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Abstract 

Background: Cigarette smoking is a risk factor for interstitial lung abnormalities (ILAs) and interstitial lung diseases 
(ILDs). Investigation defining the relationships between ILAs/ILDs and clinical, radiographic, and pathologic findings 
in smokers have been incomplete. Employing a cohort undergoing surgical resection for lung nodules/masses, we (1) 
define the prevalence of ILAs/ILDs, (2) delineate their clinical, radiographic and pathologic predictors, and (3) deter-
mine their associations with mortality.

Methods: Patients undergoing resection of lung nodules/masses between 2017 and 2020 at a rural Appalachian, 
tertiary medical center were retrospectively investigated. Predictors for ILAs/ILDs and mortality were assessed using 
multivariate logistic regression analysis.

Results: In the total study cohort of 352 patients, radiographic ILAs and ILDs were observed in 35.2% and 17.6%, 
respectively. Among ILA patterns, subpleural reticular changes (14.8%), non-emphysematous cysts, centrilobular (CL) 
ground glass opacities (GGOs) (8% each), and mixed CL-GGO and subpleural reticular changes (7.4%) were common. 
ILD patterns included combined pulmonary fibrosis emphysema (CPFE) (3.1%), respiratory bronchiolitis (RB)-ILD 
(3.1%), organizing pneumonitis (2.8%) and unclassifiable (4.8%). The group with radiographic ILAs/ILDs had a signifi-
cantly higher proportion of ever smokers (49% vs. 39.9%), pack years of smoking (44.57 ± 36.21 vs. 34.96 ± 26.22), 
clinical comorbidities of COPD (35% vs. 26.5%) and mildly reduced diffusion capacity (% predicated 66.29 ± 20.55 vs. 
71.84 ± 23). Radiographic centrilobular and paraseptal emphysema (40% vs. 22.2% and 17.6% vs. 9.6%, respectively) 
and isolated traction bronchiectasis (10.2% vs. 4.2%) were associated with ILAs/ILDs. Pathological variables of emphy-
sema (34.9% vs. 18.5%), any fibrosis (15.9% vs. 4.6%), peribronchiolar metaplasia (PBM, 8% vs. 1.1%), RB (10.3% vs. 2.5%), 
and anthracosis (21.6% vs. 14.5%) were associated with ILAs/ILDs. Histologic emphysema showed positive correlations 
with any fibrosis, RB, anthracosis and ≥ 30 pack year of smoking. The group with ILAs/ILDs had significantly higher 
mortality (9.1% vs. 2.2%, OR 4.13, [95% CI of 1.84–9.25]).

Conclusions: In a rural cohort undergoing surgical resection, radiographic subclinical ILAs/ILDs patterns were highly 
prevalent and associated with ever smoking and intensity of smoking. The presence of radiographic ILA/ILD patterns 
and isolated honeycomb changes were associated with increased mortality. Subclinical ILAs/ILDs and histologic 
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Introduction
Cigarette smoking has been associated with the precur-
sor lesions of interstitial lung abnormalities (ILAs) and a 
diversity of interstitial lung diseases (ILDs) including res-
piratory bronchiolitis–interstitial lung disease (RB-ILD), 
desquamative interstitial pneumonia (DIP), pulmonary 
Langerhans cell histiocytosis (PLCH), idiopathic pulmo-
nary fibrosis (IPF), and combined pulmonary fibrosis and 
emphysema (CPFE) [1]. Penetration of smoking-related 
pulmonary injuries is variable with a prevalence of 3 to 
17% (mean of 8%) for ILAs, < 1% for CPFE and 0.0005–
0.002% for IPF [2]. Except for subclinical ILAs, these 
diseases often present with progressive dyspnea and 
some combination of other symptoms (cough, sputum 
and wheezing). Attempts to identify an individual lung 
disease overlooks co-existing pathology and disease fol-
lowing exposure to the shared risk factor of cigarette 
smoking [3, 4]. Investigation of the associations between 
subclinical ILAs and other cigarette smoking-related lung 
diseases have sometimes provided discrepant results. 
While identifying the potential role of current smoking in 
ILAs, Washko et al. demonstrated an inverse relationship 
with emphysema, with prevalence of 8% in COPD gene 
cohort [5]. These findings may have been confounded by 
the exclusion of radiographic emphysematous regions 
which may include smoking-related interstitial fibrosis, 
lack of histologic confirmation, and approximately one-
third of patients meeting criteria for “indeterminate” ILA 
[6, 7]. Although comparison of quantitative methods of 
ILA evaluation to visual ILA showed potential modifica-
tion from coexisting emphysema (5% or more) [8], a sig-
nificant positive association was demonstrated between 
paraseptal emphysema and ILAs [9]. Recent studies have 
suggested that ILAs can show a higher prevalence (23.1 
to 40.7%) and are associated with both a worse clini-
cal course and higher mortality rates in COPD patients 
[10–13].

The Appalachian region is challenged with the highest 
rates of smoking (25.2%) in the United States [14]. Subse-
quently, there is an excessive burden of lung disease asso-
ciated with smoking in this region [15, 16]. Employing a 
cohort diagnosed with lung nodule/mass and undergoing 
surgical resection, we (1) define the prevalence of ILAs/
ILDs, (2) delineate clinical, radiographic and pathologic 
predictors of ILAs/ILDs, and (3) determine their associa-
tions with mortality.

Materials and methods
Study design
A single-center, retrospective, cohort study was con-
ducted at West Virginia University Hospital (WVUH). 
The study protocol was reviewed and approved by the 
institutional review board (ID# 2010131995). During the 
study period (January 1, 2017 to December 31, 2020), 
patients who underwent surgical resection for suspi-
cious lung nodules/masses coordinated through the tho-
racic oncology clinic of WVUH were identified. Groups 
with or without radiographic ILA and ILD patterns were 
defined (Fig. 1). Aims of this retrospective review were to 
define (1) the prevalence of subclinical radiographic ILA 
and ILD in the cohort, (2) clinical, radiographic and path-
ologic predictors of ILA/ILD, and (3) the impact of ILA/
ILD on mortality with its predictors. Additionally, we 
explored the specific histologic associations for ILA/ILD 
patterns, and the relationship between cigarette smoking 
and histologic findings including emphysema. Patients 
were excluded from the study cohort if (1) a good qual-
ity CT scan of the chest was not obtained six months (or 
less) prior to surgery, (2) adequate lung tissue was not 
available to allow independent review, and (3) surgery 
performed for non-pulmonary malignancy/metastatic 
disease.

Data collection
Electronic medical charts were reviewed, and data col-
lected including demographics, smoking status, pack-
years of smoking, comorbidities, baseline supplemental 
oxygen use, and pulmonary function tests (PFTs).

Radiographic evaluation
Pre-operative CT scans (1  mm slice thickness for lung 
windows) were analyzed by three investigators to detect 
ILA/ILD patterns. Consensus of radiographic findings 
were recorded in accordance with the case definitions [5, 
17] (Additional file 1). ILAs included diffuse centrilobu-
lar (CL) GGO, subpleural reticular changes, architec-
tural distortion, traction bronchiectasis, honeycombing, 
and non-emphysematous cysts involving at least 5% of a 
lung zone. Imaging findings were excluded if they were 
restricted to dependent lung zones, focal paraspinal 
fibrosis, focal or unilateral abnormality, interstitial pul-
monary edema or aspiration related findings of tree-in-
bud or patchy ground glass and definite ILD patterns. 

fibrosis correlated with clinical COPD as well as radiographic and pathologic emphysema emphasizing the co-exist-
ence of these pulmonary injuries in a heavily smoking population.

Keywords: Interstitial lung abnormalities, Interstitial lung diseases, Emphysema, Cigarette smoking, Fibrosis, 
Histopathology and peribronchiolar metaplasia
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Radiographic ILD patterns were reported including usual 
interstitial pneumonia (UIP), probable UIP, non-specific 
interstitial pneumonia (NSIP), RB-ILD, PLCH, DIP, 
CPFE, organizing pneumonia and unclassifiable patterns 
[18–20].

Pathologic evaluation
At least one tissue section, and typically 3–6 sections, 
were examined for interstitial lung changes. Areas distant 
from the tumor were evaluated. Microscopic analysis 
focused on identifying a variety of histopathologic pat-
terns and features indicative of ILD [21]. Retrospective 
histopathologic review of 352 lung specimens was per-
formed independently by two pathologists. Consensus of 
pathologic findings was obtained for all specimens.

Statistical analysis
Descriptive statistics included means, medians, and 
standard deviations to summarize continuous vari-
ables and frequency distributions to describe categorical 
variables. Chi-square or Fisher exact tests were used to 
detect differences in categorical variables between the 

groups, while means of continuous variables were com-
pared using two-sided independent-samples t-tests. The 
Mann–Whitney U test was used when normality could 
not be assumed. Logistic regression analysis was used to 
determine significant predictors of ILAs/ILDs including 
histological features, association of smoking and various 
pathologic finding and to predict mortality at the end of 
the study. Level of significance, α = 0.05 was used for all 
analyses. All analyses were conducted using statistical 
software SPSS version 26.0.

Results
There was a total of 392 patients who underwent surgical 
resection for lung nodules/masses (Fig.  1). After exclu-
sion of those patients without a good quality CT scan of 
the chest or lung tissue (n = 40, 10.2%), the final number 
of patients was 352 patients (89.8%) (Fig. 1). This cohort 
was almost entirely Caucasian (96.3%) with approxi-
mately equal numbers among the genders (57.1% female). 
The mean age was 66.15 ± 10.19 years and the mean body 
mass index (BMI) was 28.35 ± 6.88  kg/m2 reflecting an 
overweight cohort.

Pa�ents undergoing 
resec�on for lung 

nodules/masses from year 
2017 to 2020 (n=392) 

Excluded (n=40) 
Reasons: insufficient data 

(nonavailability of CT chest, 
lung biopsy specimen), 

surgery perfmored for non-
pulmonary malignancy

Final Cohort (n=352)

Group with radiographic 
ILA/ILD pa�erns (n=186) 

Group without radiographic 
ILA/ILD pa�erns (n=166)

Fig. 1 Study approach
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The group with radiographic ILA and ILD patterns 
(n = 186, 52.8%) included 124 (35.2%) and 62 (17.6%) 
patients, respectively. Findings of ILA included sub-
pleural reticular changes (14.8%), CL-GGO, non-
emphysematous cysts (8% each) and mixed CL-GGO 
with subpleural reticular changes (7.4%) (Table  1). 
ILD patterns recognized on the CT scan of the chest 
included UIP (0.6%), probable UIP (0.6%), NSIP (0.9%), 
RB-ILD (3.1%), LCH (0.6%), DIP (1.1%), CPFE (3.1%), 
OP (2.8%) and unclassifiable (4.8%) (Table  1). There 
were no significant differences between the two groups 
in mean age, gender, and BMI (Table  2). The group 
with ILA/ILD had a greater proportion of ever smok-
ers (49% vs. 39.9%, p = 0.010), and pack years of expo-
sure (44.57 ± 36.21 vs. 34.96 ± 26.22, p = 0.005). The 
total study cohort showed a high burden of comorbidi-
ties with hypertension (69.9%), hyperlipidemia (59.3%), 
gastro-esophageal reflux disease (GERD, 40.6%), coro-
nary artery disease (37.2%), anxiety (32.7%), diabetes 
(24.4%), and hypothyroidism (18.1%) with no differ-
ences between the groups. Those patients with ILA/
ILD had an increased prevalence of diagnosed COPD 
(35% vs. 26.4%, p = 0.044). Supplemental oxygen was 
used by 14.5% of patients in the cohort and there were 
no differences between the groups in this. This use of 
supplemental  O2 was predominantly for COPD with 

only a small minority of patients in the total cohort 
diagnosed to have an ILD prior to surgery (1.5%).

A majority of the study cohort (95.4%) had pre-sur-
gical PFTs performed. Mean ratio of  FEV1/FVC for the 
cohort was obstructive (67.74 ± 12.17) with evidence of 
air trapping (mean % predicted residual volume (RV) of 
141.13 ± 51.41) and mildly reduced % predicted diffusion 
capacity for carbon monoxide  (DLCO, 69.06 ± 21.95), cor-
relating with predominant clinical diagnosis of COPD in 
two-third of patients. There was no significant difference 
between the groups with and without ILA/ILD for per-
cent predicted forced expiratory volume in one second 
 (FEV1), forced vital capacity (FVC), ratio  FEV1/FVC, total 
lung capacity (TLC) and RV values. The group with ILA/
ILD had a significantly reduced percent predicted  DLCO 
(66.29 ± 20.55 vs. 71.84 ± 23. p = 0.023) (Table 2).

Additional CT chest findings of any emphysema 
(44.6% vs. 25.8%, p < 0.001), CL emphysema (40.0% vs. 
22.2%, p < 0.001), paraseptal emphysema (17.6% vs. 9.6%, 
p = 0.006), combination patterns of emphysema (18.2% 
vs. 10.2%, p = 0.007) and isolated traction bronchiec-
tasis (10.2% vs. 4.3%, p = 0.005) were more frequent in 
the group with ILA/ILD patterns compared to group 
without. Only a minority of patients showed isolated 
honeycomb changes (2.2%) and there was no significant 
difference between the groups (Table 3).

Histologically, 92% of resected nodules/masses demon-
strated malignancy and the group with ILA/ILD trended 
towards a greater prevalence of lung cancer (49.8% vs. 
42.2%, p = 0.06). Adenocarcinoma was the most com-
mon subtype (50.0%), followed by squamous cell (27.3%) 
and small cell/neuroendocrine malignancy (9.4%), with-
out significant difference between the groups. Concur-
rent pathological findings in the ILA/ILD group included 
emphysema (34.9% vs. 18.5%, p < 0.001), any pulmonary 
fibrosis (15.9% vs. 4.6%, p < 0.001), peribronchiolar meta-
plasia (PBM, 8.0% vs. 1.1%, p < 0.001), RB (10.3% vs. 2.5%, 
p < 0.001) and anthracosis (21.9% vs. 14.4%, p = 0.043) 
(Table  3). While pathological evidence of DIP trended 
towards significance in the ILA/ILD group (2.8% vs. 0.9%, 
p = 0.074), necrotizing granulomatous inflammation 
trended towards group without ILA/ILD (0.9% vs. 2.5%, 
p = 0.063).

Univariate analysis of clinical, radiographic and patho-
logic variables for ILA/ILD patterns are provided (Fig. 2). 
Ever smoking status and ≥ 30 pack years of smoking pre-
dicted ILA/ILD patterns by two-fold (OR 2.46, 95% CI 
[1.22–4.96] and OR 2.21, 95% CI [1.44–3.39], respec-
tively). Clinical evidence of COPD as well as pathologic 
and radiographic findings of emphysema were also asso-
ciated with presence of ILA/ILD (OR 1.56, 95% CI [1.01–
2.40], p = 0.044; OR 4.62, 95% CI [2.79–7.66], p < 0.001 
and OR 3.16, 95% CI [2.04–4.90], p < 0.001, respectively). 

Table 1 Distribution of radiographic ILA and ILD patterns in the 
cohort (N = 352)

CPFE combined pulmonary fibrosis and emphysema, DIP desquamative 
interstitial pneumonia, GGO ground glass opacity, ILA interstitial lung 
abnormalities, ILD interstitial lung disease, LCH Langerhans cell histiocytosis, 
NSIP non-specific interstitial pneumonia, OP organizing pneumonia, RB-ILD 
respiratory bronchiolitis–interstitial lung disease, UIP usual interstitial 
pneumonia

Variables N (%)

1. ILA (any) 124 (35.2)

 a. Centrilobular GGO 28 (8.0)

 b. Subpleural reticular changes 52 (14.8)

 c. Mixed a + b 26 (7.4)

 d. Non-emphysematous cysts 28 (8.0)

 e. Definite ILD 62 (17.6)

 f. Combination other than c 14 (4.0)

2. ILD patterns (any) 62 (17.6)

 a. UIP 2 (0.6)

 b. Probable UIP 2 (0.6)

 c. NSIP 3 (0.9)

 d. RB-ILD 11 (3.1)

 e. LCH 2 (0.6)

 f. DIP 4 (1.1)

 g. CPFE 11 (3.1)

 h. OP 10 (2.8)

 i. Unclassifiable 17 (4.8)
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Additionally, radiographic findings of paraseptal emphy-
sema and isolated traction bronchiectasis predicted ILA/
ILD. Pathologically, presence of PBM (OR 6.92, 95% CI 
[2.37–20.23], p < 0.001), any pulmonary fibrosis (OR 
4.51, 95% CI [2.11–9.65], p < 0.001), RB (OR 4.21, 95% 
CI [1.96–9.05], p < 0.001) and anthracosis (OR 1.57, 95% 
CI [1.01–4.48], p = 0.043) were associated with ILA/
ILD. Figure 3 provides representative CT chest images of 

patients with ILA and ILD in the cohort. Figure 4 shows 
corresponding non-malignant histological features iden-
tified on the surgical specimen of an ILD patient.

The associations between specific radiographic ILA 
and ILD findings with the pathological features were 
explored using multivariate logistic model (Table  4). Of 
ILA findings, CL-GGO showed an association with PBM 
(OR 3.98, 95% CI [1.08–14.60], p = 0.037) whereas mixed 

Table 2 Characteristics of groups of patients with and without radiographic ILA/ILD patterns in the cohort (N = 352)

Bold italics p-value suggest statistical significant p-value (alpha < 0.05)

CAD coronary artery disease, CHF congestive heart failure, CKD chronic kidney disease, COPD chronic obstructive lung disease, CVA cerebrovascular accident, DLCO 
diffusion capacity for carbon monoxide, DM diabetes mellitus, FEV1 forced expiratory volume in one second, FVC forced vital capacity, GERD gastro-esophageal reflux 
disease, ILA interstitial lung abnormalities, ILD interstitial lung disease, OSA obstructive sleep apnea, PAD peripheral arterial disease, RV residual volume, TLC total lung 
capacity, VTE venous thromboembolism

Variables, values, n (%) or mean ± SD Group with ILA-ILD 
(N = 186, 52.8%)

No ILA-ILD (N = 166, 
47.2%)

Total cohort (N = 352) p value

Age 66.94 ± 9.35 65.28 ± 11.02 66.15 ± 10.19 0.141

Gender (male) 81 (22.8) 70 (19.9) 151 (42.9) 0.838

Body mass index (BMI, kg/m2) 28.19 ± 6.68 28.54 ± 7.1 28.35 ± 6.88 0.660

Race (White) 181 (51.3) 158 (45) 339 (96.3) 0.294

Smoking status:

 1. Ever-smoker 173 (49) 140 (39.9) 313 (88.9) 0.010
 2. Pack years 44.57 ± 34.96 34.96 ± 26.22 43.23 ± 31.86 0.005

Comorbidities

 1. COPD 123 (35) 93 (26.4) 216 (61.4) 0.044
 2. ILD 3 (0.9) 2 (0.6) 5 (1.5) 0.742

 3. Hypertension 134 (38.1) 112 (31.8) 246 (69.9) 0.367

 4. Hyperlipidemia 111 (31.5) 98 (27.8) 209 (59.3) 0.854

 5. CAD 77 (21.9) 54 (15.3) 131 (37.2) 0.078

 6. CHF 18 (5.1) 11 (3.1) 29 (8.2) 0.291

 7. CVA 21 (5.9) 21 (5.9) 42 (11.8) 0.708

 8. PAD 29 (8.3) 16 (4.5) 45 (12.8) 0.091

 9. DM 45 (12.8) 41 (11.6) 86 (24.4) 0.935

 10. Atrial fibrillation 31 (8.8) 19 (5.4) 50 (14.2) 0.155

 11. VTE 24 (6.8) 24 (6.8) 48 (13.6) 0.686

 12. CKD 23 (6.5) 12 (3.4) 35 (9.9) 0.104

 13. OSA 26 (7.4) 20 (5.7) 46 (13.1) 0.578

 14. GERD 80 (22.7) 63 (17.9) 143 (40.6) 0.365

 15. Anxiety 65 (18.5) 50 (14.2) 115 (32.7) 0.371

 16. Hypothyroidism 31 (8.8) 33 (9.3) 64 (18.1) 0.449

 17. Chronic liver dysfunction 8 (2.2) 7 (2) 15 (4.2) 0.960

 18. Co-existing cancer 19 (5.4) 10 (2.8) 29 (8.2) 0.201

Home  O2 use 29 (8.3) 22 (6.2) 51 (14.5) 0.520

PFT performed: 175 (49.7) 161 (45.7) 336 (95.4) 0.191

 1.  FEV1, % predicted 76.03 ± 18.97 76.68 ± 24.45 76.34 ± 21.76 0.781

 2. FVC, % predicted 85.77 ± 17.33 85.94 ± 19.04 85.85 ± 18.16 0.932

 3. Ratio  FEV1/FVC 67.91 ± 11.09 67.57 ± 13.26 67.74 ± 12.17 0.796

 4. TLC, % predicted 106.42 ± 17.60 107.24 ± 22.49 106.83 ± 20.15 0.723

 5. RV, % predicted 138.53 ± 40.82 143.71 ± 22.49 141.13 ± 51.41 0.384

 6.  DLCO, % predicted 66.29 ± 20.55 71.84 ± 23.01 69.06 ± 21.95 0.023
Mortality (dead) 32 (9.1) 8 (2.2) 40 (11.3) < 0.001
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CL-GGO and subpleural reticular changes were associ-
ated with histologic evidence of any pulmonary fibro-
sis (OR 2.98, 95% CI [1.16–7.63], p = 0.022). Subpleural 
reticular changes did not independently identify patho-
logical predictors. Radiographic ILD patterns demon-
strated a strong association with histologic evidence of 

any pulmonary fibrosis (OR 2.48, 95% CI [1.24–4.98], 
p = 0.010), PBM (OR 2.56, 95% CI 1.05–6.22], p = 0.038) 
and RB (OR 2.14, 95% CI [1.01–4.54], p = 0.046).

Since emphysema was a strong predictor of ILA/ILD, 
logistic regression analysis evaluating the relationship of 
histologic emphysema, other path features and smoking 

Table 3 Radiographic and histopathological features of groups with and without radiographic ILA/ILD patterns in the cohort 
(N = 352)

Bold italics p-value suggest statistical significant p-value (alpha < 0.05)

ILA interstitial lung abnormalities, ILD interstitial lung disease
++ Any fibrosis included fibrosis, fibroblastic foci, honeycombing, subpleural fibrosis, architectural distortion, and radiation fibrosis

*Miscellaneous pathologic findings in ILA/ILD group included: lymphocytic interstitial pneumonia (n = 2), foreign body giant cell reactions (n = 2), DIPNECH (n = 1), 
follicular bronchiolitis (n = 1), adenomatous hyperplasia (n = 1), vascular medial hypertrophy (n = 1), and bronchiectasis (n = 1). On the contrary, only additional other 
finding in non ILA/ILD group included carcinoid (n = 1)

Variables, values, n (%) or mean ± SD Group with ILA-ILD 
(N = 186, 52.8%)

No ILA-ILD (N = 166, 
47.2%)

Total cohort 
(N = 352)

p value

CT chest findings:

 1. Emphysema (any) 157 (44.6) 91 (25.8) 248 (70.4) < 0.001
  a. Centrilobular emphysema 141 (40.0) 78 (22.2) 219 (62.2) < 0.001
  b. Paraseptal emphysema 62 (17.6) 34 (9.6) 96 (27.2) 0.006
  c. Bullous emphysema 12 (3.4) 11 (3.1) 23 (6.5) 0.957

  d. Panacinar emphysema 17 (4.8) 16 (4.6) 33 (9.4) 0.885

  e. Combination patterns 64 (18.2) 36 (10.2) 100 (28.4) 0.007
 2. Isolated traction bronchiectasis 36 (10.2) 15 (4.3) 51 (14.5) 0.005
 3. Isolated honeycombing 4 (1.1) 4 (1.1) 8 (2.2) 0.876

 4. Pleural plaques 15 (4.2) 8 (2.2) 23 (6.5) 0.288

Pathological findings:

 1. Primary lung cancer pathology in the resected nodule 175 (49.8) 148 (42.2) 323 (92) 0.060

  a. Adenocarcinoma 95 (27.0) 81 (23.0) 176 (50.0) 0.669

  b. Squamous cell 56 (15.9) 40 (11.4) 96 (27.3) 0.206

  c. Large cell 8 (2.2) 3 (0.9) 11 (3.1) 0.227

  d. Small cell/neuroendocrine 12 (3.4) 21 (5.9) 33 (9.3) 0.065

  e. Mixed 3 (0.9) 0 3 (0.9) 0.250

 2. Emphysema 123 (34.9) 65 (18.5) 188 (53.4) < 0.001
 3. Any  fibrosis++ 56 (15.9) 16 (4.6) 72 (20.5) < 0.001
 4. Peribronchiolar metaplasia 28 (8.0) 4 (1.1) 32 (9.1) < 0.001
 5. RB 36 (10.3) 9 (2.5) 45 (12.8) < 0.001
 6. DIP 10 (2.8) 3 (0.9) 13 (3.7) 0.074

 7. Cellular interstitial pneumonia 3 (0.9) 0 3 (0.9) 0.250

 8. OP 14 (4.0) 7 (2.0) 21 (6.0) 0.186

 9. Anthracosis 77 (21.9) 51 (14.4) 128 (36.3) 0.043
 10. Granuloma-necrotizing 3 (0.9) 9 (2.5) 12 (3.4) 0.063

 11. Granuloma-non-necrotizing, sarcoid like 7 (2) 5 (1.4) 12 (3.4) 0.691

 12. Granuloma-loosely formed, HP like 2 (0.6) 0 2 (0.6) 0.500

 13. Granuloma-calcified 6 (1.7) 4 (1.1) 10 (2.8) 0.639

 14. Miscellaneous* 20 (5.7) 9 (2.5) 29 (8.2) 0.072

  a. Chronic inflammation 4 (1.1) 0

  b. Silicotic nodule 0 3 (0.9)

  c. Consolidation/necrosis 4 (1.1) 1 (0.3)

  d. Metaplastic bone/calcification 3 (0.9) 1 (0.3)

  e. Pleural plaque 2 (0.6) 2 (0.6)
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was performed (Table 5). These analyses suggested asso-
ciations of histologic emphysema to any fibrosis (OR 
2.24, 95% CI [1.15–4.37], p < 0.017), RB (OR 4.11, 95% 
CI [1.86–9.10], p < 0.001), anthracosis (OR 2.93, 95% CI 

[1.81–4.75], p < 0.001) and ≥ 30 pack years of smoking 
(OR 1.68, 95% CI [1.05–2.68], p = 0.038).

Patients with radiographic ILA/ILD were at increased 
risk for mortality (odds ratio 4.13, [95% CI of 1.84–9.25]). 
After adjusting for age, gender, BMI, and primary lung 

Variables

Ever-smoker

≥30 pack-year 
smoking

COPD

DLCO, <70% 
predicted

Any emphysema 

Centrilobular 
emphysema
Paraseptal 
emphysema
Combina�on 
pa erns
Isolated trac�on 
bronchiectasis

Emphysema

Any fibrosis

Peribronchiolar 
metaplasia

RB

Anthracosis

OR (95% CI)

2.46 [1.22 - 4.96]

2.21 [1.44 - 3.39]

1.56 [1.01 - 2.40]

1.57 [1.03 - 2.40]

4.62 [2.79 - 7.66]

3.51 [2.23 - 5.52]

1.96 [1.20 - 3.17]

1.91 [1.18 – 3.08]

2.43 [1.28 – 4.63]

3.16 [2.04 - 4.90]

4.51 [2.11 - 9.65]

6.92 [2.37 -20.23]

4.21 [1.96 - 9.05]

1.57 [1.01 - 2.44]

0.04 1.00 25.00
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Fig. 2 Forest plots of clinical, radiographic and pathological predictors of ILA/ILD in the cohort. COPD chronic obstructive lung disease, DLCO 
diffusion capacity for carbon monoxide, ILA interstitial lung abnormalities, ILD interstitial lung disease, RB respiratory bronchiolitis
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cancer status, multivariate logistic regression showed 
GERD (OR 2.53, [95% CI 1.25–5.15], p = 0.010), ≥ 30 pack 
year smoking (OR 2.32, [95% CI 1.01 -5.30], p = 0.046), 
radiographic ILA/ILD patterns (OR 4.04, [95% CI 1.74–
9.40], p = 0.001) and radiographic isolated honeycomb 
changes (OR 7.32, [95% CI 1.35–39.84], p = 0.021) as pre-
dictors of mortality in the study cohort (Table 6).

Discussion
The study cohort revealed a high prevalence (52.8%) 
of subclinical ILA and ILD patterns which were sig-
nificantly associated with ever smoking and intensity of 
smoking (≥ 30 pack years). While smoking status and 
smoking intensity have been significantly associated 

with ILA, our prevalence is greater than previously 
reported [5, 22]. There’s a lack of standardization of 
ILAs which makes strict comparisons of this prevalence 
between investigations difficult. Our study assessed 
ILA/ILD patterns on visual inspection of pre-surgical 
resection CT chest while others have relied on quan-
titative high attenuation areas (HAAs) to define ILAs 
[22, 23]. Pathological investigation which utilized tis-
sue resected for lung cancer reported a similarly high 
prevalence of radiographic interstitial changes [13]. 
Applying different methodology, a comparable rate of 
interstitial fibrosis (60%) was pathologically identified 
in smokers [24, 25].

Fig. 3 Pre-operative CT chest images of 71-year-old active smoker (55 pack years) who underwent right upper lobectomy for suspicious lung 
nodule showing: a subpleural reticular changes (arrow) and centrilobular ground glass opacities (arrowhead) consistent with interstitial lung 
abnormality and b traction bronchiectasis (arrow) and centrilobular emphysema (asterisk). Non-malignant histologic findings for this patient 
included emphysema, histologic fibrosis, respiratory bronchiolitis and peribronchiolar metaplasia (not shown). Additionally, pre-surgical CT chest 
images of a 58-year-old active smoker (30 pack years) who underwent right lower lobe lobectomy for suspicious lung nodule showing a CT pattern 
of combined pulmonary fibrosis emphysema (CPFE): c centrilobular and paraseptal emphysema (arrows) in upper lobes, and d reticular changes 
with honeycombing (arrow) in the right lower lobe. Corresponding histologic findings of this patient are shown in Fig. 4
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To better explain the paradox of variable clinical and 
pathophysiologic responses to an identical risk factor 
(i.e. smoking), the need for studies characterizing inter-
actions between emphysema, pulmonary fibrosis and 
ILAs have been acknowledged [2]. A clinical diagnosis 
of COPD, radiographic and histologic emphysema pre-
dicted a presence of ILA/ILD in our smoking cohort. 

Histologically, the observation of any pulmonary fibro-
sis predicted ILAs (mixed ground glass opacities and 
subpleural changes) and ILDs in our cohort. Moreover, 
patients with pathologic evidence of emphysema in the 
resected lungs were more likely to have associated pul-
monary fibrosis, RB, anthracosis and to have smoked 
for ≥ 30 pack years. Clinically, considerable overlap in 

Fig. 4 Photomicrographs from 58-year-old active smoker (30 pack years) who had radiographic ILD pattern of combined pulmonary fibrosis 
emphysema (CPFE) and underwent right lower lobectomy for suspicious nodule showing: a peribronchiolar metaplasia (PBM, black arrow), 
interstitial fibrosis (arrow head), anthracotic pigment deposition (green arrow), and [100×] (b) emphysema (asterisk) and PBM (arrow) [100×] (c) 
pattern of desquamative interstitial pneumonitis (DIP) where alveoli were diffusely and extensively filled by macrophages (asterisk) [40×] (d) DIP 
with pigmented macrophages filling the alveoli (arrow) [200×]
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physiological and radiographic features in smokers have 

led to increasing recognition of CPFE [26, 27]. In lung 
tissue resected with nodules, fibrosis could be detected 
in 50 to 70% while emphysema was observed in 20% 
or more [28]. One-third of patients undergoing lung 
volume reduction surgery for severe emphysema were 
noted to have unsuspected histologic findings including 

interstitial and subpleural fibrosis in approximately 20% 
of patients [29]. Pathological and radiological evidence 
of a relationship between lung fibrosis and emphysema 
has previously revealed two patterns [4]. The first pat-
tern reflects a fibrosis which is initially localized and 
frequently clinically occult (respiratory bronchiolitis 
(RB), RB with interstitial lung disease (RB-ILD), RB-
ILD with fibrosis, airspace enlargement with fibro-
sis, and smoking-related interstitial fibrosis (SRIF)). 
Such fibrosis can be an integral part of the emphyse-
matous process and is characterized by increased col-
lagen in the respiratory bronchiole accompanied by 
CL emphysema [30, 31]. The fibrosis can extend into 
adjacent alveolar walls (in subpleural and CL regions) 
in approximately half of current and ex-smokers [32, 
33]. The second pattern includes fibrosis of a diffuse 
interstitial pneumonitis, most commonly UIP, mixed 
with CL or PS emphysema. These cases are included in 
CPFE [24, 34–37]. On pathological examination, there 
can be areas of (1) pure fibrotic interstitial pneumonia, 
(2) pure emphysema, and (3) fibrosis wrapped around 
emphysematous spaces with fibrotic changes, most fre-
quently consistent with UIP [26].

Of various histologic features reported in this cohort, 
PBM was almost seven times more likely to predict 
radiographic ILA/ILD patterns. More specifically, PBM 
strongly associated with CL-GGO of ILA patterns and 
with ILD only pattern on CT chest. PBM is a non-specific 
reaction to bronchiolar injury, characterized by fibrosis 
and proliferation of bronchiolar epithelium along peri-
bronchiolar alveolar walls. PBM is a common finding in 
ILDs ranging from 11% in RB-ILD to 50% in DIP, NSIP, 
and HP and 59% in UIP cases [38]. PBM identification 
in known airway centered lung injuries of RB, DIP and 
chronic HP suggest that PBM could be included in the 

Table 4 Logistic regression analysis showing association between radiographic ILA and ILD patterns and pathologic findings in the 
cohort (N = 352)

(*) indicates trend towards significance

DIP desquamative interstitial pneumonia, GGO ground glass opacity, ILA interstitial lung abnormalities, ILD interstitial lung disease, OP organizing pneumonia, PBM 
peribronchiolar metaplasia, RB respiratory bronchiolitis, RB-ILD respiratory bronchiolitis–interstitial lung disease

Model consisted of path findings (any 
fibrosis, PBM, RB, DIP, OP, anthracosis)

Odds ratio 95% CI p value

Individual radiographic ILA findings (N = 124, 35.2%)

 1. Centrilobular GGO (n = 28) PBM 3.98 1.08–14.60 0.037

 2. Subpleural reticulation (n = 53) None significant

 3. Mixed 1 + 2 (n = 26) Any fibrosis 2.98 1.16–7.63 0.022

 4. Non-emphysematous cysts (n = 28) DIP 3.55 0.86–14.57 0.078*

Radiographic ILD patterns only (N = 62, 17.6%) a. Any fibrosis 2.48 1.24–4.98 0.010

b. PBM 2.56 1.05–6.22 0.038

c. RB 2.14 1.01–4.54 0.046

Table 5 Logistic regression analysis showing association 
between histologic emphysema (n = 188, 53.4%), other 
histopathologic features and smoking in the cohort (N = 352)

RB respiratory bronchiolitis

Odds ratio 95% CI p value

Any path fibrosis 2.24 1.15–4.37 0.017

RB 4.11 1.86–9.10 < 0.001

Anthracosis 2.93 1.81–4.75 < 0.001

≥ 30 pack years smoking 1.68 1.05–2.68 0.030

Table 6 Logistic regression model showing predictors of 
mortality in the cohort (N = 352)

Bold italics p-value suggest statistical significant p-value (alpha < 0.05)

GERD gastro-esophageal reflux disease

Variable Odds ratio 95% CI p value

GERD 2.53 1.25–5.15 0.010
≥ 30 pack year smoking 2.32 1.01–5.30 0.046
Radiographic ILA/ILD patterns 4.04 1.74–9.40 0.001
Radiographic paraseptal emphy-
sema

0.61 0.27–1.40 0.250

Radiographic isolated honeycomb-
ing

7.32 1.35–39.84 0.021

Histologic any fibrosis 0.84 0.34–2.03 0.693
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response to particles including cigarette smoke. Such 
airway centered parenchymal fibrosis is frequently seen 
with the respiratory bronchiole of asymptomatic cur-
rent or ex-smokers [32]. Pathologic-CT correlative inves-
tigation which evaluated cigarette smoking-induced 
parenchymal changes revealed that GGO on HRCT was 
associated with an accumulation of pigmented mac-
rophages in alveolar spaces associated with fibrosis [39]. 
In addition, poorly defined parenchymal micronodules 
demonstrated pathological findings of bronchiolectasis 
with peribronchiolar fibrosis. Thus, the HRCT abnormal-
ities of respiratory bronchiole (i.e. CL-GGO) and PBM 
appreciated in our cohort could correspond to some 
combination of the inflammation and fibrosis around the 
terminal bronchioles [40, 41]. Non-emphysematous cysts 
ILA pattern was observed in 8% of cohort and it showed 
a possible association with histologic DIP. Small (< 2 cm) 
thin-walled cysts admixed with GGO can be a unique 
feature in about one-third of DIP patients [42]. Cysts in 
DIP typically characterize the dilated bronchioles and 
alveolar ducts secondary to bronchiolar stenosis [43]. 
Non-emphysematous cysts of ILAs in our cohort may 
represent as an early response to smoking-related injury 
with a predilection towards development into DIP.

With availability of pre-surgical PFTs for majority of 
patients (> 95%), our findings provide comprehensive 
physiological evaluation and its interaction with diverse 
clinical, radiographic and pathologic variables recorded 
in the cohort. Decreased  DLCO (< 70% predicted) was 1.5 
times likely to predict ILAs/ILD in our cohort with lower 
mean  DLCO values associated with ILA/ILD. As reported 
among patients with CPFE, the presence of intersti-
tial abnormalities can augment percent predicted  FEV1 
with no difference in % predicted FVC, resulting into the 
pseudo-normalization of  FEV1/FVC ratio [44, 45]. Mod-
erate to severely reduced  DLCO is a consistent and char-
acteristic finding mentioned in CPFE patients reflecting 
the additive effects of emphysema and fibrosis on the 
reduction in surface area available for gas exchange [46]. 
A greater exposure to cigarette smoke and reduced  DLCO 
were predictors for CPFE in a cohort of IPF patients [16]. 
Similar deleterious effect of emphysema in patients with 
interstitial features were reported by Ash SY et al. based 
on limited availability of  DLCO findings in their study par-
ticipants (< 5%) [10]. Therefore, an isolated reduction in 
 DLCO can be a diagnostic clue for ILAs, particularly in a 
cohort with a high prevalence of emphysema.

In addition to GERD and ≥ 30 pack years of smoking, 
radiographic ILA/ILD and isolated honeycombing were 
the greatest predictors of mortality (OR 4.04 and 7.32, 
respectively) in our cohort. This was independent of age, 
BMI, lung cancer finding on resected nodule, and radio-
graphic or histologic emphysema. The presence of ILA 

with the definite fibrosis pattern (pulmonary parenchy-
mal architectural distortion with traction bronchiecta-
sis and honeycombing) was previously associated with 
the highest risk of progression and increased mortality 
on 5-year follow up [47]. Traction bronchiectasis was 
similarly associated with shorter survival among subjects 
with ILA [48]. ILAs in a lung cancer screening population 
of relatively healthy smokers (> 20 py) were also associ-
ated with mortality but this was regardless of the inter-
stitial morphological phenotype [49]. Analysis of a large 
research cohort showed an association of increased all-
cause mortality with ILAs with the higher median pack 
years of smoking seen in subjects with ILAs [50].

We report several limitations for our study. It was a ret-
rospective study at a single tertiary medical center which 
poses inherent limitations. Assertion of cigarette smoking 
behavior was obtained retrospectively introducing recall 
bias. A majority of participants were white. Our qualita-
tive determination of ILAs instead of quantitative assess-
ment may affect the repeatability of our findings; however, 
others have reported poor positive predictive value of 
quantitative high attenuation area (HAA) [8]. Moreover, 
considerable interobserver variability has been known to 
exist for fibrotic pattern recognition on a CT scan, even 
among thoracic experts [51, 52]. We did not quantify 
the extent of pulmonary emphysema, which could have 
assisted in defining its interplay with lung fibrosis and its 
impact on important clinical outcomes. Surgical resection 
was performed for suspected pulmonary nodules/masses 
but not designed to provide information about non-
malignant path findings including ILA. Recent reporting 
guidelines recommend that pathologists should record 
and categorize the presence of non-neoplastic lung paren-
chymal changes including emphysema, RB, and intersti-
tial fibrosis with any discernible patterns [53]. In contrast, 
strengths of the study include relatively large cohort 
with consecutively included patients undergoing surgical 
resection, detailed description of radiologic findings and 
their correlation with histological features.

Conclusion
With the highest national smoking rates observed in the 
Appalachian region, radiographic subclinical ILA/ILD 
patterns were highly prevalent. Correlating clinical, radi-
ographic and pathologic characteristics, our analysis pro-
vided evidence of co-existence of emphysema and ILA/
ILD either radiologically or histologically in association 
with smoking. In addition, the study finds a unique asso-
ciation of PBM to CL-GGO in ILA patterns which may 
be indicative of smoking associated small-airways injury. 
While confirming the role of ILA/ILD and honeycomb-
ing for increased mortality, GERD and cigarette smoking 
intensity showed a significant impact on mortality in our 



Page 12 of 13Sangani et al. BMC Pulmonary Medicine          (2022) 22:172 

cohort. Analogous to CPFE, preserved spirometry and 
isolated reduction in  DLCO might be a key physiological 
consequence of early interstitial changes with smoking. 
Additionally, the study participants showed the presence 
of diverse non-malignant lung pathologies from cigarette 
smoke exposure which could represent a continuum of 
injury process at a tissue level. Considering self-limiting 
nature of some of these inflammatory changes, greater 
emphasis should be placed on earlier identification of 
subclinical ILAs in emphysema patients to allow imple-
mentation of effective smoking cessation strategy.

Abbreviations
CPFE: Combined pulmonary fibrosis and emphysema; CL: Centrilobular; DLCO: 
Diffusion capacity for carbon monoxide; DIP: Desquamative interstitial pneu-
monia; FEV1: Forced expiratory volume in one second; FVC: Forced vital; GERD: 
Gastro-esophageal acid reflex; GGO: Ground glass opacity; ILAs: Interstitial 
lung abnormalities; ILDs: Interstitial lung diseases; IPF: Idiopathic pulmo-
nary fibrosis; NSIP: Non-specific interstitial pneumonia; OR: Odds ratio; PBM: 
Peribronchiolar metaplasia; PFT: Pulmonary function test; PLCH: Pulmonary 
Langerhans cell histiocytosis; RB-ILD: Respiratory bronchiolitis–interstitial lung 
disease; RV: Residual volume; SRIF: Smoking-related interstitial fibrosis; TLC: 
Total lung capacity; UIP: Usual interstitial pneumonia.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12890- 022- 01961-9.

Additional file 1. Radiographic and pathologic case definitions of 
emphysema, ILA and ILD.

Acknowledgements
The authors sincerely thank Varun Badami, MD for the assistance with 
data-analysis.

Author contributions
Conception and design of the work: RGS, VD, AJG, GA. Data acquisition: RGS, 
VD, MJF, RZ, AK, ZP, EA, GA, JV. Data analysis: RGS, VD, AJG. Data interpretation: 
RGS, VD, AJG, JV. Manuscript drafting and revisions: RGS, AJG, VD, JV, MJF, RZ, 
ZP. All authors have read and approved the manuscript. RGS takes the respon-
sibility of the content and accuracy of work presented in the manuscript. All 
authors read and approved the final manuscript.

Funding
Not applicable.

Availability of data and materials
All data generated or analyzed during this study are included in this published 
article.

Declarations

Ethics approval and consent to participate
The study protocol for retrospective review of electronic medical records 
was approved and “informed consent” was waived by the institutional 
review board of WVU (ID# 2010131995). As per the IRB questionaries: “Does 
the research qualify for Exempt Research Category 4—Secondary research 
for which consent is not required? Response: Yes. Explanation: Secondary 
research uses of identifiable private information or identifiable biospecimens, 
is recorded by the investigator in such a manner that the identity of the 
human subjects cannot readily be ascertained directly or through identifiers 
linked to the subjects, the investigator does not contact the subjects, and the 

investigator will not re-identify subjects.” All ethical standards were adhered in 
accordance with the Declaration of Helsinki.

Consent for publication
Not applicable.

Competing interests
The authors declare they have no financial or non-financial competing 
interests.

Author details
1 Section of Pulmonary, Critical Care and Sleep Medicine, Department of Medi-
cine, West Virginia University School of Medicine, West Virginia University, 
1 Medical Center Dr., PO Box 9166, Morgantown, WV 26506, USA. 2 Human 
Studies Facility, US EPA, Chapel Hill, NC, USA. 3 Department of Radiology, West 
Virginia University, Morgantown, WV, USA. 4 Section of Internal Medicine, 
Department of Medicine, West Virginia University, Morgantown, WV, USA. 
5 Deparment of Pathology, West Virginia University, Morgantown, WV, USA. 
6 Deparment of Cardiovascular and Thoracic Surgery, West Virginia University, 
Morgantown, WV, USA. 

Received: 4 February 2022   Accepted: 18 April 2022

References
 1. Margaritopoulos GA, Vasarmidi E, Jacob J, Wells AU, Antoniou KM. Smoking 

and interstitial lung diseases. Eur Respir Rev. 2015;24(137):428–35. https:// doi. 
org/ 10. 1183/ 16000 617. 0050- 2015.

 2. Beghe B, Cerri S, Fabbri LM, Marchioni A. COPD, pulmonary fibrosis and ILAs 
in aging smokers: the paradox of striking different responses to the major risk 
factors. Int J Mol Sci. 2021;22(17):9292. https:// doi. org/ 10. 3390/ ijms2 21792 92.

 3. Jankowich MD, Rounds S. Combined pulmonary fibrosis and emphy-
sema alters physiology but has similar mortality to pulmonary fibrosis 
without emphysema. Lung. 2010;188(5):365–73. https:// doi. org/ 10. 1007/ 
s00408- 010- 9251-6.

 4. Wright JL, Tazelaar HD, Churg A. Fibrosis with emphysema. Histopathology. 
2011;58(4):517–24. https:// doi. org/ 10. 1111/j. 1365- 2559. 2010. 03648.x.

 5. Washko GR, Hunninghake GM, Fernandez IE, et al. Lung volumes and 
emphysema in smokers with interstitial lung abnormalities. N Engl J Med. 
2011;364(10):897–906. https:// doi. org/ 10. 1056/ NEJMo a1007 285.

 6. Butler MW, Fabre A, Dodd JD. Smokers with interstitial lung abnormalities. 
N Engl J Med. 2011;364(25):2465. https:// doi. org/ 10. 1056/ NEJMc 11040 14 
(author reply 2466).

 7. King TE Jr. Smoking and subclinical interstitial lung disease. N Engl J Med. 
2011;364(10):968–70. https:// doi. org/ 10. 1056/ NEJMe 10139 66.

 8. Kliment CR, Araki T, Doyle TJ, et al. A comparison of visual and quantita-
tive methods to identify interstitial lung abnormalities. BMC Pulm Med. 
2015;15:134. https:// doi. org/ 10. 1186/ s12890- 015- 0124-x.

 9. Araki T, Nishino M, Zazueta OE, et al. Paraseptal emphysema: Prevalence and 
distribution on CT and association with interstitial lung abnormalities. Eur J 
Radiol. 2015;84(7):1413–8. https:// doi. org/ 10. 1016/j. ejrad. 2015. 03. 010.

 10. Ash SY, Harmouche R, Ross JC, et al. Interstitial features at chest CT enhance 
the deleterious effects of emphysema in the COPDGene cohort. Radiology. 
2018;288(2):600–9. https:// doi. org/ 10. 1148/ radiol. 20181 72688.

 11. Lee TS, Jin KN, Lee HW, et al. Interstitial lung abnormalities and the clinical 
course in patients With COPD. Chest. 2021;159(1):128–37. https:// doi. org/ 10. 
1016/j. chest. 2020. 08. 017.

 12. Ohgiya M, Matsui H, Tamura A, Kato T, Akagawa S, Ohta K. The Evaluation of 
Interstitial Abnormalities in Group B of the 2011 Global Initiative for Chronic 
Obstructive Lung Disease (GOLD) Classification of Chronic Obstructive Pulmo-
nary Disease (COPD). Intern Med. 2017;56(20):2711–7. https:// doi. org/ 10. 2169/ 
inter nalme dicine. 8406- 16.

 13. Otani H, Tanaka T, Murata K, et al. Smoking-related interstitial fibrosis com-
bined with pulmonary emphysema: computed tomography-pathologic 
correlative study using lobectomy specimens. Int J Chron Obstruct Pulmon 
Dis. 2016;11:1521–32. https:// doi. org/ 10. 2147/ COPD. S1079 38.

 14. Prevention WDoT. West Virginia Department of Health and Human Resorces 
(WVDHHR). https:// dhhr. wv. gov/ wvdtp/ cessa tion/ pages/ defau lt. aspx. 
Accessed 25 Oct 2021.

https://doi.org/10.1186/s12890-022-01961-9
https://doi.org/10.1186/s12890-022-01961-9
https://doi.org/10.1183/16000617.0050-2015
https://doi.org/10.1183/16000617.0050-2015
https://doi.org/10.3390/ijms22179292
https://doi.org/10.1007/s00408-010-9251-6
https://doi.org/10.1007/s00408-010-9251-6
https://doi.org/10.1111/j.1365-2559.2010.03648.x
https://doi.org/10.1056/NEJMoa1007285
https://doi.org/10.1056/NEJMc1104014
https://doi.org/10.1056/NEJMe1013966
https://doi.org/10.1186/s12890-015-0124-x
https://doi.org/10.1016/j.ejrad.2015.03.010
https://doi.org/10.1148/radiol.2018172688
https://doi.org/10.1016/j.chest.2020.08.017
https://doi.org/10.1016/j.chest.2020.08.017
https://doi.org/10.2169/internalmedicine.8406-16
https://doi.org/10.2169/internalmedicine.8406-16
https://doi.org/10.2147/COPD.S107938
https://dhhr.wv.gov/wvdtp/cessation/pages/default.aspx


Page 13 of 13Sangani et al. BMC Pulmonary Medicine          (2022) 22:172  

 15. DeBolt CL, Brizendine C, Tomann MM, Harris DA. Lung disease in Central 
Appalachia: it’s more than coal dust that drives disparities. Yale J Biol Med. 
2021;94(3):477–86.

 16. Sangani R, Ghio A, Culp S, Patel Z, Sharma S. Combined pulmonary fibrosis 
emphysema: role of cigarette smoking and pulmonary hypertension in a rural 
cohort. Int J Chron Obstruct Pulmon Dis. 2021;16:1873–85. https:// doi. org/ 10. 
2147/ COPD. S3071 92.

 17. Hatabu H, Hunninghake GM, Richeldi L, et al. Interstitial lung abnormalities 
detected incidentally on CT: a Position Paper from the Fleischner Society. 
Lancet Respir Med. 2020;8(7):726–37. https:// doi. org/ 10. 1016/ S2213- 
2600(20) 30168-5.

 18. American Thoracic S, European Respiratory S. American Thoracic Society/
European Respiratory Society International Multidisciplinary Consensus Clas-
sification of the Idiopathic Interstitial Pneumonias. This joint statement of the 
American Thoracic Society (ATS), and the European Respiratory Society (ERS) 
was adopted by the ATS board of directors, June 2001 and by the ERS Execu-
tive Committee, June 2001. Am J Respir Crit Care Med. 2002;165(2):277–304. 
https:// doi. org/ 10. 1164/ ajrccm. 165.2. ats01.

 19. Travis WD, Costabel U, Hansell DM, et al. An official American Thoracic 
Society/European Respiratory Society statement: update of the international 
multidisciplinary classification of the idiopathic interstitial pneumonias. Am 
J Respir Crit Care Med. 2013;188(6):733–48. https:// doi. org/ 10. 1164/ rccm. 
201308- 1483ST.

 20. Mueller-Mang C, Grosse C, Schmid K, Stiebellehner L, Bankier AA. What every 
radiologist should know about idiopathic interstitial pneumonias. Radiograph-
ics. 2007;27(3):595–615. https:// doi. org/ 10. 1148/ rg. 27306 5130.

 21. Berg K, Wright JL. The pathology of chronic obstructive pulmonary 
disease: progress in the 20th and 21st centuries. Arch Pathol Lab Med. 
2016;140(12):1423–8. https:// doi. org/ 10. 5858/ arpa. 2015- 0455- RS.

 22. Lederer DJ, Enright PL, Kawut SM, et al. Cigarette smoking is associated with 
subclinical parenchymal lung disease: the Multi-Ethnic Study of Atherosclero-
sis (MESA)-lung study. Am J Respir Crit Care Med. 2009;180(5):407–14. https:// 
doi. org/ 10. 1164/ rccm. 200812- 1966OC.

 23. Podolanczuk AJ, Oelsner EC, Barr RG, et al. High attenuation areas on chest 
computed tomography in community-dwelling adults: the MESA study. Eur 
Respir J. 2016;48(5):1442–52. https:// doi. org/ 10. 1183/ 13993 003. 00129- 2016.

 24. Katzenstein AL, Mukhopadhyay S, Zanardi C, Dexter E. Clinically occult 
interstitial fibrosis in smokers: classification and significance of a surprisingly 
common finding in lobectomy specimens. Hum Pathol. 2010;41(3):316–25. 
https:// doi. org/ 10. 1016/j. humpa th. 2009. 09. 003.

 25. Kawabata Y, Hoshi E, Murai K, et al. Smoking-related changes in the back-
ground lung of specimens resected for lung cancer: a semiquantitative study 
with correlation to postoperative course. Histopathology. 2008;53(6):707–14. 
https:// doi. org/ 10. 1111/j. 1365- 2559. 2008. 03183.x.

 26. Cottin V, Nunes H, Brillet PY, et al. Combined pulmonary fibrosis and emphy-
sema: a distinct underrecognised entity. Eur Respir J. 2005;26(4):586–93. 
https:// doi. org/ 10. 1183/ 09031 936. 05. 00021 005.

 27. Wiggins J, Strickland B, Turner-Warwick M. Combined cryptogenic fibrosing 
alveolitis and emphysema: the value of high resolution computed tomog-
raphy in assessment. Respir Med. 1990;84(5):365–9. https:// doi. org/ 10. 1016/ 
s0954- 6111(08) 80070-4.

 28. Miller ER, Putman RK, Vivero M, et al. Histopathology of interstitial lung abnor-
malities in the context of lung nodule resections. Am J Respir Crit Care Med. 
2018;197(7):955–8. https:// doi. org/ 10. 1164/ rccm. 201708- 1679LE.

 29. Keller CA, Naunheim KS, Osterloh J, Espiritu J, McDonald JW, Ramos RR. 
Histopathologic diagnosis made in lung tissue resected from patients with 
severe emphysema undergoing lung volume reduction surgery. Chest. 
1997;111(4):941–7. https:// doi. org/ 10. 1378/ chest. 111.4. 941.

 30. Thurlbeck WMWJ. Thurlbeck’s chronic airflow obstruction. 2nd ed. Hamilton: 
B.C. Decker Inc.; 1999.

 31. Wick MR. Pathologic features of smoking-related lung diseases, with emphasis 
on smoking-related interstitial fibrosis and a consideration of differential 
diagnoses. Semin Diagn Pathol. 2018;35(5):315–23. https:// doi. org/ 10. 1053/j. 
semdp. 2018. 08. 002.

 32. Fraig M, Shreesha U, Savici D, Katzenstein AL. Respiratory bronchiolitis: a 
clinicopathologic study in current smokers, ex-smokers, and never-smokers. 
Am J Surg Pathol. 2002;26(5):647–53. https:// doi. org/ 10. 1097/ 00000 478- 20020 
5000- 00011.

 33. Yousem SA. Respiratory bronchiolitis-associated interstitial lung disease with 
fibrosis is a lesion distinct from fibrotic nonspecific interstitial pneumonia: a 

proposal. Mod Pathol. 2006;19(11):1474–9. https:// doi. org/ 10. 1038/ modpa 
thol. 38006 71.

 34. Auerbach O, Garfinkel L, Hammond EC. Relation of smoking and age to 
findings in lung parenchyma: a microscopic study. Chest. 1974;65(1):29–35. 
https:// doi. org/ 10. 1378/ chest. 65.1. 29.

 35. Cottin V, Cordier JF. Combined pulmonary fibrosis and emphysema in con-
nective tissue disease. Curr Opin Pulm Med. 2012;18(5):418–27. https:// doi. 
org/ 10. 1097/ MCP. 0b013 e3283 56803b.

 36. Cottin V, Nunes H, Mouthon L, et al. Combined pulmonary fibrosis and 
emphysema syndrome in connective tissue disease. Arthritis Rheum. 
2011;63(1):295–304. https:// doi. org/ 10. 1002/ art. 30077.

 37. Kligerman S, Franks TJ, Galvin JR. Clinical–radiologic–pathologic correlation 
of smoking-related diffuse parenchymal lung disease. Radiol Clin North Am. 
2016;54(6):1047–63. https:// doi. org/ 10. 1016/j. rcl. 2016. 05. 010.

 38. Fukuoka J, Franks TJ, Colby TV, et al. Peribronchiolar metaplasia: a common 
histologic lesion in diffuse lung disease and a rare cause of interstitial lung dis-
ease: clinicopathologic features of 15 cases. Am J Surg Pathol. 2005;29(7):948–
54. https:// doi. org/ 10. 1097/ 01. pas. 00001 68177. 71405. ac.

 39. Remy-Jardin M, Remy J, Gosselin B, Becette V, Edme JL. Lung parenchymal 
changes secondary to cigarette smoking: pathologic-CT correlations. Radiol-
ogy. 1993;186(3):643–51. https:// doi. org/ 10. 1148/ radio logy. 186.3. 84301 68.

 40. Muller NL, Miller RR. Diseases of the bronchioles: CT and histopathologic 
findings. Radiology. 1995;196(1):3–12. https:// doi. org/ 10. 1148/ radio logy. 196.1. 
77845 83.

 41. Wells AU, Nicholson AG, Hansell DM. Challenges in pulmonary fibrosis. 4: 
smoking-induced diffuse interstitial lung diseases. Thorax. 2007;62(10):904–10. 
https:// doi. org/ 10. 1136/ thx. 2004. 031021.

 42. Godbert B, Wissler MP, Vignaud JM. Desquamative interstitial pneumo-
nia: an analytic review with an emphasis on aetiology. Eur Respir Rev. 
2013;22(128):117–23. https:// doi. org/ 10. 1183/ 09059 180. 00005 812.

 43. Boddu P, Parimi V, Taddonio M, Kane JR, Yeldandi A. Pathologic and radiologic 
correlation of adult cystic lung disease: a comprehensive review. Pathol Res 
Int. 2017;2017:3502438. https:// doi. org/ 10. 1155/ 2017/ 35024 38.

 44. Akagi T, Matsumoto T, Harada T, et al. Coexistent emphysema delays the 
decrease of vital capacity in idiopathic pulmonary fibrosis. Respir Med. 
2009;103(8):1209–15. https:// doi. org/ 10. 1016/j. rmed. 2009. 02. 001.

 45. Cottin V. The impact of emphysema in pulmonary fibrosis. Eur Respir Rev. 
2013;22(128):153–7. https:// doi. org/ 10. 1183/ 09059 180. 00000 813.

 46. Amariei DE, Dodia N, Deepak J, et al. Combined pulmonary fibrosis and 
emphysema: pulmonary function testing and a pathophysiology perspec-
tive. Medicina (Kaunas). 2019;55(9):580. https:// doi. org/ 10. 3390/ medic ina55 
090580.

 47. Putman RK, Gudmundsson G, Axelsson GT, et al. Imaging patterns are 
associated with interstitial lung abnormality progression and mortality. Am 
J Respir Crit Care Med. 2019;200(2):175–83. https:// doi. org/ 10. 1164/ rccm. 
201809- 1652OC.

 48. Hida T, Nishino M, Hino T, et al. Traction bronchiectasis/bronchiolectasis is 
associated with interstitial lung abnormality mortality. Eur J Radiol. 2020;129: 
109073. https:// doi. org/ 10. 1016/j. ejrad. 2020. 109073.

 49. Hoyer N, Wille MMW, Thomsen LH, et al. Interstitial lung abnormalities are 
associated with increased mortality in smokers. Respir Med. 2018;136:77–82. 
https:// doi. org/ 10. 1016/j. rmed. 2018. 02. 001.

 50. Putman RK, Hatabu H, Araki T, et al. Association between interstitial lung 
abnormalities and all-cause mortality. JAMA. 2016;315(7):672–81. https:// doi. 
org/ 10. 1001/ jama. 2016. 0518.

 51. Walsh SL, Calandriello L, Sverzellati N, Wells AU, Hansell DM, Consort UIPO. 
Interobserver agreement for the ATS/ERS/JRS/ALAT criteria for a UIP pattern on 
CT. Thorax. 2016;71(1):45–51. https:// doi. org/ 10. 1136/ thora xjnl- 2015- 207252.

 52. Walsh SLF, Richeldi L. Subclinical interstitial lung abnormalities: lumping and 
splitting revisited. Am J Respir Crit Care Med. 2019;200(2):121–3. https:// doi. 
org/ 10. 1164/ rccm. 201901- 0180ED.

 53. Schneider F, Butnor K, Beasley MB, et al. Protocol for the examination of resec-
tion specimens from patients with primary non-small cell carcinoma, small 
cell carcinoma, or carcinoid tumor of the lung. College of American Patholo-
gists (CAP); 2019. https:// docum ents. cap. org/ proto cols/ cp- gilow er- colon 
rectum- resec tion- 20- 4100. pdf. Accessed 6 Jan 2022.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.2147/COPD.S307192
https://doi.org/10.2147/COPD.S307192
https://doi.org/10.1016/S2213-2600(20)30168-5
https://doi.org/10.1016/S2213-2600(20)30168-5
https://doi.org/10.1164/ajrccm.165.2.ats01
https://doi.org/10.1164/rccm.201308-1483ST
https://doi.org/10.1164/rccm.201308-1483ST
https://doi.org/10.1148/rg.273065130
https://doi.org/10.5858/arpa.2015-0455-RS
https://doi.org/10.1164/rccm.200812-1966OC
https://doi.org/10.1164/rccm.200812-1966OC
https://doi.org/10.1183/13993003.00129-2016
https://doi.org/10.1016/j.humpath.2009.09.003
https://doi.org/10.1111/j.1365-2559.2008.03183.x
https://doi.org/10.1183/09031936.05.00021005
https://doi.org/10.1016/s0954-6111(08)80070-4
https://doi.org/10.1016/s0954-6111(08)80070-4
https://doi.org/10.1164/rccm.201708-1679LE
https://doi.org/10.1378/chest.111.4.941
https://doi.org/10.1053/j.semdp.2018.08.002
https://doi.org/10.1053/j.semdp.2018.08.002
https://doi.org/10.1097/00000478-200205000-00011
https://doi.org/10.1097/00000478-200205000-00011
https://doi.org/10.1038/modpathol.3800671
https://doi.org/10.1038/modpathol.3800671
https://doi.org/10.1378/chest.65.1.29
https://doi.org/10.1097/MCP.0b013e328356803b
https://doi.org/10.1097/MCP.0b013e328356803b
https://doi.org/10.1002/art.30077
https://doi.org/10.1016/j.rcl.2016.05.010
https://doi.org/10.1097/01.pas.0000168177.71405.ac
https://doi.org/10.1148/radiology.186.3.8430168
https://doi.org/10.1148/radiology.196.1.7784583
https://doi.org/10.1148/radiology.196.1.7784583
https://doi.org/10.1136/thx.2004.031021
https://doi.org/10.1183/09059180.00005812
https://doi.org/10.1155/2017/3502438
https://doi.org/10.1016/j.rmed.2009.02.001
https://doi.org/10.1183/09059180.00000813
https://doi.org/10.3390/medicina55090580
https://doi.org/10.3390/medicina55090580
https://doi.org/10.1164/rccm.201809-1652OC
https://doi.org/10.1164/rccm.201809-1652OC
https://doi.org/10.1016/j.ejrad.2020.109073
https://doi.org/10.1016/j.rmed.2018.02.001
https://doi.org/10.1001/jama.2016.0518
https://doi.org/10.1001/jama.2016.0518
https://doi.org/10.1136/thoraxjnl-2015-207252
https://doi.org/10.1164/rccm.201901-0180ED
https://doi.org/10.1164/rccm.201901-0180ED
https://documents.cap.org/protocols/cp-gilower-colonrectum-resection-20-4100.pdf
https://documents.cap.org/protocols/cp-gilower-colonrectum-resection-20-4100.pdf

	Interstitial lung abnormalities and interstitial lung diseases associated with cigarette smoking in a rural cohort undergoing surgical resection
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Introduction
	Materials and methods
	Study design
	Data collection
	Radiographic evaluation
	Pathologic evaluation
	Statistical analysis

	Results
	Discussion
	Conclusion
	Acknowledgements
	References


