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[S R 3 F AL AF £ (Cryptogenic organizing
pneumonia) : & & Z L BT ~ FE P4l
BB JETAR B FZ IR %

REAT MBHE?2

P RRAER T AHFMENR ° g E

I

%R M 25 H AL AF % (Cryptogenic organizing pneumonia; COP) & — #& 1~ B Jg B A 2 6% B H 14
Bhm o SRRV ER A 4A PR R R E R g B AR EAF AT E L MIXOE
Wil 388, IR i A R 3 BT FE B I BT /& (High-resolution computed tomography; HRCT) i 2R %5 1% 5%
WEHATAMLM T A o COP £ HRCT 2 Al i J AV R 3, - AV R R A& 5 50 M A kIR
s JE LA 6y 1% & BLde 4 £k NODULAR pattern) » +» 3 22454 (PERILOBULAR pattern) °
T # B B AR 46 A A& (CRAZY-paving pattern) ~ #E & M4 4§ 4 1L (Progressive fibrosis COP) » &
%A A %45 # (REVERSED halo sign @ % % Atoll sign) vA Z &2 M0 53K 7 1% BA £ (Linear and
band-like opacities) % ° COP #4975 7 VA 2 8k 9% 3L 40 F s 3L % 4 1K)V B (Masson’s bodies) 45 #
FEZ o e & B o A & IR 48 B % e Methylprednisolone 2, Prednisone 0.5~1 %€ &/ A/ X °
ARG EE R 6-1218 A o H ALK EE M de Macrolides ¥A Z cyclophosphamide % # 4K
COP ¥ 48 B B304 /e R JEMAME - (2A- AR BI AR BEEGR LA AT EHIL>10% - &
B X RE IR © BRI B BL S el P MR R B A R R AR 4R S0 AT » HRCT h BLIEAT I 4%
HALR R BONE S AF B - AN T BRFFE LGS A BIRRE o B 5 ARG E L
R FEA T HALEA>10%  &4F LR FIRRE AR R BB EF o FRIL St
B H 8 R J 7 B 69 COP & & & 4F IPF &M EAE ~ A LB A S RSB0 8 3 Sz mm AT
% %69 % H ALAT X (CTD-OP) ©

RASEA : [BIRMESELATA (Cryptogenic organizing pneumonia; COP)
SEEMTEERSENE (HRCT)
FEfZ A F (Predictive factor)
183% (Relapse)
TETFHHERR%E (Residual lung disease)
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R R 14 23 B {B il & (cryptogenic organizing
pneumonia; COP) 52— AN R A Ery i 4
fitif (idiopathic interstitial pneumonia; IIP) ! » 3&
FHR a4 R RL W RE R PHZE M S
RE R G2 E LNl 22 (bronchiolitis obliterans
with organizing pneumonia; BOOP) 2 » L4 MELFE
L BRE 5E R P B Y 28 B (L 2% (organizing
pneumonia; OP) 31 T8 RIZ22H7 3 -

COP 7 1980 FF-ARHEFE H * - E FFIYER
PREGHM S B - I AN PR 2R B il IR B ok B R A -
HEeHBENRRE  — maMREERE
4-10 J& 3 =~ fEyR B Y] 2 B b ul DUE 2
1~ Wi DB S S8 i A B B b kA
ZEAHAR (Masson’s bodies) 5 = ~ #HRFHEIRERYIA
B ERLE ;s U KABREEBEEC - SEHEEK
BRLZWHTE— T COP MERALm AR » B
FE) A i s o 2 S P 1) 2% e T 52X i o6 B v
X COP 1, J& X fEE M s 1y — 1 - {HAE 2
G2 ~ B B FHAR AYER R B I » Bl fth )
BYERR AR - Kt ia 2 B Eil - i
TR BRI AR A AH B [E R I SRR 3 2%+ HK
BB 43 PR il S 38 A AT it s Pl B
A KB - AR EFE COP G R E @ 18R
WEF - LTINS ~ BRRREL - BRI

&— : BELMX (OP) 2R

B~ IR R BB K R Fm A > #17
Rk R -

EREEERITRE

R 45 2 [ b e B B2 iy 1A 2013 AR P g Y
B e G R | 5328 - E R E # COP
;& Cryptogenic organizing pneumonia F #fi 55
FiT 88 “cryptogenic” & R K AN BHIY & & » Bl
“idiopathic” [RIFEEASERYIHYFHAL Elba & -
FERRIR / 528 /R BRAR G PR - (A HEIRA
WEBR K - HAERELEE | B3] 2 B 25 B Lt Ky
R e 2RI (OP) iR i
e S ¥ NINEIIVE =EI PN GRS EE
(granulation tissue) {¥:FEREAE B (fibroblasts)
BT REAE RFA A (myofibroblasts) B4 4: » AM5EH
Fi o I KT B AE Ry K 3 A8 B AL 28 (second-
ary OP) » ' RLAUFH R IAA « 88Y) ~ G ~ 1M
WS IR RIS AR ERR 7 - S 0 &%
B AL & (OP) AT LIRS % 7E 35 28 I X e 4
R RBMEZREALM 2 - M HA 2R AT RLE £
Rk M2 B L% (COP) (£—) » HLTE
OP 9 55-65%° °

EFATIRE: b RBANRIFZEERE - 17F
FiERE MM OP ATfh FE A B 1.8% £
13% 11 A7 3EAEAC Ry 50 E 60 k2 [ - B2k
TTHRME » KL EIFRFEE 125 - IRBkEN

P MRV E LI % (COP)

REEMZTE L% (Secondary OP)

TRERRA : AAHARRATERESE FPA I/ M (Masson’s bodies) IRFIAARTRE ~ M g B S S8 ™

“Cryptogenic” sz K HH
MR o H BB AR B R . BEY)
B (HEAF RS 21
JFA - 55 COP

- BPERIRRERA

HER R BT - H ] DAEREIIRERRE B IR A] - £y Secondary OP

Amiodarone * Beta blockers » Bleomycin > Carbamazepine > Cocaine * Cyclophospha-
mide * Mesalamine * Minocycline * Penicillamine * Phenytoin * Trastuzumab %

TR ol / B0 ~ 18 MR FIRITRR ~ IMVCRAE MR (KL / I ) ~ R

* RRAMESE

MG~ B0~ R B8R~ 3 (HIV ~ HBV/HCV ~ HSV -~ Influenza ~ SARS-

CoV-2) %
- EI BRI

EEMEFHER « HPRIREE - BAWIRAEIE - #ETEZ KR - SRR/ KL
&K FRRMERETR - S EBEUE « BRABERAERRE - R IYEE
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&_ : BRMSBILIMK (COP) BRIERIFERIIMBl S AT E EENE (HRCT) #IR

LTl ed

3

AR

%2 MR IEAR (Multiple alveolar opacities)

FEHIARTURE (nodular pattern)

JNEESZHIRE (perilobular pattern)
AHRIEPHZYEE (Crazy Paving Pattern)
HEFTMEABHE(LTURE (progressive fibrosis)
S H 5 F5 2 (atoll sign/ Reversed halo sign)
FRMERIASIRTURE (linear and band-like opacities)

TATIREERL » OP AR AR 1.97 A/ +
HA HPCOPHFRLERT 110 A/ T8
A 1fil Secondary OP HYZE4E 3R 0.87 A/ 5
A0 HA HRTSCRE B R A R 518 CoP %
A RBUEITRERZE - ([HIS R ETHHE
TATIR R 7B EEET

ERIRZRIE ~ BhIheE ARG E
— ~ BRIREAREIR BT

COP i FAYEIR - A @ Erwm A&
FHER SRS E PR AR (T~ FEBE
2] AU SEREAR T LK DLEZ I Ry
¥ BEBEINTE A - SYMUAT DI EREREE
PR~ RARRAIR ~ Mfe] ~ i DA S BRI PR SHE
AR T o FEEER AR AT T o RIS S ] DU
FRMEE S (crackle) LUK HZIEEE (thonchus) » A~
& MRS (wheezing) 5 H/D 8ok A i) 28804
FriAR$E (clubbing finger) LIS 4 FRAG R 5 (H3E
BH 1/4 195 AERR IS S F 2R 14

— - inrgEtaE BN RR R E

COP {EfiDhRE i i Ry 52 2 R IR 5
FE2 ¢ (restrictive ventilatory defect) DL Kz 5@ 8 23
HbE e - RBL Ry — S LB #E BT RE (Diffusion
capacity of carbon monoxide; DLCO) & [ >
KT 2 2 1Y 50%-70%1917 5 jh4t > H
80% HYIR A FR B Ry ¥ B R &AM E - 9 10-30%
19 2 Bols AK 5 F W 55 1T 2 25 FH 26 7 0 S
B (obstructive ventilatory defect) '61% o fiifi ¥ 8
I (Bronchoalveolar lavage; BAL) i 7 /& — 1l
REFHIBERR M E2EnY T H - FZCEH B ERR S
RE B s B A TG B AR AL SR DL A

ARDUIEE T A MR I BE Y Fr O Rf 8 - #4516
i BAL Ay g &85 SR B s b A A R TR
FIET - B SRR E AR R LR R E B 1 -
fE BAL R ZE A5 SR of > i i LAY 2 “mixed
pattern” + JRE[IA] LUE R ELER (lymphocytes)
R BT 20-40% ~ R (neutrophils) EE3R
15 10% » [RIRFtH A] DUE 2] A & 1R IR 14 I EK
(eosinophils) #J 5% ¥ »

COP HUBhESRZ B inE

1= AT B2 FE IS @ (High Resolution Com-
puted Tomography; HRCT) fififi sz 2 kn 4 » 7£
COP M2 b EE AT - Ky COP filik A
SEERIRRBUETTZ2ET - 16 & DHR IR R BB 2
BBy - BIBEERZ IR BT 0 80% HUSE At
ALK 28 20 - RERSE S R S
#% » IEHEZET A DIXAH HRCT i s 6840
Efifes ' A RAKESR COP 1£ HRCT R
IR E T - HRCT FRAECHINF " Jef|— '8 -

— ~ BB HRCT &#&

COP £ HRCT Hi{Z Y SRR 05 2 38 M fifi
H'H 1ty H: (multifocal parenchymal consolida-
tions) ZNE —FroR - B HE M~ FEA M2
i WHSCREE LT - L0 mAE Nl
TR E o WA T REE B B A7 B B H B
I 2022 o KT 75% HIR A 9 52 15 B 5%
B 5 B0 BB (s kR B B B IR 4 (Ground
glass opacities; GGOs)**2% o F R » H I % 5
MEER RIS ZERZ - B0 AL R
¥ (adenocarcinoma in situ) ~ fU/IMEIE M il e

(minimally invasive adenocarcinoma) ~ 15 8%4 fifi
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Bt iR R AR
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B— : HRCT (IR RE °

Ji#Je (invasive adenocarcinoma of the lung) ~ i
WRESHE ~ RBP4 42 (eosinophilic pneumonia)
I B A 2 2 M il 2 ~ Wil vE e > 25 3 MR i R
ZE ~ i v A P AR I o | BRI E P
(Anti-neutrophil cytoplasmic antibodies ; ANCA)
FiT 509 il 08 LA 6 55 23 o i A i 2 A
IRF [ A9 HH B0 A 52 B e Sy et - IRTIEE -
SR A B fi 18 B Al R A R B B
s JIRJEEE R B ER SR B 3 2 B R T iR
Ry DUNVPURHE - 8B Ll 2 (OP) ~ W& I 1 ili
& (eosinophilic pneumonia) ~ fifiyE I (alveolar
hemorrhages) A KAMERINA 4 (vasculitis)? ©

— ~ JFHBY HRCT =&
(—) #&EIARFRIZ (Nodular Pattern)

RIS - KA 15-50% BY9E A & Hi B
FEETIRET » AT 2BLE B LA ET (solid) ~ #5
BB L A5 ET (part-solid) BL & EIEFIR (ground
glass) » 5 S SRAE I MB35 1 o JE AL
TR AL+ —BAMGT S L IR R 2 B - AN
KA OEBRA LR AL » R A DA B I A% 28
(septic embolism) 2 HEHF2HET 2 —2 -

i BT AR R B 7T DL4T BRI BE - — Fo SRR TS
B BR IR (well-defined “acinar” pattern) * HL.
AR/INKITE 0.8 47 5 SB—H R ARG /Y
/INFE B AR (ill-defined micronodular pattern) * FL

B : COP AME(R : SRUMBELMLL (mutfocal 1 AN/ SE/NIY 0.4 2353 212 - 253 17

parenchymal consolidations) ©

b BRAEIR S B 20 A7 R A S SRV LU T [ s
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BRI SMNE 5 SRR G B9 /NS B AT DAS3 AT AR B
A1 E A S R E R R o IR EF L (Tree-in-bud
pattern)21’22 °

(Z) /NEZ45E (Perilobular pattern)

/NESF R IR KRR 2 I B E LA 4
HITAR A 2 B 2 B B BRAR 12 - TR A i
(curved) BLEHEFTAR (arcade-like bands) FYFEAR
L HRF 75 R 2R 2 S 38 FRUBIRY (blurred borders) ~ ]
B I4)E (thickening septa) HY&E & HEFTAK (Roman
arch)®® o &R » IMBLEM/NES R EEE S
HEFTIRFF L - BB LU N RIR2 T « AnifiS %
Bk~ IREL R A RE AR A ~ IR e
% ~ R RS ~ EPRE ~ (8 T i 7 i DR ik
e 2 -

(=) RAE2E1Z (Atoll sign)

[t w % (Atoll sign) M A] LLFE Ky reverse
halo sign * ZNE = » EEFHEZELE 1999 4
e iz - EE e R EBREE
ft o ARRLUTRYATRENE: » ANMAE & ~ FEHLAURY
R ~ JEHLAUIT 28401 (paracoccidiodomycosis,
pneumocystis, tuberculosis) B¢ & B §if 15 58 A
£ WY FF ESFE -lipoid pneumonia ° O U1
(Atoll sign) £ & 2 ST #E T #% i Ry COP Y JE
AR - B RE G - 2T #R2

w2627

(0) FHRBIRHRBEEERE (Crazy-paving pattern)
ARG MR PEERURE (crazy-paving pattern)
B HEEA HEAE COP MR > B2 RaE
1 B IR EE I 1 v r] DU 20 B E B A L
1: (ground-glass opacities superimposed to focal
septal thickening of pulmonary parenchyma) * 7E
H A2 Er bl DUZ MR G ~ B MM R e
SOMEITIREANE (ARDS) LURAHARIS 2550 .

(F1) ¥ BB M 4 4 1L B 1% (Progressive fibrosis
Pattern)
COP t /] DL 5 37 JF % 52 1% [ & 1 I &
(nonspecific interstitial pneumonia; NSIP) #Y 3%

WK

B= : R}¢2EZ (Atoll Sign) XTI LLEEA reverse halo
sign °

Bl - fEsg B bn] RGBS DI T Ry HE 1L
i LR AN AL A A - FEREEEE
LRkt — e HER >+ 8 BTG (B vk
FW R N IFRI TSR 2 - A SRR - B
T8 M AR+ B 1R AT RERE LS 1 R B P i
# (usual interstitial pneumonia; UIP) FrZ Y14
HRFF (honeycombing) » T THEHIR2HEN ' -
W B 2 BITEFREE I COP i pldife REMH I
(fibroblast) FEAEILE/ NRIE 5 SR1T UIP AYAEAE
REAR S R E RS - IR SRS ' -

(7R) R MEREARTEBRE (Linear and band-like
opacities)
EEEBFEEY 2R G —REENTTIR

B E{LIH 4 (consolidation) » #HIFEH R AE

RE RS (air bronchogram) » B 13 B~

1TERBIMIE R E H (sub-pleural curvilinear

bands) * HELEER G T EBARE] OP '8 - &

REH HAMRE A2 E - WK E « ZEREE

FEREIERS (lymphangitic carcinomatosis) ~ liE3kE

DIRAHBIIEEIE (asbestosis) 5 24 o

() EB/ Y Bh BE 52 1% B2 4518 (Extra pulmonary
radiological findings)

(A= IPNE S SR - R e
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(mediastinal lymphadenopathy) ~ — Ky [}y I #&
7K (pleural effusion) ° ifi i 22 bk E2 45 %9 H BLAE
20-30% HJ COP Jig A » 7 76 B g mJ DL R 2%
R 1 A5 HIMREL S - o 0 AE T /iR
%55 (lower paratracheal; station 4) » FFA X RE
43 X J#% (subcarinal; station 7) BL K Hifi & (pul-
monary hilum; station 10)'® o [ ERE &H H BN
% » ERafsAG - KK 10-35%COP B9
JOLE

w5 b 2B %8 (OP) & HRCT LAY K7 JE
ORI R AR B s AR = -

[RIEMERE LA (COP) RUAEAL R
ISR B A TR A SRR
— » COP #H#B/mIE 45

COP HIAHARFF R & LA 9B, » 2350 -
(—) FBFA K/ M8 (Masson’s bodies) 5 () fifi

I8 e B M 2% 22 (interstitial pneumonia) 5 (=)

K= BECMAZEERDEH - HIRKE - HRIFZETERRR

i S8 A5 1 ST RE AR AR I 5 DA (Y ik R i
i o i 31 o AR /NS (Masson’s bodies) f&
—H KB EBNA - TEEHAEMEE
(connective matrix) B FEHE R (fibroblasts)
AL HE RERT ML (myofibroblasts) H_E B 5 HH A%
FELRIE » o Ak o (2] W] A2 e 2 i v ~ Ml A DA R A

SRS FEE AT #EFH Kohn fL (pores of Kohn)
REAREAH AR — W v - JE R AR R 2 H
A U SRR LS e s B A,
MEAL - ANSR B T B+ B R A )
2 WSE B2 (UIP) ~ JRRF R
BPERT #¢ (NSIP) B A B i -

= COP R EERRE

COP HJ LU i 258 R O R e e 20 ol P 1181 S B
(R AR BEER SR > S il w0 (FREHT) ~ i
(EZEH ) ~ 2300 (BT ) DUROHEIGH 1> - 24
FHREATE

HRCT 8 B Hh2E R
SHAUFH
ZRVEREIRNRE  75-95% TR - IARES R ~ REMERMENT A - MY BT 2% ~ e Rif
HAML ~ 23 ERfRRZE - BB YRS B0 ANCA FEBAIMNAE &
FRULRIFH
FHiR ARG 15-50%  CEPERERT - WRESHE - RERORS ~ ZHPIRRAE ~ BIAERRZE - JiiES RIf
BhEFlRm A SRR IERE R - BRI AR E PR E
S HEAY H 20% IME R ~ FEPIRENR ~ FRIAU 2% [ EEPYEIBREIEH (paracoc- Rif
cidiodomycosis) * Fli L&kl o ~ BlifGZ |~ IETRRIGHE AT
LERIOEEEE - POIRMEIREMERT22 (lipoid pneumonia) £
AHATAIRBEHE. 28% JRHe - HARF R VR AT 2 ~ MR T IR AR RIF
72 FEI
HMEFTIERAE(LAURE 15% SOEMERTEMERTE (UIP) ~ FERFSRAERTE MR Z (NSIP) LTS
/NEESSHURE 20%  JEERVERIRTZIGRR © KRRV NS ISR (lymphomatoid W
granulomatosis) ~ WEVEFEREEIFS (lymphangitic carcinomato-
sis) ~ MEIRRAS ~ AR ~ FIBE TR ZKE - Ifife 38
RV IRTYRE 55%  IiZKIE ~ ZEAMRELEEAERES « I SBREART MR (& E (asbestosis) oS
HAlufitishse Beet g8l
MR EEAS IR 20-30%  IREMGAE NTSCRESS ~ AASCRE D XD iifIR  FRnlRe i A E R
lIEtite 10-35%  BOREARZ - ERHI A6 T2 DUAE TR
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(—) I (EEG ) - H R &8 52 248
%+ A DUEEI R mAVH S e
TE ok A 3t A e A S I B A A v e oS AR B
S-Alr i A SR A M i YR A DA HE T T (fibrin
deposits) » T 35555 SN ETHIRE L M
e S ZU - B e A 128 MM (migrating
inflammatory cells) & WREEK ~ HhdBR LUK A
SR 8 14 I BR (lymphocytes, neutrophils, some
eosinophils) » ¥ %= ] DLEF 28 RH 48 4% fil it DA k2
B A HEL (plasma cells and mast cells) £ 45 £
fifi 6 o i 6 A8 AfE D0 B P (Fibrin deposition) 7E
EEEERE FTENRE eEd 7T#EE
H (fibronectin) ~ type III collagen ~ & H [
(proteoglycans) LA 84 type 1 collagen © [fififi
HABMED R EE AR - BAZE — U b R A AR
3218 (alveolar epithelial type I cells) DLz FE K@
(epithelial basal laminae) 7% AR o Bl ERY
fifiyfl 3z 18 (diffuse alveolar damage; DAD) H# 71l
ZETER - #HE COP AN g HBLZEBHIR (Hyaline
membranes) °

() HRHA (B AR T ) = 5 el B B A B
F 7 U2 TP R At %8 28 2F (fibroinflammatory
buds)  HIFAZE—PE B 7E A= Y Ml v RS D OF
By 4% I e DL B 28 A o0 e e i e+ SE M
AR & 3 R E LAY R (fibroblasts) 58
R RIRER - BRI LAY S LR
SEAR A R e I ~ b R LA
#E REAH M (myofibroblasts) » 3G i v A BAH
% (cell clusters)  FEEEFEEE » AEAHIERTE
e T 11 520 0T A R B 0 R AHE R / LA HE R
MU ELA » el E S B RE T (LHZ
BIREATD) - #HEEH - 1A FRBEAEAR
BERY SR ECRS A ES B A ARR & - TS A K Mg
(Masson’s bodies) ° 4 £ ifiytd I Kz & R o
Ao SR IR A I Y S T G S e A A v
AR SEEENE - Bt DR R AN S RS R A K
KA SHBAEAL, -

(=) BB (R - G5 el s B - 38
R A I 58 2 T RS A AR AR A A
It Y Je PR g B AE B T DR TS L o e R A
YT AT L A LASA A e B K R SR A i A

\“

1R

A A R — JE — e RO B RS A - 1 P
A P IR ERER A A A AR AR - AR
(fibronectin) ~ £ 111 BB & F (collagen) FlIH
HZliE#E (proteoglycan) IR A YIPTHHEL - HA##
HEH 5 AR AR 2 ey ER ]
BN I ABEEE » GBS R
B Ry 52 o E (AR RS R R RR Y -
B B R g YRR L -

QLDRET-/¢: iR CE Y5l R s
Rz R - R ik R R B - T A Y R 3 R
¥ (granulocyte-macrophage colony-stimulating
factor; GM-CSF) LI 8 o I A i 9 B2 SR A
1t - BETS IR E1E AT DUETT - BRE SR E H S
(matrix metalloproteinases, MMPs) & — & 15 &
AETHY SRR TE A R BRI - fE RS B th g
AT R B BRI BT 5 - DA B e S0 A
B (extracellular matrix, ECM) FYEEYH » HEMZEE
YRR SR FIEYE - 7E COP H » "[DUEE]
W R B MMP-9 (2 AR FEA R AE 4 ) 5
[z AE = R RV E PRt R (UIP) H > MMP-2
( = ZE AR AERIARRT b R A0 ) HOUR IS BB
155 © MMP-9 °] DU 3 i g /Y 75 B B2 16 (Re-
epithelialization) » NI G BRAA AR I R ETHH
J M EE (extracellular matrix, ECM) B SCRTEE
W GRS PR AN R AE(L - 5
JSCAH 4D 5 B A R R B 2R+ e ] DR A8 ik
TR SEEENE -

fREM R E LA (COP) IEEAR
BREABAERE

E R A COP BYIE Rl AT HE 2 5 15
g1 FERKERER RIS -
IR A FREL o [RIBE - 35O SR AR
IRFCEREE HRE R B AEAR ~ I rae
0B R~ s by B LR Y R
J& 32 o BERFREARES S ~ I sh B ig 2 550 1E 5 5
1B HBEE CXR AR ENR A - vl L%
& ERHGE B i NG R SRS « (KR g5 22 28
HR COP WY A » %I 50% T E1THER » 54h
50% RIS AR 32 0 (HEAE 8-12 JE B I TE Hr
Al EFEIEAR ~ G ER D REAR A



[ R M 25 LA 3 (COP) Bl R 25 B L 76 % 185

— » BN 2 E B4R ERS

R (3] P Y 35 9% 4 3R 1 2= s methylpredniso-
lone B prednisone 0.5~1 Z 5 / 23 T/ K (HAH
HEEE ) » VeI ALY £/ H - AFYERTRE
BUE W - AR TR ESEA - B ER
HFEE BRI A E] 0.5 F 0.75 25 / AT 0
58 1K 6 il H B3GR  » A0SR ARE IR Fr Ak
+ T R B A B R A A O - —figeT
5 IR REER Ry 6-12 8 H 17 o i PR IE R
IR EERCANEE » B AEMRRER » (o 2 [ 2
ERRAE 60% MR AFTLITE 24/ - H 27% 1Y
5 N Fo 0o AR AR » RIS SR e e 3 SR Ml 2
53 50 Fs 14% LLR 6% > = H Hif 229l ST £ 3 72
Ry i BRI EE BRI A6 & (0.75 2%/
Fr 1 R #7 6 i ARG IIME - A EHEER
B ER 3335 o (1 BRI 1% ol A Sl BRI K 7] =
O RE I AR - m R AT tEE Y, - BB
B B IR A (ANFREEERE ~ AENRERE ) /1Y
I A AT AERBSUE I8 5 ¢ - o 25 SRt Ju g
ATLERT 3 RAE R SRR S A E R a5 7 -

I T

— -~ HftiarEgEy)

EHAEARES A ~ IiDhREEH - (HEH A A
MBI A RESE R RIELRA - AR EER
¥PTLAER (Macrolides ) MU RIGHE < #EL
FREEUT - TEREARBRHSI 3 » () BRI A
3% (clarithromycin 250 to 500 mg twice a day) 1§
B ERGHE - ARSI 230 - B HE
At 6 ] e 5 ot A S O AR, B ] DA R ARSI
AR MEZEY) (4 ¢ cyclophosphamide) #4!

=00 : BRIEBBCMAHARARRAF

N SIREEHNEE VIR RERFR 1 E
2 25/ AT (B —R—XK) » i AlE 150
25/ K W HEIRFRSOZTRE - Rk
16 2 2 4 2 IR WG = - BOeERE
MRS TR AR B OB T i o IR
MEDBE=(HAH - HRHEFEM - AEFERH6
{6 H #4815 1 L SEY [ FH - Dhh - B R R
39 B o FH AR B IR R R RS A - 5 Ze 45
WFFEEE R "] 8 A fE# H cyclosporine®* 8 &

rituximab** o

[RRMRE LA (COP) T RTE
RBAHRAREZR (£m)

TERE 2SI A R K2 8 COP WY A AT
PUKAR Bt - tRIEBAIIETE - FITETEHR 1-2
W& - G 2/3 BR AN e RERIRE 2 RIE - B
FEREAR T 2 S R ER SE R IRAR IEH 12 SR »
COP i R FHIE M HGEEE - —ER S EEIL
YA AR R R 58 - H R B MG E £ BT
kL (residual disease; RD) ° kit ia W fli s E A
(REZ SR

—  (FIHEERAEE AR ZEENTRAIRF
i B B2 35 Cho % A &1 ¥ 166 A7 £ 95 Bl U]
Z B Ry OP IR A HEATER IR IF9E - Hd
& T 13117 COP LA Bz 35 fif [ % 4 9% A0 BH 11y
OP(CTD-OP) » #& S H/~ - & E45 - FH [E B 1%
B fEkE K7 R B e R AR 2 E b
fifi & (CTD-OP) » H & & Fy COP B9 6.42 £
DA e Jifs 15 B 8 A9 o 17 A 6 3t 10% » L L

15 IFJEE AR R 5 e N
BER 30%~41% 71.8%
kT « GHHE ¢ < GHHE ¢
Gt RERIRIE GOt RE R

2k CTD-OP
- RGN

it A e e LAY AR DB A 1 (R

- SEGEEE
IR EEAE >10%
AT Rk LT
INEESERE

COP &1 IPF s %

H a8 S R S sy 2y A (Ll & (CTD-OP)
7
I BB LIRE >10%
. JRHE :

REHEHED R
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Fo 254 £5% o BB E Zhou % A St 3 73 47
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Cryptogenic organizing pneumonia (COP) is an interstitial lung disease of unknown etiology. It has a hetero-
geneous clinical course, typically beginning with symptoms of cough, fever, and general weakness. Chest X ray,
bronchoalveolar lavage (BAL) and High-Resolution Computed Tomography (HRCT) are useful tools for its diagno-
sis. Image findings of COP in HRCT are either typical or atypical patterns. The typical pattern shows multiple alveolar
opacities. The atypical pattern appears in a variety of forms, like nodular pattern, perilobular pattern, crazy-paving
pattern, progressive fibrosis pattern, reversed halo sign (or Atoll sign) and linear and band-like opacities. The key
finding for COP diagnosis is the presence of the “Masson’s bodies” in tissue biopsy. The first line COP treatment
is systemic steroid (methylprednisolone or prednisone 0.5 to 1 mg/kg/day) used continuously for 6 to 12 months.
Other medications of choice are macrolides or cyclophosphamide. Most patients respond well to steroids, but ~1/3
of them have the COP recurred. Predictive factors of relapsing after stopping the steroid treatment are consolidation
involving >10% of parenchyma, detectable bronchiectasis, high neutrophil percentages in BAL, high levels of fibrin
deposition in lung biopsy, progressive fibrosis and perilobular pattern in HRCT. Subtle connective tissue disease-
organizing +pneumonia (CTD-OP) should also be evaluated at this time. The predictive factors of residual lung
disease in COP are consolidation involving >10% of parenchyma, detectable bronchiectasis, high levels of fibrin
deposition in lung biopsy, co-existence with acute exacerbation of idiopathic pulmonary fibrosis or undiagnosed
CTD-OP. (J Intern Med Taiwan 2022; 33: 178-189)



