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Interstitial lung abnormalities (ILAs) are common

» Our visual ILA classification system showed superior interobserver agreement versus existing ILA criteria (K=0.76 v

incidental findings in lung cancer screening (LCS) and the K= 0.64). Observer variation for ILA subtypes (no ILA, NFILA, FILA and AILA) was excellent (K=0-84).

presence of ILA is an independent predictor of mortality. NFILA
LCS is rolling out in England so that by 2030, it is
estimated that nearly one million subjects will be invited

» Participants with AILA had a 6- fold higher mortality rate, while fibrotic and non-fibrotic ILA subtypes had a 3-fold increased mortality
compared to controls ( Figure 2)

for an annual CT scan. » CALIPER-quantified ground glass opacities and vessels were increased in ILAs ( Figure 3) and independently associated with mortality

(p=0:02 and p=0-03 respectively); in contrast to baseline FVC (p=0:49 and p=0.57 respectively) (Figure 4)
AIM : To address the challenges in differentiating

clinically relevant ILAs, as highlighted in a recent Ground Glass Opacities
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We demonstrate a new reproducible classification to characterise prognostically important ILAs and ILDs in LCS, to help facilitate early

COnCIUS|On referral to ILD services. We highlight advantages of quantitative analysis and limitations of FVC in delineating ILA mortality associations
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