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CLINICAL, RADIOLOGICAL AND SPIROMETRIC PROFILE
OF PATIENTS WITH DIFFUSE PARENCHYMAL LUNG
DISEASE (DPLD): A CROSS-SECTIONAL STUDY

INTRODUCTION:

Abstract

Background: Diffuse parenchymal lung diseases (DPLDs), also known as interstitial
lung diseases (ILDs), encompass a diverse group of pulmonary disorders affecting
the lung interstitium. Early diagnosis is critical but challenging due to overlapping
clinical and radiological features.

Objective: To evaluate the clinical presentation, radiological patterns and functional
impairment in patients diagnosed with DPLD at a tertiary care center.

Methods: A cross-sectional observational study was conducted on patients
diagnosed with DPLD at Santhiram medical college and general hospital for the
period march 2023-December 2024. Clinical symptoms, radiological features (HRCT
thorax) and functional parameters (spirometry) were analyzed.

Results: The study included 60 patients with a mean age of 54.3 £ 11.2 years; 65%
were male. The most common presenting symptom was exertional dyspnea (95%),
followed by dry cough (85%). High-resolution CT (HRCT) showed usual interstitial
pneumonia (UIP) pattern in 45%, nonspecific interstitial pneumonia (NSIP) in 30%,
and hypersensitivity pneumonitis (HP) pattern in 15%. Functionally, 70% had a
restrictive defect.

Conclusion: Most DPLD patients presented with exertional breathlessness and
cough. UIP was the most common radiological pattern. Functional testing confirmed
predominant restrictive defects, highlighting the importance of an integrated clinical-
radiological-functional approach.

Introduction

Diffuse parenchymal lung diseases (DPLDs) are a heterogeneous group of disorders
characterized by inflammation and/or fibrosis of the lung parenchyma. These include
idiopathic interstitial pneumonias (lIP), hypersensitivity pneumonitis (HP), connective
tissue disease-associated ILDs (CTD-ILD) and sarcoidosis among others.

Due to their chronic, progressive nature and varied etiologies, timely diagnosis and
classification of DPLD are essential for optimal management. Clinicians rely on a
combination of clinical assessment, high-resolution computed tomography (HRCT),
and pulmonary function testing (PFT) to evaluate the disease.

This study aims to describe the clinical symptoms, radiological patterns, and
functional impairments observed in patients diagnosed with DPLD.
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Materials and Methods
Study Design:

o Cross-sectional observational study
e Conducted in the Department of Pulmonary Medicine, Santhiram Medical
College and General Hospital, over a period of 19 months.

Inclusion Criteria:

Age >18 years

Confirmed diagnosis of DPLD (based on ATS/ERS guidelines)
HRCT done within the last 3 months

Baseline spirometry available

Exclusion Criteria:

e Active pulmonary tuberculosis or malignancy
« Acute infections
o Patients unwilling to participate

Data Collection:

e Clinical: Demographics, symptoms, duration, comorbidities
o Radiological: HRCT findings reviewed by expert radiologist
e Spirometry: (FVC, FEV1)

Statistical Analysis:

o Descriptive statistics used
o Categorical variables in %
e Continuous variables as mean + SD

Results
Demographics:

Total patients: 60

Mean age: 54.3 + 11.2 years

Male: 39 (65%), Female: 21 (35%)

Smoking history: 40%

Known exposure to allergens (bird, mold, etc.): 20%

Clinical Profile:
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Symptom Frequency (%)

Dyspnea 95%
Cough (dry) 85%
Chest tightness 20%
Weight loss 15%

Crackles (on auscultation) 90%

Clinical Symptoms in DPLD Patients

Percentage of Patients

Dyspnea Dry Cough Crackles Chest Tightness Weight Loss
Symptoms

Radiological Patterns (HRCT):

HRCT Pattern % of Patients
UIP (Usual Interstitial Pneumonia) 45%
NSIP (Non-specific Interstitial Pneumonia) 30%
HP (Hypersensitivity Pneumonitis) 15%

Others (Sarcoidosis, LIP, etc.) 10%
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Pulmonary Function Tests (PFTs):

Parameter Mean = SD
FVC % predicted 62.5 + 14.3%
FEV1/FVC 0.78 £ 0.06

o Restrictive pattern: 70%

Discussion

The study highlights that exertional dyspnea and dry cough are the most common
symptoms in DPLD, consistent with prior studies. The male predominance and
mean age in the 5th decade also mirror global epidemiological trends.

Radiologically, UIP pattern was predominant, especially in older males, suggesting
a higher prevalence of idiopathic pulmonary fibrosis (IPF). NSIP and HP patterns
were more common in younger patients and those with identifiable exposures.

Functionally, most patients exhibited restrictive defects, reflecting the fibrotic nature
of the disease process.

Multidisciplinary evaluation, including clinical-radiological-pathological correlation, is
vital for accurate diagnosis and management.

Conclusion

In patients with DPLD, clinical presentation is often nonspecific. HRCT remains the
cornerstone for diagnosis and pattern recognition. Functional impairment, mainly
restrictive correlates well with radiological severity. Early recognition and
categorization of DPLD patterns can facilitate timely treatment and may improve
outcomes.

Limitations

e Single-center study

e Limited sample size

e Lack of histopathological confirmation in all cases
e No longitudinal follow-up
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