535 % 45 19 1) HEMREFZSEE Vol. 35 No.19
2025 410 A China Journal of Modern Medicine Oct. 2025

DOI: 10.3969/j.issn.1005-8982.2025.19.005
XEHE : 1005-8982 (2025) 19-0031-05

M ER S 43 PR R T BT E R T 45 45 48 4w
18 K 18] 52 4 At 5 o 5 VA RO B 33 i3t R

wTE, EME, RAC, KkE'
(LEEFRAFHELEAYARER 1. R £EE, 2. EX®EF, LW KE 030012)

WE : A5 B8A(CTD) A —BLENFUREBESNZRARBEY O G LWk im, 8RR
(ILD)Z CTD & F W L EZ — LD # R T FH R TH AWMk &, 2 EF A AN%E, BT
RA CTD-ILD # & £ % & M3 35 ¥ 5 Al B8 (HRCT) £ CTD-ILD £ &8 i fo Y T
A LA ID & 5 ik ML FE L ECTH, BFREZFTCTH T A B A 28 T, % L3 3¢
HRCT #1445 FATAM CTD-ILD 44 )3 6948 % Lk 47 8 4 , AAFE HRCT L FHER LA F £ T 2
ECT S 7 @t fr4id

KGR . SR ; MREMRSR ; 203 Ho9R Ahul B, £ FCT
FESZES : R593.2 EAARIRED - A

Research progress of chest high-resolution computed tomography in
predicting the outcome of interstitial lung disease associated with
connective tissue disease*
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Abstract: Connective tissue diseases (CTD) constitute a group of immune-mediated autoimmune disorders
that affect multiple systems or organs. Interstitial lung disease (ILD) is one of the most prevalent complications of
CTD. The advancement of ILD can result in irreversible lung function loss and a shortened lifespan for patients.
Thus, early identification of the progression of CTD-ILD is of paramount importance. High-resolution computed
tomography (HRCT) of the chest serves as a significant diagnostic and monitoring tool for CTD-ILD. The
approaches for evaluating ILD on HRCT encompass visual assessment, quantitative CT (QCT), etc. In recent years,
the development and application of QCT methods have garnered significant attention. This article summarizes the
relevant literature on the prediction of the prognosis of CTD-ILD through changes in thoracic HRCT imaging and
conducts a review from aspects such as the imaging features and classification of thoracic HRCT, semi-quantitative
methods, and QCT.
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45 M AT AL SE (systemic sclerosis, SSe) 28 XU &5 R
(rheumatoid arthritis, RA) . T ¥t 28 & 1F (Sjogren
syndrome, SS) . ek R M LR ( idiopathic
VR G B OR
( systemic lupus erythematosus, SLE ) VR A M 4 4 2]
2195 (mixed connective tissue disease, MCTD ) &% , H:
H, TIM A 5 B2 JIL 22 ( dermatomyositis, DM ) | Z kKt
AL 4% (polymyositis, PM) | it & AL B $T 1K 25 & 1E
(antisynthetase syndrome, ASS) %% . CTD n] 2 X f1
M RSN S ZHE SRS, L
[i1] 55 P4 il 2 9 Cinterstitial lung disease, ILD ) fix o
Uo AR CTD f ILD i R 22 5 R, O 3% ~
70% , " HEZ Wi CTD (5 By 28 36 B, 3 2 5 50t
T, CTD-ILD & # I W 5 G e AR 5 2 B 09 1
PRI XE g | 16 1 55, T 3R B Oy Jmy BR 1 L Sl R A7 P M
P R o A AT R AT M R, R fE KA il
WFJE .78 CTD-ILD f8 & JE A7 Pk 21 i Al 4 1] Jo7 4 il
P i (progressive fibrosing interstitial lung disease, PF—
ILD) & K R 20 O 459", 9t 17 ¥ il £ 4k fk
(progression of pulmonary fibrosis, PPF) & Ji§ 3 ik
23% ~ 389%™, 3X 28 [ I D R, TS AR 22
P X CTD-ILD 3 Jié S 3 1) 30 U000 8 3]+ i
REEY,

) 38 15 A B S AL JZ F9 4 (high resolution
computed tomography, HRCT) J& 12 Wr ILD 9 & % F
B, TEVPAR TLD ™ 5 R BE | M D0 g R R0 O A 25 4 9
ROT T E G HEVE ] o R0 PA O ik 2 A0 B
AIPEAG ILD J7 125, 45 AR R ik S o B o s i
O3 AT, ARAZ D5 ¥ FE WL PE B i L X 20 U Ak SR
% G HE CT A] Lt Ak CTD-ILD S8 35 1 95 A5 FRAE
HAT W n] H 2 BB A D0 B E i
FEN TR, IR R CT B AN [R5 187
FEAE 5 95995 TFS A OC , AT LA TLD #9958 05 i Jie
A SC G T8 HRCT 528 2 R iE B oy 1Y | 5 2 53
Hr € CT 20 A1 3457 i, X6 0 CTD-TLD % U5 B
BTt LR IR T .

inflammatory myopathy, I1IM)

1 BB HRCT R FHAEKR S EE CTD-
ILD%%)3

CTD-ILD £ 3 %8 HRCT £ 3% 3 Jy 4% 52 | B
B IS FEAS RIS PESE T R N (R B A R R T

B BRI SCRE YK MR e AR A . A A
PR TN LS E TR AN /A S S N G
/& CTD-ILD % 95 iff J& B R, B8 12 KU B B &',
SHAO 25 % I8 i 35 HRCT #6¢ 53 0R i A8 A 22 i ik 52
YRR AT ILD BRE VAE N R PR . — 0
Meta 43 7 9 7% J 35 HRCT 2 9 4% 5% 45 7% SS-ILD fY
SET RS ™, [ P A A C A S 4 78 HRCT 2
0 s R Bl 8 AT DL CTD-ILD H 3% 95 1 J )

Xif 7 il 2 295 B 2 SRR AE () ILD AR 2% o R4
HE 3% A a] 5P il & (usual interstitial pneumonia,
UIP) | JE % 5 % 18] 51 ¥ Jifi %€ (nonspecific interstitial
pneumonia, NSIP) . #l M M R (organizing
pneumonia, OP) | PR 18 P i 3 45 45 (diffuse alveolar
damage, DAD ) %! — Tl 25 2% 73 #7 45 5L 3R W Mg
HRCT %75 UIP 43 B 02 R Gtk A S A s v XU 0
ILD #F Jig i) 5 22 XU R, ZHENG 5" B 5% 25
AR R UIP 23 AU i CTD-ILD £ 3% FH 7 i 7% 5 F [
B AEAE R AR, 5 A WS RA-ILD &% HE4 T
1A, AR B 7R ULP 43 78 J2 5k 2 58 2 0 1 A XU ]
F R BT s TIM-ILD 201 hn & 8 5 pE T
R 5 AR 2% DAD 43 A @ 3 A o™, £ ik,
CTD-ILD # # i 3 HRCT % #{ & UIP , DAD 43 &l i}
o 1 WAL L BE T XUBS K, IR B AR T 4 S
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B o B HRCT 2 % 12 4 B 77 ¥ Goh F- 43 Fl
Warrick 343 %", H 1 B 5¢ % W g % HRCT > &
AT VR AN R 22 i R (5 B 3 50 | A 5 L 52
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M E . A BF5E %R IPF-ILD £ % Hg 3% HRCT 23 #r
B, # HRCT 3432 PPF 4 00 57 15 16 A 2507, [
B, HRCT £F 4k fb B2 & & CTD-ILD £ & 56 1 1) 15
209 i 0T 5% 45 R 4 7R ik 4R 9 HRCT 1% 53
Rl AR | S 52 RN A hr vk S RS Tk e R
CTD-ILD & & FH 77 Jifi 16 5 5 [ R T2 T &5 i R
B R R, 2 PR A TLD R4S 2 3 B 5L 2

- 32 .



4191

BT, A5 Wi o0 B SR LINTJZ S R T 45 26 L S UpAH SC I B PR 4 U O T 5 a0 e

RA-ILD 8 & FilJ5 0 A7 7 10 R 221, 5 SSe~ILD i
HHYFE TS AN O, I 5 2otk i B IM-ILD &3
FET- 2 EAH M eI R AT LLis 2 a2 1 43 A
7 2 a7 8 B o 3 PE Al CTD-ILD 8 4 M &8 HRCT, FF:
FRAEPE 43 PFAk 0 1 J A XU, 3 TR SR T

3 K& HRCT E 2 & ¥ 45 1E 5 CTD-ILD
#1

E B CT fdE v+ 58 HL A B 32 Wy 23 A 87 X e
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LU AL AR A VTSR A 1 A R BT
fli 1 P % (computer—aided lung informatics for
pathology evaluation and rating, CALIPER ) | H & I £
SFE 75 15 (adaptive multiple features method, AMFM ) .
B 9K B 80 B 53 B (data—driven textural analysis,
DTA) . H 3 & & & % (automated quantification
system, AQS) &P
3.1 K& HRCT E & f5 — M 7775 5 CTD-ILD
%13

i 38 HRCT 7 4 - Aili — 8 07 325 oh e 5 ) 15 2
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HRCT ZE A7 PF 53 AT LA CTD-ILD i & B9 A R 25
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HRCT 42 fii 2 J 2 ik DX I 17 il 2H 205 TR o3 A
VAL A b A5 Al 1 249 5 D8 ME L A o 22 D RE D
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Filrig 78 R AR 2 SO [A) 1 CT A, i F R 43 BT 0T 3
SR 78 L, L T TG 48— A 1) S5 i R Y
(B L1 A BE ST 5 R s e I DX R
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AMORIM 22 i Jf] CALIPER & & 43 BT} 3% HRCT,
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321  ASHAFIFEL CTD-ILD 352 S 42
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KRS 2 45 5 T8 4l & B8, XF CTD-ILD & 3%
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B AW R 5 AR A W b o ) B 9 B, o B
W 2 Ko AR R B 8 1A B5 2 43 BT v e 04 O vk
Z— M5B ) AN R 0 oy 76 T 322, JF
AN 25 B bk BERRAE DAk (A 2 K 4
(T S A R A | SN R W B a1
FRic TLD H 3 M 38 HRCT &5 v i g B 43 8 L T
KT Z PR B A ) 0 5L PE Al CTD-ILD ) F2 .
N FH TR B 2 20 14 77125 43 BT 38 HRCT v 45 9 48 5
LU S 2 R AR L B P43 W 4 48 X CTD-ILD
BE S HoA AR N (. KOH 455t
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#B HRCT 52 AR 2F R AE S A Y 2 o i 50 By M &
CT 43 H7 [ &8 HRCT 4% 4E %} CTD-ILD 3% 4 %% 11 A
A AR w5 ) I AN A 9] dn e s R e AR | R R
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