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Abstract:
BACKGROUND AND AIM: Progressive pulmonary fibrosis (PPF), depending on the underlying 
disease, lacks a complete consensus on diagnosis, follow-up, and treatment approaches, both 
in our country and worldwide. This study aims to evaluate the approaches of pulmonologists and 
rheumatologists to PPF patients using a questionnaire.
METHODS: A web-based questionnaire consisting of 23 questions was prepared to assess the 
facilities of physicians’ departments and their approaches to the diagnosis, follow-up, and treat-
ment of patients with PPF. The questionnaire was sent to doctors’ personal email addresses and 
the participants’ responses were analyzed.
RESULTS: A total of 91 pulmonologists and 39 rheumatologists completed the online survey. 
Among the participants, 44% had less than 10 years, 35% had 10-25 years, and 21% had more 
than 25 years of professional experience. Multidisciplinary councils were conducted in 63% of hos-
pitals, 71% had thoracic radiologists, and 40% collaborated with pathologists specializing in inter-
stitial lung diseases (ILD). The most common underlying primary diseases were rheumatoid arthri-
tis-associated ILD (46.2%) and systemic sclerosis-associated ILD (45.4%). During follow-ups, the 
most commonly used methods included respiratory function tests (90%), carbon monoxide diffusion 
tests (84%), high-resolution computed tomography (79%), and pulmonary symptoms evaluations 
(79%). First-line medications for the underlying disease were steroids (85%), while second-line 
medications were mycophenolate mofetil (58.5%). Antifibrotic drug treatment was prescribed by 
85% of participants, and 78.5% of them reported that they would use a combination of antifibrotic 
and immunosuppressive agents. While 28% of participants reported no hesitation in the diagnosis 
and treatment of PPF, the absence of a multidisciplinary team (35%) and challenges in interpreting 
radiological findings (31.5%) were the most commonly cited obstacles.
CONCLUSIONS: This study highlights the importance of multidisciplinary councils for physicians 
managing patients with PPF. Although the management of PPF patients varied, the physicians’ 
approaches to diagnosis, follow-up, and treatment of PPF patients aligned closely with recom-
mendations in PPF guidelines. 
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Introduction

Interstitial lung diseases (ILDs) are characterized by in-
flammation and fibrosis of the lung parenchyma, with 

fibrotic ILD forming a specific subset of ILD.[1] There is no 
uniform approach to managing fibrotic ILD. Prognosis and 
progression are determined by the underlying disease. Pro-
gression is defined by an increase in respiratory symptoms, 
a decline in respiratory function (e.g., forced vital capacity 
[FVC], diffusing capacity of the lungs for carbon monoxide 
[DLCO]) and/or an increase in fibrosis on high-resolution 
computed tomography (HRCT). Pulmonary function tests 
(PFT) and HRCT are recommended for all patients at the 
time of diagnosis. The frequency of PFT during follow-up 
should be decided on a case-by-case basis.[1,2] Evaluation of 
respiratory functions (e.g., FVC, DLCO) is recommended 
at least every 3–4 months during the first year.[1,3] When 
symptom evaluation and respiratory function data are in-
sufficient, HRCT should be utilized to assess progression.
[1,2,4] The frequency of HRCT should be tailored to the pa-
tient’s clinical condition and lung function. 

The precise prevalence of progressive pulmonary fibrosis 
(PPF) is uncertain. A recent PROGRESS study (Estimates 
of epidemiology, mortality and disease burden associ-
ated with progressive fibrosing interstitial lung disease 
in France), a real-life cohort of ILD patients, identified 
a progressive phenotype in nearly 25% of fibrotic ILDs 
other than idiopathic pulmonary fibrosis (IPF).[5] In an-
other real-life study, the rate of a progressive fibrotic phe-
notype in non-IPF ILDs was reported to range between 
18% and 32%. The duration from the onset of symptoms 
to death ranged from 61 to 80 months. Following ILD 
progression, the median survival was three years.[6]

Due to the progression of PPF varying based on the un-
derlying disease, there is no complete consensus on its di-
agnosis, follow-up, or treatment approach in our country, 
as is the case worldwide. This study aims to evaluate the 
approaches to PPF management by specialists in chest 
diseases and rheumatology through a questionnaire.

Materials and Methods

Ethical approval for this study was obtained from the 
Izmir Katip Çelebi University Non-interventional Clini-
cal Research Ethics Committee (Approval Number: 0590, 
Date: 26.12.2023). The study was conducted in accordance 
with the principles outlined in the Declaration of Helsinki. 

Informed consent was obtained from all participants be-
fore administering the questionnaire. A web-based ques-
tionnaire comprising 23 questions was sent to the personal 
email addresses of pulmonologists and rheumatologists. 
Invitations to participate in the study were sent four times, 
at 1-month intervals starting in July 2023, through the 
email groups of relevant professional societies. Special-
ist physicians were invited to complete the questionnaire 
based on their personal practices and experiences.

Personal information such as participants’ names, sur-
names, titles, and institutions was not requested. How-
ever, data regarding their areas of specialization, years 
of experience as specialist physicians, and the type of 
institution they work at (e.g., university, training hos-
pital, or state hospital) was collected. Additionally, 
participants were asked whether their institution in-
cluded a radiologist specializing in thoracic radiology 
or a pathologist specializing in the respiratory system, 
the number of PPF patients they encountered annual-
ly, and the areas they found most challenging during 
diagnosis, treatment, and follow-up. Some questions 
required participants to select only one answer, while 
others allowed for multiple choices (Appendix 1). 

Statistical analysis
The number and percentage (%) of responses were used 
to evaluate the data provided in the questionnaire. The 
number of responses and percentages from descriptive 
statistics were used to evaluate multiple responses.

The obtained results were summarized using bar graphs. 
Cross-tabulations were performed to examine the distri-
bution of opportunities and specialists in the institutions 
where the physicians worked. All statistical analyses 
were conducted using the Statistical Package for the So-
cial Sciences (SPSS Inc., Chicago, IL, USA) version 22.0.

Artificial intelligence (AI)-assisted technologies (such as 
Large Language Models [LLMs], chatbots, or image cre-
ators) were not used in this study.

Results

A total of 130 specialist physicians, including pulmon-
ologists (n=91) and rheumatologists (n=39), responded 
to the questionnaire. Among the physicians surveyed, 
43.8% worked in university hospitals, 30.8% in general 
education and research hospitals, 13.1% in chest dis-
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eases hospitals, and the remaining participants worked 
in private or state hospitals. Responses were received 
from 33 cities, with the majority of contributions coming 
from Ankara (n=28), Istanbul (n=25), and Izmir (n=24). 
Regarding professional experience, 23.1% (n=30) of 
participants had less than 5 years, 20.8% (n=27) had 
5–10 years, 16.9% (n=22) had 10–15 years, 18.5% (n=24) 
had 15–25 years, and 20.8% (n=27) had more than 25 
years of experience. Of the participants, 62.3% exam-
ined fewer than 20 patients with PPF annually, 17.7% 
examined 20–40 PPF patients, and 5.3% (n=7) did not 
follow up with any PPF patients during the year [Fig. 
1]. In the centers where the physicians practiced, 75% 
reported the presence of both rheumatologists and pul-
monologists, while 25% had only pulmonologists. The 
facilities available and the status of specialists in the 
institutions are presented in Table 1.

Rheumatoid arthritis-associated ILD (46.2%) and sys-
temic sclerosis-associated ILD (45.4%) were the most 
common underlying primary diseases [Fig. 2]. Rheuma-
tologists most commonly managed PPF patients with 
SSc-ILD (n=33), followed by RA-ILD (n=21) and other 
connective tissue disease-associated ILD (CTD-ILD) 
(n=13). Pulmonologists stated that they mostly follow 
patients with RA-ILD (42%), hypersensitivity pneumo-
nitis (HP) (34.1%), and SSc-ILD (26%).

In patients suspected of having PPF, most physicians 
used at least two criteria from PPF guidelines. Among 
the participants, 40% preferred to assess and treat pa-
tients through a multidisciplinary council, while an-
other 40% initiated follow-up and treatment collabo-
ratively between pulmonologists and rheumatologists 
when an underlying rheumatological disease was pres-
ent. The approaches of specialists regarding follow-up, 
follow-up frequency, and methods used in follow-up 
are detailed in Table 2.

Consultation with chest disease specialists for rheumatic 
disease-associated ILD diagnosed by rheumatologists 
was requested by 83.8% of rheumatologists. The most 
common reason for consultation was the initiation of an-
tifibrotic treatment (77.6%) (Table 3).

While 28% of participants reported no hesitation in the 
diagnosis and treatment of PPF, the most frequently cited 
concerns were the absence of a multidisciplinary team 
and difficulties in interpreting radiological findings [Fig. 
3]. Among the seven participants who managed more 
than 80 patients per year, five reported no hesitation, 
while one cited the lack of a multidisciplinary team, and 
another expressed concerns related to the interpretation 
of radiological findings.

The most commonly used medications for the underly-
ing disease were steroids (85%), mycophenolate mofetil 
(58.5%), and azathioprine (42%). Of the participants, 
85.4% preferred to initiate antifibrotic treatment for PPF 
patients, and 78.5% indicated that they would use a com-
bination of antifibrotic and immunosuppressive agents 
in PPF treatment. Nintedanib was selected by 50% of 
participants, while 43.8% preferred either nintedanib or 
pirfenidone (Table 4).

Discussion

The importance of PPF has grown with the publication of 
the 2022 American Thoracic Society (ATS)/European Re-
spiratory Society (ETS) guideline. Physician’s resources, 
the experience of medical centers, and the multidisci-
plinary approach are critical in the diagnosis and follow-
up of PPF. Some findings of this study were consistent 
with the PPF guideline. It was concluded that pulmo-
nologists and rheumatologists collaborate effectively in 
the diagnosis and treatment of PPF, with decisions often 
made in multidisciplinary councils.

Figure 1: Number of patients examined by physicians in a year
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Epidemiological data on ILD have increased in recent 
years; however, information on the prevalence and in-
cidence of PPF with different etiologies remains limited. 
This situation may be attributed to several factors, includ-

ing the heterogeneity of PPF etiologies, the small number 
of diagnosed patients, and the retrospective nature of pa-
tient database analyses.[7] A study involving 36,821 pa-
tients diagnosed with ILD included cases of sarcoidosis, 

Figure 2: Most commonly encountered underlying primary disease in patients assessed as progressive pulmonary 
fibrosis (PPF)

ILD: Interstitial lung diseases, FNSIP: Fibrotic nonspecific interstitial pneumonia, HP: Hypersensitivity pneumonitis, CTD: Connective tissue 
disease-associated, SSc: Systemic sclerosis-associated, RA: Rheumatoid arthritis
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Table 1: Availability of facilities and status of specialists in institutions

		  n	 %

Specialty
	 Pulmonologist	 91	 70
	 Rheumatologist	 39	 30
Work place
	 University hospital	 57	 43.8
	 General education and research hospital	 40	 30.8
	 Chest diseases hopital	 17	 13.1
	 Other (private hospital, city hospital)	 16	 12.3
City
	 Ankara	 28	 21.5
	 Istanbul	 25	 19.2
	 Izmir	 24	 18.4
	 Other cities	 53	 40.7
Existence of a multidisciplinary council	 82	 63.1
Availability of thoracic radiology	 93	 71.5
Presence of pathologists specializing in interstitial lung diseases	 51	 39.2
Rheumatologists consulting pulmonologists during the diagnostic phase of rheumatic diseases-associated ILD	 109	 83.2
Available tests in the hospital
	 PFT	 128	 98.5
	 6MWT	 111	 85.3
	 DLCO	 105	 80.8
	 CPET	 45	 34.6

ILD: Interstitial lung disease, PFT: Pulmonary function test, 6MWT: 6-minute walk test, DLCO: Carbon monoxide diffusing capacity, CPET: Cardiopulmonary exercise test 
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other fibrotic ILDs, and CTD-ILD, with respective prev-
alences of 24.7%, 19.5%, and 3.1%.[8] A progressive fibro-
sis phenotype, other than IPF, was observed in 13–53% 
of patients characterized by pulmonary fibrosis.[9] The 
PROGRESS study identified a progressive phenotype 
in approximately 27% of fibrosing ILDs other than IPF 
or combined pulmonary fibrosis and emphysema. Ap-
proximately 45% of patients with a progressive fibrosis 
phenotype had autoimmune ILD (SSc-ILD at 26%, der-
matomyositis-related ILD at 7%, and RA-ILD at 4%. Ad-
ditionally, 31% were classified as unclassifiable ILD, and 
8% as chronic fibrotic HP.[5] In a study of specialists, the 
most common types of the progressive fibrosis pheno-
type in non-IPF ILDs were idiopathic nonspecific inter-
stitial pneumonia (iNSIP) (32%) and SSc-ILD (31%), fol-

lowed by unclassified idiopathic interstitial pneumonia 
(IIP) and RA-ILD.[6] In our study, the most common un-
derlying primary disease in PPF was lung involvement 
of CTD, consistent with other studies, with rheumatoid 
arthritis being the most frequent cause. The rates of lung 
involvement due to systemic sclerosis and fibrotic NSIP 
were similar to those reported in previous studies.

According to the 2022 ATS/ERS guideline, PPF crite-
ria include radiological evidence of pulmonary fibrosis 
and ILD with or without a known etiology (other than 
IPF), without an alternative explanation in the last year. 
The presence of at least two of three criteria defines PPF: 
worsening respiratory symptoms, physiological evi-
dence of disease progression, and radiological evidence 

Table 2: Approach to the follow-up of progressive pulmonary fibrosis (PPF)

		  n	 %

In the evaluation of PPF, avoid solely relying on respiratory symptoms, respiratory function tests, or radiological criteria
	 Use only one criterion	 16	 12.3
	 Use at least two criteria	 65	 50
	 Use all criteria	 49	 37.7
Preferred options for a patient assessed or suspected to have PPF
	 Referral of the patient to a multidisciplinary council for evaluation	 53	 40.7
	 For cases with an underlying rheumatological disease, conduct follow-up and treatment in collaboration with the	 52	 40 
	 departments of chest diseases and rheumatology
	 Referral to a more experienced center for further management	 19	 14.6
	 Recommend antifibrotic treatment for PPF and independently monitor the patient	 6	 4.6
	 Without medication	 0	 0
Frequency of follow-up for a patient being evaluated or suspected of having PPF
	 Once every 3 months 	 64	 31.2
	 Once every 6 months	 13	 6.3
	 Adjust follow-up frequency based on the type of underlying disease	 53	 25.9
Methods used during follow-ups
	 PFT	 117	 90
	 DLCO	 109	 83.8
	 Assessment of pulmonary symptoms through patient inquiries	 103	 79.2
	 HRCT	 102	 78.5
	 6MWT	 75	 57.7
	 Blood tests specific to rheumatological diseases	 40	 32.3
	 Echocardiography	 40	 30.8
	 GAP score 	 17	 13.1

PFT: Pulmonary function test, DLCO: Carbon monoxide diffusing capacity, HRCT: High-resolution computed tomography, 6MWT: 6-minute walk test, GAP: Global 
alignment and proportion

Table 3: Reasons for rheumatologists to request consultation with chest disease 
specialists for the diagnosis of rheumatic disease-associated interstitial lung 
disease (ILD) at your hospital

		  n	 %

Initiation of antifibrotic treatment	 31	 79.5
Evaluation of respiratory functions	 15	 38.5
Assessment of progressive disease despite immunosuppressive therapy	 26	 66.7
Others (e.g., long-term oxygen therapy, pulmonary rehabilitation etc.)	 45	 34.6
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of disease progression.[1] In a study involving rheuma-
tologists and pulmonologists, the most frequently re-
ported reasons for assessing PPF were worsening symp-
tom severity (27.3%), decline in lung function (e.g., FVC, 
DLCO), and increased fibrosis on imaging (14.2%).[10] In 
our study, almost all participants reported having access 
to PFTs. Due to the availability of the 6-minute walk test 
(6MWT) and DLCO in more than 80% of cases, most par-
ticipants were able to assess lung function. Consistent 
with guideline recommendations, half of the participants 
reported using at least two diagnostic criteria as outlined 
in the guidelines, while 37.7% stated that they evaluated 
patients according to all recommended criteria.

Research has demonstrated that multidisciplinary ap-
proaches yield more effective results than individual 
assessments in the diagnosis, treatment, and monitoring 
of ILD.[11,12] Multidisciplinary councils consisting of clin-
icians, pathologists, and radiologists play an important 
role in the diagnosis and management of these diseases.
[9] In our study, although most physicians worked with a 
pulmonary radiologist specializing in ILD, more than half 
did not have access to a pulmonary pathologist special-
izing in ILD at their institutions. In a survey conducted 
with physicians, 84% reported participating in multidis-
ciplinary councils for the assessment of PPF.[10] Similarly, 
in our study, the majority of physicians indicated that 
they could conduct multidisciplinary councils. Among 
80% of the participants, the preferred approach was for 
the diagnosis, follow-up, and treatment processes to be 

evaluated in multidisciplinary councils or in collabora-
tion with pulmonologists and rheumatologists in cases of 
underlying rheumatological diseases. In a multinational 
survey involving physicians, it was concluded that pa-
tients with non-autoimmune ILD are primarily managed 
by pulmonologists, while those with autoimmune ILD 
are often co-managed by pulmonologists and rheumatol-
ogists.[6] Our study revealed that consultation with chest 
disease was frequently requested for lung involvement 
in rheumatic diseases diagnosed by rheumatologists. 
Rheumatologists reported that they most often sought 
assistance from pulmonologists in evaluating lung pro-
gression despite immunosuppressive treatment or in ini-
tiating antifibrotic treatment. Among participants who 

Table 4: Physicians' treatment approach for patients with 
progressive pulmonary fibrosis (PPF) 

		  n	 %

Preferred agents for the underlying disease 
in PPF patients		
	 Steroids 	 111	 85.4
	 Mycophenolate mofetil	 76	 58.5
	 Azathioprine	 55	 42.3
	 Methotrexate	 39	 30
	 Cyclophosphamide	 37	 28.5
	 Rituximab 	 31	 23.8
	 Tocilizumab 	 10	 7.7
	 Infliximab	 4	 3.1
Preferred antifibrotic agents		
	 Nintedanib 	 65	 50
	 Pirfenidone 	 8	 6.2
	 Nintedanib or pirfenidone 	 57	 43.8

Figure 3: Situations that physicians mostly hesitate about during the diagnosis and treatment of patients with progressive pulmonary fibrosis (PPF)
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managed more than 80 patients annually, the majority 
reported no hesitation in treating PPF patients. However, 
challenges included the absence of a multidisciplinary 
team and difficulties in interpreting radiological findings. 
These challenges were similar to those reported by other 
participants. Lack of a multidisciplinary council, difficul-
ties in interpreting radiological findings, and challenges 
in the pathological evaluation of biopsies were the most 
frequently reported hesitations among physicians in the 
diagnosis and follow-up of PPF. These findings under-
score the importance of a multidisciplinary approach in 
the diagnosis and management of PPF.

There is no uniform approach to managing fibrotic ILD. 
In most patients, physicians perform repeat imaging 
annually.[3,6] Although a 10% reduction in FVC alone 
was used as an inclusion criterion in the INBUILD trial 
(INvestigating Nintedanib in Progressive Fibrosing 
Interstitial Lung Disease),[13] smaller FVC reductions 
(5–10%) associated with symptomatic or radiological 
deterioration were also considered alternative inclu-
sion criteria.[14,15] In many cases, a comparison of serial 
HRCT images may be sufficient to reliably determine 
the degree of fibrosis progression. The interval for fol-
low-up HRCT monitoring should be tailored to individ-
ual patient characteristics and the need for additional 
information about disease progression.[2,16] In a multi-
national survey, most physicians reported conducting 
follow-ups every 2–3 months, performing respiratory 
function tests every 3–6 months, and HRCT scans every 
6–12 months.[6] In our study, some physicians indicated 
that the frequency of follow-up was determined ac-
cording to the underlying disease type, consistent with 
literature recommendations, while most stated they 
routinely conducted follow-ups every three months. 
The majority of physicians reported using PFTs, DLCO, 
symptom evaluations, and HRCT in post-diagnosis fol-
low-ups, aligning with guideline recommendations.

There is no standard pharmacological treatment regimen 
for all cases of PPF. Treatments are individualized based 
on the underlying disease. Studies have shown that, de-
pending on the subtype of PPF, glucocorticoids are the 
most frequently used treatments. The most commonly 
used immunosuppressive agents include mycopheno-
late mofetil, cyclophosphamide, and azathioprine.[1,5,6,10] 
Corticosteroids are commonly prescribed for various 
types of ILD and can lead to short-term improvements 
in lung function, but no randomized clinical trials have 

evaluated their effectiveness specifically in patients with 
PPF. Corticosteroids are widely used in the treatment of 
SSc-ILD;[17] however, there is limited evidence to support 
their effectiveness in these patients.[18,19] The recent ATS 
guidelines for the treatment of SSc-ILD primarily recom-
mend mycophenolate as the first-line treatment, with cy-
clophosphamide, rituximab, and tocilizumab suggested 
as second-line options.[20] In our study, rheumatoid arthri-
tis (RA) and SSc were the most commonly observed con-
ditions. In our survey, similar to findings in the literature, 
corticosteroids were the most preferred agents for treat-
ing the underlying disease in PPF patients. Additionally, 
mycophenolate mofetil and azathioprine were the most 
commonly preferred immunosuppressant agents.

A dilemma persists regarding the addition of antifibrotic 
agents to immunosuppressive therapy. There is insuffi-
cient evidence to support the combined use of immuno-
suppressive agents and antifibrotic drugs at the time 
of initial diagnosis. It is recommended to evaluate the 
need for antifibrotic agents after 3–6 months of follow-
up to assess disease progression.[13] Recent studies have 
suggested that antifibrotic therapy may benefit selected 
patients with scleroderma-associated fibrotic ILD.[20,21] 
However, antifibrotic drugs should not be considered 
first-line treatment for fibrosis-related ILDs other than 
IPF, SSc-ILD, and RA-ILD.[1] Consistent with recent publi-
cations, the majority of physicians in our study indicated 
that they would initiate antifibrotic treatment during fol-
low-up for PPF patients and preferred the combined use 
of immunosuppressive and antifibrotic therapies.

Data regarding the use of antifibrotic agents in PPF treat-
ment are increasing. When nintedanib was administered 
to patients with ILD and progressive fibrosis, a slower 
decline in FVC was observed.[13,21] In a survey study con-
ducted with clinicians, 30.9% of PPF patients received 
nintedanib, and 66% of those receiving nintedanib were 
on combination therapy.[10] In a study of patients with 
progressive fibrosis in unclassifiable ILD, a smaller de-
cline in FVC was noted in patients receiving pirfenidone.
[22] However, no studies in the literature have directly 
compared the effectiveness of nintedanib and pir-
fenidone in PPF patients. Consistent with the literature, 
there was no clear consensus among participants regard-
ing antifibrotic preferences. While half of the participants 
preferred nintedanib as an antifibrotic, approximately 
44% indicated they would choose either nintedanib or 
pirfenidone depending on the patient.
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The most significant limitation of this study was the low 
number of chest diseases and rheumatology physicians 
who participated in the survey, along with the limited 
participation of physicians from non-tertiary center hos-
pitals. Additionally, we believe that differences in fol-
low-up frequency and treatment approaches may arise 
due to the heterogeneous nature of PPF. We believe that 
the results were influenced by the majority of partici-
pants being from Ankara, Istanbul, Izmir, and university 
or general education research hospitals.

Conclusion

The results of this study were generally consistent 
with the literature. We believe that results are influ-
enced by the fact that the majority of participants are 
from general education research hospitals and univer-
sity hospitals. Most physicians expressed the opinion 
that PPF patients should be managed based on deci-
sions made by multidisciplinary councils, including 
pulmonologists, rheumatologists, radiologists, and 
pathologists. Due to the heterogeneous nature of PPF, 
physicians’ approaches to follow-up and treatment 
decisions vary on a patient-by-patient basis. There is a 
need for multicenter studies involving a larger num-
ber of physicians to better understand the prevalence 
of the disease and physicians’ approaches to diagno-
sis, treatment, and follow-up.
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Appendix 1: Survey questions

1.	 What is your specialty?
2.	 How long have you been practicing in your specialty?
3.	 What city is your workplace located in?
4.	 What is the name of your institution?
5.	 Does your hospital have specialists in rheumatology and/or chest diseases?
6.	 How many patients with progressive pulmonary fibrosis (PPF) have you examined in the past year?
7.	 Are multidisciplinary meetings conducted in your hospital to assess and discuss patients suspected of having PPF?
8.	 Does your hospital have radiologists specializing in thoracic radiology?
9.	 Does your hospital have pathologists specializing in interstitial lung diseases?
10.	Which tests are available in your hospital for physiological assessment? (You may select multiple answers)
11.	 Do rheumatologists in your hospital request consultations with chest disease specialists for the diagnosis of rheumatic diseases-associated 
	 interstitial lung disease (ILD)?
12.	 If you are a rheumatologist, in which situations do you consult chest diseases specialists regarding fibrotic interstitial lung diseases? (You 
	 may select multiple answers)
13.	Among the patients you evaluate as having PPF, what is the most commonly encountered underlying primary disease?
14.	Which parameters do you use to evaluate PPF?
15.	During the assessment of a PPF patient, which areas do you experience the most hesitation in? (You may select multiple answers)
	 a.	 Lack of experience with interstitial lung diseases
	 b.	 Interpretation of radiological findings
	 c.	 Interpretation of functional measurement values 
	 d.	 Interpretation of pathological biopsy results 
	 e.	 Absence of a multidisciplinary team 
	 f.	 Lack of a specialist in this area
	 g.	 I do not experience hesitation
16.	Which of the following options do you prefer for a patient you have assessed or suspected as having PPF?
	 a.	 I refer the patient to an experienced center.
	 b.	 I recommend antifibrotic treatment for PPF and follow up independently.
	 c.	 I monitor the patient without prescribing medication.
	 d.	 If there is an underlying rheumatological disease, I initiate follow-up and treatment in cooperation with chest diseases and rheumatology 
		  specialists. 
	 e.	 If a multidisciplinary council is available, I evaluate the patient there.
17.	How frequently do you follow up with a patient you have assessed or suspected as having PPF?
18.	Which tests do you most commonly use while following up with a patient you have assessed or suspected as having PPF? (You may select 
	 multiple answers)
20.	Which immunosuppressive agents do you most commonly use for treating the underlying disease in PPF (excluding IPF)?
21.	Do you initiate antifibrotic treatment for a patient you have assessed or suspected as having PPF?
22.	Do you use a combination of antifibrotic treatment and immunosuppressive therapy for a patient you have assessed or suspect as having PPF?
23.	 If you decide to start antifibrotic treatment, which agent do you prefer?

IPF: Idiopathic pulmonary fibrosis


