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Case 1 

A 75 year old female presented to the outpatient clinic with progressive dyspnoea and a non-

productive cough over a period of 2 months. She was a retired medical secretary and had never 

smoked. She had no history of connective tissue disease or other significant past medical history. 

She was prescribed long-term nitrofurantoin 50 mg daily by her GP for prophylaxis of recurrent 

urinary tract infections. This was started 6 months ago. 

 

She had oxygen saturations of 96% on room air and a respiratory rate of 15 breaths per minute. She 

was afebrile and normotensive with a heart rate of 74 beats per minute. On examination she 

appeared breathless on exertion, but not at rest, with bibasal fine inspiratory crackles on 

auscultation of the chest.  There were no signs of connective tissue disease. She had a white cell 

count of 5.3 and a CRP of 12. 

 

Chest X-ray showed a pattern of basal interstitial infiltrates. A high resolution CT scan of the thorax 

demonstrated basal reticular opacities in the lung periphery with scattered areas of consolidation 

and ground glass change. 

 

1. Assuming your diagnosis is DI-ILD, what is your preferred initial management? 

 

Answer choices Responses 

Continue nitrofurantoin and monitor 3 10.7% 

Stop nitrofurantoin and monitor 11 39.3% 

Stop nitrofurantoin and start oral prednisolone 12 42.9% 

Stop nitrofurantoin, admit to hospital and start 

IV methylprednisolone 
1 3.6% 

Other (please specify) 1 3.6% 
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2. If you started oral prednisolone what initial dose and weaning regimen would you use? 

 

Answer choices Responses 

Not applicable 15 53.6% 

1mg/kg for 2-4 weeks reducing by 5mg every 

2-4 weeks as tolerated 
0 0.0% 

1mg/kg for 2-4 weeks reducing by 5mg every 

1-2 weeks as tolerated 
0 0.0% 

0.5mg/kg for 2-4 weeks reducing by 5mg 

every 1-2 weeks as tolerated 
10 35.7% 

10-15mg OD for 2-4 weeks reducing by 2.5mg 

every 1-2 weeks as tolerated 
1 3.6% 

Other (please specify) 2 7.1% 

 

 

3. If you started IV methylprednisolone what dose would you use? 

 

Answer choices Responses 

Not applicable 27 96.4% 

250mg OD for 3 days 0 0.0% 

500mg OD for 3 days 0 0.0% 

1g OD for 3 days 1 3.6% 

Other (please specify) 0 0.0% 

 

 

4. If you started IV methylprednisolone what dose of oral prednisolone and weaning regimen 

would you use following this? 

 

Answer choices Responses 

Not applicable 27 96.4% 

1mg/kg for 2-4 weeks reducing by 5mg every 

2-4 weeks as tolerated 
0 0.0% 

1mg/kg for 2-4 weeks reducing by 5mg every 

1-2 weeks as tolerated 
0 0.0% 

0.5mg/kg for 2-4 weeks reducing by 5mg 

every 1-2 weeks as tolerated 
1 3.6% 

10-15mg OD for 2-4 weeks reducing by 2.5mg 

every 1-2 weeks as tolerated 
0 0.0% 

Other (please specify) 0 0.0% 

 



Case 2 

 

You are asked to provide an expert opinion for a 75 year old female on the respiratory ward who 

presented with progressive dyspnoea and a non-productive cough over a period of 2 months. She 

was a retired medical secretary and had never smoked. She had no history of connective tissue 

disease or other significant past medical history. She was prescribed long-term nitrofurantoin 50 mg 

daily by her GP for prophylaxis of recurrent urinary tract infections. This was started 6 months ago. 

 

She was hypoxic with oxygen saturations of 86% on room air and a respiratory rate of 25 breaths per 

minute. She was afebrile and normotensive but was tachycardic with a heart rate of 104 beats per 

minute. An arterial blood gas was performed on 35% oxygen and showed a PaO2 9.7 kPa, PaCO2 3.6 

kPa and a pH 7.43. On examination she appeared breathless at rest with bibasal fine inspiratory 

crackles on auscultation of the chest. There were no signs of connective tissue disease. She had a 

white cell count of 5.3 and a CRP of 12. 

 

Chest X-ray showed a pattern of basal interstitial infiltrates. A high resolution CT scan of the thorax 

demonstrated basal reticular opacities in the lung periphery with honeycombing and traction 

bronchiectasis. Ground glass opacification was present as were scattered areas of consolidation.  

 

Despite IV antibiotic therapy for presumed pneumonia started by the Emergency and Acute 

Medicine department for 3 days she failed to improve. 

 

5. Assuming your diagnosis is DI-ILD, what is your preferred initial management? 

 

Answer choices Responses 

Continue nitrofurantoin and monitor 0 0.0% 

Stop nitrofurantoin and monitor 0 0.0% 

Stop nitrofurantoin and start oral 

prednisolone 
11 44.0% 

Stop nitrofurantoin and start IV 

methylprednisolone 
14 56.0% 

Other (please specify) 0 0.0% 

 

 

 

 



6. If you started oral prednisolone what initial dose and weaning regimen would you use? 

 

Answer choices Responses 

Not applicable 14 56.0% 

1mg/kg for 2-4 weeks reducing by 5mg every 

2-4 weeks as tolerated 
4 16.0% 

1mg/kg for 2-4 weeks reducing by 5mg every 

1-2 weeks as tolerated 
1 4.0% 

0.5mg/kg for 2-4 weeks reducing by 5mg 

every 1-2 weeks as tolerated 
6 24.0% 

10-15mg OD for 2-4 weeks reducing by 2.5mg 

every 1-2 weeks as tolerated 
0 0.0% 

Other (please specify) 0 0.0% 

 

 

7. If you started IV methylprednisolone what dose would you use? 

 

Answer choices Responses 

Not applicable 11 44.0% 

250mg OD for 3 days 2 8.0% 

500mg OD for 3 days 3 12.0% 

1g OD for 3 days 4 16.0% 

Other (please specify) 5 20.0% 

 

 

8. If you started IV methylprednisolone what dose of oral prednisolone and weaning regimen 

would you use following this? 

 

Answer choices Responses 

Not applicable 11 45.8% 

1mg/kg for 2-4 weeks reducing by 5mg every 

2-4 weeks as tolerated 
1 4.2% 

1mg/kg for 2-4 weeks reducing by 5mg every 

1-2 weeks as tolerated 
1 4.2% 

0.5mg/kg for 2-4 weeks reducing by 5mg 

every 1-2 weeks as tolerated 
7 29.2% 

10-15mg OD for 2-4 weeks reducing by 2.5mg 

every 1-2 weeks as tolerated 
2 8.3% 

Other (please specify) 2 8.3% 

 



9. If no improvement (or deterioration) is observed after 5 days of treatment what would your 

next step be? 

 

Answer choices Responses 

Treat with IV methylprednisolone 9 36.0% 

Increase dose of oral prednisolone 2 8.0% 

Introduce second line immunosuppression 5 20.0% 

Treat for infection with IV antibiotics 4 16.0% 

Other (please specify) 5 20.0% 

 

 

10. If you decided to introduce second line immunosuppression which one would you use? 

 

Answer choices Responses 

Not applicable 20 80.0% 

Mycophenolate mofetil 0 0.0% 

Methotrexate 0 0.0% 

Azathioprine 1 4.0% 

Cyclophosphamide 4 16.0% 

Other (please specify) 0 0.0% 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Case 3 

 

A 43 year old woman presented to the emergency department with progressive dyspnoea, chest 

tightness and a productive cough over a period of 2 weeks. She worked in a department store and 

was an ex-smoker with a 10 pack year history. She had a history of asthma which was diagnosed in 

childhood. She had Crohn’s disease and had been started on infliximab 5mg/kg 2 months ago. She 

received this at a dosing interval of 0, 2 and 6 weeks. The last dose was received approximately 2 

weeks ago. She had recently started a course of amoxicillin from her GP 3 days ago with little 

improvement in her symptoms. Her salbutamol inhaler also had little effect on her symptoms.  

 

She was mildly hypoxic with oxygen saturations of 93% on room air and a respiratory rate of 20 

breaths per minute. She was afebrile and normotensive but was tachycardic with a heart rate of 108 

beats per minute. On examination she appeared breathless with a mild wheeze on auscultation of 

the chest. No crackles were heard. There were no signs of connective tissue disease. She had a white 

cell count of 15.5, an eosinophil count of 0.63 and a CRP of 22. Her peak flow was slightly reduced at 

66% of normal for her. 

 

She was given salbutamol nebulisers by the doctors in the emergency department with a slight 

improvement in her symptoms. Her oxygen saturations remained at 93% on room air. A high 

resolution CT scan of the chest demonstrated mild air trapping with some subtle diffuse ground glass 

opacities in an upper lobe distribution. 

 

 

11. What is your preferred diagnosis? 

 

Answer choices Responses 

Drug induced interstitial lung disease (DI-ILD) 11 47.8% 

Asthma exacerbation (non-infective) 4 17.4% 

Asthma exacerbation (infective) 3 13.0% 

Other (please specify) 5 21.7% 

 

 

 

 

 

 



12. If your preferred diagnosis is DI-ILD, what is your preferred initial management? 

 

Answer choices Responses 

Not applicable 12 52.2% 

Continue infliximab and monitor 0 0.0% 

Stop infliximab and monitor 3 13.0% 

Stop infliximab and start oral prednisolone 6 26.1% 

Stop infliximab and start IV 

methylprednisolone 
1 4.3% 

Other (please specify) 1 4.3% 

 

 

13. If you felt that the diagnosis was asthma exacerbation but despite 5 days of oral 

prednisolone, nebulisers +/- antibiotics there was no improvement (or deterioration), what 

would be your next management approach? 

 

Answer choices Responses 

Not applicable 16 69.6% 

Continue infliximab and prednisolone 1 4.3% 

Stop infliximab and prednisolone 1 4.3% 

Stop infliximab and continue prednisolone 2 8.7% 

Stop infliximab and start IV 

methylprednisolone 
2 8.7% 

Other (please specify) 1 4.3% 

 

 

14. If you started oral prednisolone what initial dose and weaning regimen would you use? 

 

Answer choices Responses 

Not applicable 12 52.2% 

1mg/kg for 2-4 weeks reducing by 5mg every 

2-4 weeks as tolerated 
1 4.3% 

1mg/kg for 2-4 weeks reducing by 5mg every 

1-2 weeks as tolerated 
1 4.3% 

0.5mg/kg for 2-4 weeks reducing by 5mg 

every 1-2 weeks as tolerated 
8 34.8% 

10-15mg OD for 2-4 weeks reducing by 2.5mg 

every 1-2 weeks as tolerated 
1 4.3% 

Other (please specify) 0 0.0% 

 



15. If you started IV methylprednisolone what dose would you use? 

 

Answer choices Responses 

Not applicable 20 90.9% 

250mg OD for 3 days 0 0.0% 

500mg OD for 3 days 1 4.5% 

1g OD for 3 days 0 0.0% 

Other (please specify) 1 4.5% 

 

 

16. If you started IV methylprednisolone what dose of oral prednisolone and weaning regimen 

would you use following this? 

 

Answer choices Responses 

Not applicable 20 90.9% 

1mg/kg for 2-4 weeks reducing by 5mg every 

2-4 weeks as tolerated 
1 4.5% 

1mg/kg for 2-4 weeks reducing by 5mg every 

1-2 weeks as tolerated 
0 0.0% 

0.5mg/kg for 2-4 weeks reducing by 5mg 

every 1-2 weeks as tolerated 
0 0.0% 

10-15mg OD for 2-4 weeks reducing by 2.5mg 

every 1-2 weeks as tolerated 
1 4.5% 

Other (please specify) 0 0.0% 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Case 4 

 

A 59 year old male presented to the ILD clinic with progressive dyspnoea over a period of 1 month. 

He worked in a supermarket and was an ex-smoker with a 3 pack year history. He had a history of 

epilepsy and his neurologist had switched his antiepileptic medication from lamotrigine to 

carbamazepine approximately 1 month prior to the onset of his breathlessness.  

 

He had oxygen saturations of 96% on room air. On examination he appeared well with normal 

vesicular breath sounds on auscultation of the chest. There were no signs of connective tissue 

disease. FVC was 62.1% predicted and TLCO was 68.9% predicted. 

 

Chest x-ray showed widespread increased interstitial opacity throughout the periphery of both 

lungs. A high resolution CT scan of the thorax demonstrated ground glass changes predominately in 

the lung periphery with associated reticular changes. There was some parenchymal distortion but no 

honeycombing. 

 

 

17. Assuming your diagnosis is DI-ILD, what is your preferred initial management? 

 

Answer choices Responses 

Continue carbamazepine and monitor 0 0.0% 

Stop carbamazepine immediately and monitor 1 4.3% 

Contact neurologist for advice regarding 

switching carbamazepine to alternative 

antiepileptic medication, switch to this 

medication and monitor 

11 47.8% 

Contact neurologist for advice regarding 

switching carbamazepine to alternative 

antiepileptic medication. switch to this 

medication and start prednisolone 

11 47.8% 

Contact neurologist for advice regarding 

switching carbamazepine to alternative 

antiepileptic medication. switch to this 

medication and start IV methylprednisolone 

0 0.0% 

Other (please specify) 0 0.0% 

 

 

 



18. If you started oral prednisolone what initial dose and weaning regimen would you use? 

 

Answer choices Responses 

Not applicable 12 52.2% 

1mg/kg for 2-4 weeks reducing by 5mg every 

2-4 weeks as tolerated 
1 4.3% 

1mg/kg for 2-4 weeks reducing by 5mg every 

1-2 weeks as tolerated 
1 4.3% 

0.5mg/kg for 2-4 weeks reducing by 5mg 

every 1-2 weeks as tolerated 
8 34.8% 

10-15mg OD for 2-4 weeks reducing by 2.5mg 

every 1-2 weeks as tolerated 
1 4.3% 

Other (please specify) 0 0.0% 

 

19. If you started IV methylprednisolone what dose would you use? 

 

Answer choices Responses 

Not applicable 23 100.0% 

250mg OD for 3 days 0 0.0% 

500mg OD for 3 days 0 0.0% 

1g OD for 3 days 0 0.0% 

Other (please specify) 0 0.0% 

 

 

20. If you started IV methylprednisolone what dose of oral prednisolone and weaning regimen 

would you use following this? 

 

Answer choices Responses 

Not applicable 23 100.0% 

1mg/kg for 2-4 weeks reducing by 5mg every 

2-4 weeks as tolerated 
0 0.0% 

1mg/kg for 2-4 weeks reducing by 5mg every 

1-2 weeks as tolerated 
0 0.0% 

0.5mg/kg for 2-4 weeks reducing by 5mg 

every 1-2 weeks as tolerated 
0 0.0% 

10-15mg OD for 2-4 weeks reducing by 2.5mg 

every 1-2 weeks as tolerated 
0 0.0% 

Other (please specify) 0 0.0% 

 

 



21. Assuming the diagnosis is DI-ILD secondary to carbamazepine, that the offending drug has 

been removed and your preferred initial prednisolone dosing has been delivered; if no 

improvement (or deterioration) is observed despite your initial therapy and maintenance 

regimen what would your next step be? 

 

Answer choices Responses 

Treat with IV methylprednisolone 12 52.2% 

Increase dose of oral prednisolone 3 13.0% 

Introduce second line immunosuppression 6 26.1% 

Treat for infection with IV antibiotics 1 4.3% 

Other (please specify) 1 4.3% 

 

 

22. If you decided to introduce second line immunosuppression which one would you use? 

 

Answer choices Responses 

Not applicable 17 73.9% 

Mycophenolate mofetil 4 17.4% 

Methotrexate 0 0.0% 

Azathioprine 1 4.3% 

Cyclophosphamide 1 4.3% 

Other (please specify) 0 0.0% 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Case 5 

 

A 76 year old male presented to the ILD clinic with a 6 month history of dyspnoea which has 

remained stable. He had a chronic productive cough and chronic joint pains in his hands and feet. He 

worked in IT and was an ex-smoker with a 40 pack year history. He had a history of psoriatic arthritis 

and had been receiving methotrexate 7.5mg once weekly for over 10 years. 

 

He had oxygen saturations of 99% on room air. On examination he appeared well with normal 

vesicular breath sounds on auscultation of the chest. There was mild swelling of his hand joints but 

no other signs of connective tissue disease. FVC was 107% predicted and TLCO was 76% predicted. 

 

Chest x-ray showed no obvious abnormalities. A high resolution CT scan of the thorax demonstrated 

abnormal interstitial markings predominantly in a subpleural distribution at the bases of both lungs. 

 

 

23. What is your preferred diagnosis? 

 

Answer choices Responses 

DI-ILD 3 13.6% 

CTD-ILD 9 40.9% 

IPF 7 31.8% 

Hypersensitivity pneumonitis 0 0.0% 

Other (please specify) 3 13.6% 

 

 

24. If your preferred diagnosis is DI-ILD, what is your preferred initial management? 

 

Answer choices Responses 

Not applicable 19 86.4% 

Continue methotrexate and monitor 1 4.5% 

Stop methotrexate and monitor 2 9.1% 

Continue methotrexate and start 

prednisolone 
0 0.0% 

Stop methotrexate and start prednisolone 0 0.0% 

Other (please specify) 0 0.0% 

 

 



Case 6 

 

A 76 year old male presented to the ILD clinic with a 6 month history of dyspnoea which has 

remained stable. He had a chronic productive cough and chronic joint pains in his hands and feet. He 

worked in IT and was an ex-smoker with a 40 pack year history. He had a history of rheumatoid 

arthritis and had been receiving methotrexate 7.5mg once weekly for over 10 years. 

 

He had oxygen saturations of 99% on room air. On examination he appeared well with normal 

vesicular breath sounds on auscultation of the chest. There was mild swelling of his hand joints but 

no other signs of connective tissue disease. FVC was 107% predicted and TLCO was 76% predicted. 

 

Chest x-ray showed abnormal interstitial markings at the bases of both lungs. A high resolution CT 

scan of the thorax demonstrated reticulation with minimal traction bronchiectasis and honeycomb 

changes, predominantly in a subpleural distribution at the bases of both lungs. 

 

 

25. What is your preferred diagnosis? 

 

Answer choices Responses 

DI-ILD 1 4.5% 

RA-ILD 20 90.9% 

IPF 1 4.5% 

Hypersensitivity pneumonitis 0 0.0% 

Other (please specify) 0 0.0% 

 

 

26. If your preferred diagnosis is DI-ILD, what is your preferred initial management? 

 

Answer choices Responses 

Not applicable 21 95.5% 

Continue methotrexate and monitor 0 0.0% 

Stop methotrexate and monitor 0 0.0% 

Continue methotrexate and start 

prednisolone 
0 0.0% 

Stop methotrexate and start prednisolone 1 4.5% 

Other (please specify) 0 0.0% 

 



27. If your preferred diagnosis is RA-ILD, what is your preferred initial management? 

 

Answer choices Responses 

Not applicable 2 9.1% 

Continue methotrexate and monitor 12 54.5% 

Stop methotrexate and monitor 0 0.0% 

Continue methotrexate and start a different 

type of immunotherapy 
1 4.5% 

Stop methotrexate and start a different type 

of immunotherapy 
6 27.3% 

Other (please specify) 1 4.5% 

 

 

28. If you started oral prednisolone what initial dose and weaning regimen would you use? 

 

Answer choices Responses 

Not applicable 21 95.5% 

1mg/kg for 2-4 weeks reducing by 5mg every 

2-4 weeks as tolerated 
0 0.0% 

1mg/kg for 2-4 weeks reducing by 5mg every 

1-2 weeks as tolerated 
0 0.0% 

0.5mg/kg for 2-4 weeks reducing by 5mg 

every 1-2 weeks as tolerated 
0 0.0% 

10-15mg OD for 2-4 weeks reducing by 2.5mg 

every 1-2 weeks as tolerated 
1 4.5% 

Other (please specify) 0 0.0% 

 

 

 

 

 

 

 

 

 

 

 

 

 



Case 7 

 

A 61 year old male presented to the ILD clinic with a 3 month history of progressive dyspnoea. He 

also reported increased fatigue and mild pyrexia. His symptoms worsened significantly following a 

recent IV infusion of 5FU chemotherapy for colon adenocarcinoma which was delivered over 36 

hours rather than the usual 7 days. He has been receiving weekly 5FU and fortnightly irinotecan 

chemotherapy via IV infusion for the last 4 months. He worked in an electronics warehouse with no 

adverse respiratory exposures and had never smoked. He had a history of gastroesophageal reflux 

disease which was controlled with pantoprazole. He also had 3 previous DVTs and was now on 

longterm rivaroxaban. 

 

He had oxygen saturations of 91% on room air. On examination he appeared breathless at rest with 

bibasal fine inspiratory crackles on auscultation of the chest. There were no signs of connective 

tissue disease. FVC was 45% predicted and TLco was 36% predicted. A high resolution CT scan of the 

thorax demonstrated central ground glass changes predominately in the lung bases with associated 

reticular changes. There was some parenchymal distortion but no honeycombing. 

 

 

29. Assuming your diagnosis is DI-ILD, what is your preferred initial management? 

 

Answer choices Responses 

Continue chemotherapy and monitor 2 8.7% 

Stop chemotherapy and monitor 1 4.3% 

Stop chemotherapy and start oral 

prednisolone 
8 34.8% 

Stop chemotherapy, admit to hospital and 

start IV methylprednisolone 
11 47.8% 

Other (please specify) 1 4.3% 

 

 

 

 

 

 

 

 



30. If you started oral prednisolone what initial dose and weaning regimen would you use? 

 

Answer choices Responses 

Not applicable 15 65.2% 

1mg/kg for 2-4 weeks reducing by 5mg every 

2-4 weeks as tolerated 
3 13.0% 

1mg/kg for 2-4 weeks reducing by 5mg every 

1-2 weeks as tolerated 
0 0.0% 

0.5mg/kg for 2-4 weeks reducing by 5mg 

every 1-2 weeks as tolerated 
5 21.7% 

10-15mg OD for 2-4 weeks reducing by 2.5mg 

every 1-2 weeks as tolerated 
0 0.0% 

Other (please specify) 0 0.0% 

 

 

31. If you started IV methylprednisolone what dose would you use? 

 

Answer choices Responses 

Not applicable 12 52.2% 

250mg OD for 3 days 1 4.3% 

500mg OD for 3 days 4 17.4% 

1g OD for 3 days 5 21.7% 

Other (please specify) 1 4.3% 

 

 

32. If you started IV methylprednisolone what dose of oral prednisolone and weaning regimen 

would you use following this? 

 

Answer choices Responses 

Not applicable 12 52.2% 

1mg/kg for 2-4 weeks reducing by 5mg every 

2-4 weeks as tolerated 
4 17.4% 

1mg/kg for 2-4 weeks reducing by 5mg every 

1-2 weeks as tolerated 
2 8.7% 

0.5mg/kg for 2-4 weeks reducing by 5mg 

every 1-2 weeks as tolerated 
3 13.0% 

10-15mg OD for 2-4 weeks reducing by 2.5mg 

every 1-2 weeks as tolerated 
1 4.3% 

Other (please specify) 1 4.3% 

 



33. If no improvement (or deterioration) is observed after 5 days of treatment what would your 

next step be? 

 

Answer choices Responses 

Treat with IV methylprednisolone 8 34.8% 

Increase dose of oral prednisolone 3 13.0% 

Introduce second line immunosuppression 5 21.7% 

Treat for infection with IV antibiotics 5 21.7% 

Other (please specify) 2 8.7% 

 

 

34. If you decided to introduce second line immunosuppression which one would you use? 

 

Answer choices Responses 

Not applicable 18 78.3% 

Mycophenolate mofetil 1 4.3% 

Methotrexate 0 0.0% 

Azathioprine 0 0.0% 

Cyclophosphamide 4 17.4% 

Other (please specify) 0 0.0% 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



General questions 

 

35. When making a diagnosis of DI-ILD what investigation(s) (other than HRCT) do you use to aid 

you? 

 

Answer choices Responses 

Pulmonary function tests 21 91.3% 

Bronchoscopy with BAL for differential cell 

count and/or microbiology 
23 100.0% 

Surgical lung biopsy 3 13.0% 

Bloods including auto-antibody / CTD screen 21 91.3% 

Other (please specify) 4 17.4% 

 
 

36. In patients with a diagnosis of DI-ILD what is your preferred frequency of follow-up? 

 

Answer choices Responses 

2 weeks 1 4.3% 

6 weeks 11 47.8% 

3 months 6 26.1% 

6 months 1 4.3% 

>6 months 4 17.4% 

Other (please specify) 0 0.0% 

 

 

37. What method(s) do you use to decide when to attempt weaning the dose of oral 

prednisolone? 

 

Answer choices Responses 

FVC 3 13.0% 

TLco 0 0.0% 

FVC & TLco 17 73.9% 

Repeat CT 8 34.8% 

Repeat CXR 13 56.5% 

Symptoms 16 69.6% 

Other (please specify) 1 4.3% 

 

 

 



38. What method(s) do you use to decide when to stop treatment? 

 

Answer choices Responses 

FVC 0 0.0% 

TLco 0 0.0% 

FVC & TLco 20 87.0% 

Repeat CT 16 69.6% 

Repeat CXR 8 34.8% 

Symptoms 15 65.2% 

Other (please specify) 0 0.0% 

 

 

39. What is your preferred duration of oral prednisolone treatment before you attempt weaning 

the dose? 

 

Answer choices Responses 

2 weeks 6 26.1% 

4 weeks 10 43.5% 

8 weeks 1 4.3% 

12 weeks 2 8.7% 

>12 weeks 0 0.0% 

Other (please specify) 4 17.4% 

 


