilmek
Uzere, 1:1 oraninda kademeli veya acil SLB stratejisine rastgele
atanmistir.



v

55 included and randomly assigned

A4

A 4

28 assigned to step-up strategy

27 assigned to immediate SLB

28 underwent transbronchial cryobiopsy 24 underwent SLB
3 underwent additional SLB
3 did not receive allocated
procedure
\ 1 died before allocated
procedure
1 withdrew consent
1 spontaneous improvement
h 4 v

28 included in final analysis population

24 included in final analysis population




Total Step-up strateqy Immediate SLB
(N=52) (n=28) (n=24)

Age, years 66 (59-72) 68 (61-73) 65 (57-70)
Sex

Male 42 (81%) 22 (79%) 20 (83%)

Female 10 (19%) 6 (219%) 4 (179%)
BMI, kg/m? 28 (26-30) 28 (26-30) 28 (25-30)
Smoking status

MNewver 7 (139%) 2 (7%) 5 (219%)

Former 40 (77%) 23 (82%) 17 (71%)

Current G (10%) 3 (11%) 2 (8%)
Pulmonary function test

Forced vital capacity, % predicted value 84 (16) 90 (14) 77 (15)

Hb-corrected diffusion capacity of the lungs for 56 (16) 61 (15) 50 (16)

carbon monoxide, % predicted value
Charlson comorbidity index 3 (2-5) 3 (2-5) 3 (2-5)
Visuval analoqgue scale pain 0 (0-—26) 0 (0-19) 0 (0—-44)
Final multidisciplinary team discussion diagnosis

Hy persensitivity pneumonitis 27 (52%) 12 (43%) 15 (63%:)

Idiopathic non-specific interstitial pneuvmonia 7 (13%6) 5 (18%) 2 (8%)

Idiopathic pulmonary fibrosis 4 (8%) 3 (11%) 1 (4%)

Sarcoidosis 2 (49%) 1(4%) 1 (4%)

Unclassifiable 6 (12%) 3 (11%:) 3 (13%6)

Other* 6 (12%) 4 (14%) 2 (89%)




Step-up Immediate SLE
strateqy (N=28) (m=2.44)

P value

Driagnostic yield S89% (7/3—6) 882 (69—97) 0-841
Diagnostic yield after B2% (0d4—CQ2) - -
transbronchial cryobiopsy
alorne
Total need for a chest A (1A4%%) 24 (1 0O00%%) == - OO AL
tube
Adter transbronchial A {A4%6) - -
cryobiopsy
After SLB 3 e Y 24 (LOO%%) -
Unexpected chest tube™ I (119%) 11 (462%) O- 00558
Adter transbronchial A {A4%6) - -
cryobiopsy
After SLE 2 (7)) 11 (A4626) -
Chest tube in situ
=24 h 1 {49%) 13 (54%6) -
2436 h 2 (7o) F(29%) -
3I6—48 h O 1 (496) -
=>A48 h 1 (£4%6) F ({(132%%) -
Total in-hospital stay A (1—-1) 5 {(A4—6) ~< - OO
Completed wvisual 25 (89%) 20 (83%) -
analogue scale pain
score on day 1
Wisual analogue scale 15 (0—38) A5 {(Z21-50Y) O -0 57




100 [ Step-up strategy —- 10
T [ Immediate surgical lung biopsy
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Diagnostic Unexpected Moderate to In-hospital Severe adverse
yield (%) chest tube (%) severe pain stay (days) events (%)
on day 1 (%)
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Figure 2: Primary and secondary endpoints




An Official ATS/ERS/JRS/ALAT Statement: Idiopathic
Pulmonary Fibrosis: Evidence-based Guidelines for
Diagnosis and Management

Ganesh Raghu, Harold R. Collard, |im ). Egan, Fernando ]. Martinez, Juergen Behr, Kevin K. Brown,

Thomas V. Colby, Jean-Francois Cordier, Kevin R. Flaherty, Joseph A. Lasky, David A. Lynch, Jay H. Ryu,
Jeffrey ]|. Swigris, Athol U. Wells, Julio Ancochea, Demosthenes Bouros, Carlos Carvalho, Ulrich Costabel,
Masahito Ebina, David M. Hansell, Takeshi Johkoh, Dong Soon Kim, Talmadge E. King, |r., Yasuhiro Kondoh,
Jeffrey Myers, Nestor L. Miiller, Andrew G. Micholson, Luca Richeldi, Moises Selman, Rosalind F. Dudden,
Barbara S. Griss, Shandra L. Protzko, and Holger |. Schiinemann, on behalf of the ATS/ERS/]JRS/ALAT Committee
on ldiopathic Pulmonary Fibrosis

This OFFICIAL STATEMENT OF THE AMERICAN THORACIC SociETY (ATS), THE EUROPEAN RESPIRATORY SOCIETY (ERS), THE JAPANESE
RespraTORY SOCIETY (JRS), AND THE LaTiN AMERICAN THORACIC AssoctaTioN (ALAT) Was ArPROVED BY THE ATS [BOARD G
DirecTors, NoveMieer 2010, THE ERS Execunive CovmimrEE, SEFTEMEER 2010, THE JRS Boarp oF DirecTors, DECEMYER 2010, AnD

THE ALAT Execurve ComiTTEE, NovEMEER 2010



Suspected IPF
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for ILD?
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Inconsistent w)’ LIF ™
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Surgical Lung
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Praobable LIP T Ff Possible LIP T
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AMERICAN THC
DOCUMENTS

Diagnosis of Idiopathic Pulmonary Fibrosis
An Official ATS/ERS/JRS/ALAT Clinical Practice Guideline

Ganesh Raghu, Martine Remy-Jardin, Jeffrey L. Myers, Luca Richeldi, Christopher J. Ryerson, David J. Lederer,
Juergen Behr, Vincent Cottin, Sonye K. Danoff, Ferran Morell, Kevin R. Flaherty, Athol Wells, Fernando J. Martinez,
Arata Azuma, Thomas J. Bice, Demosthenes Bouros, Kevin K. Brown, Harold R. Collard, Abhijit Duggal, Liam Galvin,
Yoshikazu Inoue, R. Gisli Jenkins, Takeshi Johkoh, Ella A. Kazerooni, Masanori Kitaichi, Shandra L. Knight,

George Mansour, Andrew G. Nicholson, Sudhakar N. J. Pipavath, Ivette Buendia-Roldan, Moisés Selman,

William D. Travis, Simon L. F. Walsh, and Kevin C. Wilson; on behalf of the American Thoracic Society, European
Respiratory Society, Japanese Respiratory Society, and Latin American Thoracic Society

THIS OFACIAL CLUINCAL FRACTICE GUIDELINE OF THE Am=Rican THoRaoc Socety (ATS), Eurorean Reseratory Socery (ERS), Jaransss ReseRamoRy
SocETy (JRS), avo Lann Anerican THoRacie SociETy [(ALAT) was arrROVED By THE ATS, JRS, ano ALAT May 2018, ano THe EBS June 2018

This official ATS/ERS/JRS/ALAT Clinical Practice Guideline was endorsed by the Pulmonary Pathology Society Octobgr 2018
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Idiopathic Pulmonary Fibrosis (an Update) and Progressive

Pulmonary Fibrosis in Adults
An Official ATS/ERS/JRS/ALAT Clinical Practice Guideline

aGanesh Haghu, Martine Remy-Jamdin, Luca Richeldi, Carey C. Thomson, Yoshikazu Inoue, Takeshi Johkoh,
Michael Krewuter, David A. Lynch, Toby M. Maher, Fernando J. Martinez, Maria Molina-Molina, Jeffrey L. Myers,

Andrew G. Nicholson, Christopher J. Hyerson, Mary E. Strek, Lauren K. Troy, Marlies Wijsenbeek, Manoj J.
Mammen, Tanzib Hossain, Brittany D. Bissell, Derrick D. Herman, Stephanie M. Hon, Fayez Kheir, Yet H. Khor,
Madalina Macrea, Katenna M. Antoniou, Demosthenes Bouros, Ivette Buendia-Roldan, Fabian Caro, Bruno
Crestani, Lawrence Ho, Julie Morisset, Amy L. Olson, Anna Podolanczuk, Venerino Poletti, Moisés Selman,
Thomas Ewing, Stephen Jones, Shandra L. Knight, Marya Ghazipura, and Kevin C. Wilson; on behalf of the
American Thomcic Society, European Respiratory Society, Japanese Respiratory Society, and Asociacion
Latinoamericana de Torax

THE OFRCIAL CLMICAL FRACTICE CLACFLINE Was]aFFACHED BY TRE AMERICEN THORADC SooETy, EuRoeeaH Resrmamry SocETy, Japaness ResPmeaTory So0ETY, Mk
Asnoaritel LamsinenErcas oE Toase Feamipay 2022
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SONUC

* GUnumuzde IAH olgularinin %60-90’Inda girisimsel isleme gerek kalmadan
tani konulmaktadir.

* BAL isleminin hipersensitivite pndmonisi veya sarkoidoz tanisinda
yardimci oldugu goriulmektedir.

* TTABx, COP ve ploroparankimal fibroelastozu teshis etmek icin
kullanilabilir.

 TBBx, IAH tanisi icin cok basarili bir yontem degildir.

* TB Kriyobiyopsi, kar-zarar orani degerlendirildiginde IAH tanisinda en
basarili yontem olarak gérinmektedir.

* Bu bilgiler 1siginda kriyobiyopsinin tani koydurucu olmadigi durumlarda
VATS biyopsisi kullaniimahdir.



Olgu-1

" M.A., 60 yasinda, K, evhanimi
= Sikayet: 7 yildir 6ksuruk, 3-4 yildir balgam,
= Son 1 yilda semptomlarda artis var

= Komorbidite yok, Sigara -, kus besleme- ilac kullanimi- eklem agrisi — agiz
ve goz kurulugu -



FIZIK MUAYENE

e Vital bulgular: KB: 120/70 mmHg Nabiz: 97 /dk SS: 22 /dk
* Solunum sesleri azalmis,
e Velkro ralleri orta ve alt zonda.






Diffuse reticular density increases and accompanying ground glass appearances in bilateral lung parenchyma
Subpleural minimal preservation (NSIP pattern?)
Bilateral subpleural cystic appearance




Table 3. High-Resolution Computed Tomography Patterns in Idiopathic Pulmonary Fibrosis

Level of confidence
for UIP histology

Distribution

CT features

HRCT Pattern

UIP Pattern

Confident (>90%)

¢ Subpleural and basal predominant

e Often heterogeneous (areas of
normal lung interspersed with fibrosis)

e Occasionally diffuse

¢ May be asymmetric

¢ Honeycombing with or without
traction bronchiectasis/
bronchiolectasis

¢ Presence of irregular thickening
of interlobular septa

¢ Usually superimposed with a
reticular pattern, mild GGO

¢ May have pulmonary ossification

Probable UIP Pattern

Provisional high
confidence (70-89%)

¢ Subpleural and basal
predominant

« Often heterogeneous
(areas of normal lung
interspersed with
reticulation and traction
bronchiectasis/
bronchiolectasis)

¢ Reticular pattern with
traction bronchiectasis/
bronchiolectasis

¢ May have mild GGO

¢ Absence of subpleural
sparing

Indeterminate for UIP

Provisional low
confidence (51-69%)

¢ Diffuse distribution

without subpleural
predominance

CT Findings Suggestive of an Alternative
Diagnosis

Low to very low confidence (<50%)

¢ Peribronchovascular predominant with subpleural
sparing (consider NSIP)
¢ Perilymphatic distribution (consider sarcoidosis)
¢ Upper or mid lung (consider fibrotic HP,
CTD-ILD, and sarcoidosis)

» Subpleural sparing (consider NSIFP or smoking-
related IP)

CT features of lung
fibrosis that do not
suggest any specific
etiology

e Lung findings
o Cysts (consider LAM, PLCH, LIP, and DIP)

0 | uat Tee- ny ol
(consider HP)

o Predominant GGO (consider HP, smoking-
related disease, drug toxicity, and acute
exacerbation of fibrosis)

o Profuse centrilobular micronodules (consider
HP or smoking-related disease)

o Nodules (consider sarcoidosis)

o Consolidation (consider organizing pneumonia,
eic.)

¢ Mediastinal findings
o Pleural plaques (consider asbestosis)
o Dilated esophagus (consider CTD)




LABORATUVAR

e WBC 13.54 10-3/uL
* HGB 12.8 g/dL

e PLT 421 10-3/pL

e Sedim 18 mm/saat

CRP 2.80 mg/dL
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Kriyo-TBBX

e 5*5%4 mm
 Sol alt lob posterobazal ve
laterobazal

* 5 bx aliniyor.




Komplikasyon




TUJT. 1T JE ]

{305 HASTALIKLARI

IPF suspected*

Eski Biyopsi Mo

KLINIK BILGI:
Malignite? Fibrozis?? IAH??

HRCT pattern

MAKROSKOPI :
Kayitsiz tlp igerisinde gdnderilen herbiri 0.5x0.5x0.4 cm dlgllerinde 5 adet doku pargasir
takibe alind. zd/gh/em/zo/ok

TANI :
USUAL INTERSTISYEL PNOMONI, SOL AKCIGER ALT LOB, TRANSBRONSIAL BIYOPSI

ARS.GOR.OZLEM KARA PROF.DR.OLGUN KONTAS

Dipl Tescil No 166722 Dipl Tescil No 37872

Histopathology patternt

MNon-IPF dx
Non-IPF dx

Non-IPF dx Non-IPF dx




Multidisipliner Takim
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