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Abstract
The purpose of this review is to provide an update on com-
bined pulmonary fibrosis and emphysema (CPFE), with spe-
cific focus on the definition of CPFE and potential manage-
ment options. There is no consensus regarding criteria for a
diagnosis of CPFE, and multiple definitions of CPFE have
been used in previous studies. Patients with CPFE have rela-
tively preserved airflow and lung volume, with disproportion-
ately impaired oxygenation. The risk of lung cancer and
pulmonary hypertension is higher for CPFE than for idiopath-
ic pulmonary fibrosis alone, but the effect of CPFE on overall
mortality is unclear. There are no evidence-based recommen-
dations for management of CPFE, and patients are currently
managed according to individual guidelines for chronic ob-
structive pulmonary disease and idiopathic pulmonary fibro-
sis. Further research is required to determine the biological
mechanisms of CPFE, and to establish whether it is a distinct
biological condition or a coincidental occurrence of two sep-
arate conditions.

Key points
• Previous studies have used multiple definitions of CPFE. A

broad definition of CPFE that includes any type of intersti-
tial lung disease and any amount of emphysema is not
appropriate for all research questions.

• Combined pulmonary fibrosis and emphysema (CPFE) is a
distinct clinical phenotype that predominantly includes
male smokers with pulmonary function tests characterized
by relatively preserved flow rates and lung volumes, with
markedly reduced carbon monoxide diffusion capacity.

• Lung cancer and pulmonary hypertension seem to be more
common in CPFE than in IPF, and these complications are
associated with a particularly poor prognosis.

• There are no evidence-based recommendations for the
management of CPFE. In the absence of direct evidence,
patients with CPFE are usually managed according to the
principles that guide therapy for isolated chronic obstruc-
tive pulmonary disease and idiopathic pulmonary fibrosis.

• Future studies are required to determine the underlying
biological mechanisms of CPFE and to establish whether
CPFE is a biologically distinct condition or an overlap of
two separate conditions that share similar risk factors.
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Background

Recent studies have described combined pulmonary fibrosis
and emphysema (CPFE) as a distinct phenotype of interstitial
lung disease (ILD), with coexisting pulmonary parenchymal
fibrosis and emphysema detectable via either radiological
imaging or pathology. These studies have provided multiple
definitions of CPFE, which vary in the extent of emphysema
and subtypes of ILD required for diagnosis; these differences
probably account for some of the discrepancies reported in the
literature. However, several findings are consistent among
these studies, and have provided valuable insight into
this syndrome. In this review we discuss different def-
initions of CPFE and how these should be used, sum-
marize what is known about the clinical features and
outcomes of this disease, and provide some initial guid-
ance on patient management.
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Definition of CPFE

Diagnosis of CPFE is primarily established on the basis of
high-resolution computed tomography (HRCT) findings, with
supplementary clinical data and pathological findings helpful
in some cases. A consensus definition of CPFE does not exist,
and previous studies have used a variety of criteria. Each of
these definitions has strengths and limitations, and the most
appropriate definition of CPFE depends on the research ques-
tion being asked.

The broadest and most commonly used definition of CPFE
includes all patients with both any type of pulmonary fibrosis
and any amount of radiological emphysema. Most cohorts
defined by these criteria have included patients with either
idiopathic pulmonary fibrosis (IPF) or other idiopathic inter-
stitial pneumonias [1–7]. This definition has the advantage of
identifying a large number of patients by use of a simple and
broad definition that can be used in diverse clinical settings.
There is substantial inter-observer variability in ILD
diagnosis even among experts [8], and this broad defi-
nition of CPFE minimizes the effect of this variability
by combining all ILD subtypes, thus avoiding potential
bias that arises from inaccurate classification of the
underlying ILD. Misclassification of ILD may be even
more common in CPFE because the coexistence of
emphysema and fibrosis of any etiology can mimic
honeycombing, falsely suggesting an usual interstitial pneu-
monia pattern that would support clinical diagnosis of IPF [9].
This especially applies to the distinction between IPF and
idiopathic nonspecific interstitial pneumonia (NSIP), in which
the presence of radiographic honeycombing can be a crucial
component of the diagnostic algorithm.

Despite some potential benefits, a broad definition of CPFE
has two important limitations that restrict its use for many
research questions. First, inclusion of multiple ILD subtypes
results in a heterogeneous cohort with mixed pathophysiology
and clinical features, which can produce bias when comparing
this CPFE population with other ILD subtypes. For example,
unlike some ILD subtypes, IPF has common risk factors with
chronic obstructive pulmonary disease (COPD), including a
strong association with increased age and with smoking.
Emphysema is, therefore, a more likely complication in IPF
than in most other fibrotic ILDs, meaning the CPFE cohort
will include a disproportionate number of patients with IPF
and the non-CPFE cohort will, conversely, include a dispro-
portionate number of patients with other fibrotic ILDs.
Inclusion of other fibrotic ILDs, for example idiopathic
NSIP, therefore produces bias resulting from the different
symptoms and prognosis of IPF compared with other ILDs.
Several studies have addressed this potential for bias by
restricting the definition of CPFE to IPF patients only
[10–12, 13•, 14]. This enables less biased comparison of IPF
patients with and without emphysema, and direct evaluation

of how comorbid emphysema affects clinical features and
outcomes for a more uniform population.

A second limitation of a broad definition of CPFE is that the
absence of a threshold for emphysema means that some pa-
tients diagnosed with CPFE will have little radiological em-
physema, which is unlikely to be clinically relevant. Inclusion
of these patients in the CPFE population will attenuate any
difference between patients with and without clinically mean-
ingful emphysema. Some studies have therefore required CPFE
patients to have more than a specific amount of emphysema,
with two studies using a threshold of 10 % emphysema visible
on HRCT [13•, 14]. Although this definition is not formally
validated, it does have high inter-rater reliability [13•, 14] and
potential clinical relevance, with some evidence suggesting
that ≥10 % emphysema corresponds to global initiative for
chronic obstructive lung disease (GOLD) grade II or worse
rating for patients with isolated COPD [15]. Further research is
required to determine the optimum definition of CPFE.

Future studies should acknowledge that a single definition
of CPFE is not appropriate for all research questions, and
researchers should choose a definition in the context of their
study objectives, taking into account the above factors
(Table 1). For example, a broad definition including all ILD
would be appropriate for a study examining the physiological
implications of overlapping restrictive and obstructive lung
disease. Alternatively, a study evaluating the effect of emphy-
sema on outcomes may require a more homogenous ILD
subset (e.g. inclusion of only patients with IPF). Finally, a
specific emphysema threshold may not be required if investi-
gating the pathobiology of CPFE, because the presence of any
emphysema on HRCT indicates a predisposition to both fi-
brosis and emphysema and to at least focal activation of the
relevant biological pathways.

Features of CPFE

Emphysema has been reported in up to half of patients with
IPF [10], but a recent cohort study with a narrower definition
of CPFE suggests the prevalence of clinically significant
emphysema in IPF may be as low as 8 % for a North
American population [13•]. The wide variability in the inci-
dence of CPFE among patients with ILD is probably caused
by differences in how studies defined CPFE and how study
patients were recruited, by smoking heterogeneity in the pop-
ulation, and by other baseline clinical features. Most reported
subjects with CPFE have a history of cigarette smoking, and
this seems to be the main environmental risk factor. Other
organic and mineral dust exposure, to asbestos and coal, for
example, have also been implicated in a small number of cases
[16–18].

Despite the variability in their definitions of CPFE, studies
have consistently observed that these patients are usually older
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men with a substantial smoking history [6, 10–12, 13•, 14, 19,
20]; that the most common symptoms are exertional dyspnea
and cough [2]; and that clinical examination often reveals
finger clubbing and crackles on chest auscultation [2, 3].
The striking male predominance seems to exceed the number
of cases that would be expected if this were solely a result of
more smoking by men. Other authors have proposed alterna-
tive explanations for the male predominance (e.g. increased
age-related susceptibility of men to the effects of cigarette
smoke) that require further study [21].

The coexistence of emphysema and fibrosis in CPFE leads
to relatively preserved airflow and lung volume despite radio-
graphic evidence of extensive parenchymal lung disease [6, 7,
11, 12, 13•, 19, 20, 22]. The finding that patients with CPFE
have less severe fibrosis at the time of presentation probably
accounts for some of the preserved spirometry and lung vol-
ume measurements [13•]. In addition, there is probably a
balance of obstructive and restrictive physiology that largely
accounts for the relatively preserved airflow and lung volume,
often resulting in measurements that are within the normal
range.

Outcomes of CPFE

Patients with CPFE seem to be at increased risk of lung cancer
and pulmonary hypertension [1, 2, 4, 5, 7, 14], although the
magnitude of this risk varies between studies and remains
unclear. The increased risk of lung cancer is probably caused
by additive or synergistic effects of smoking, emphysema, and
pulmonary fibrosis, which are all associated with lung cancer

development. The increased risk and severity of pulmonary
hypertension in CPFE is probably related to the combined
fibrotic and emphysematous destruction of the pulmonary
parenchyma and the resulting reduction in the cross-
sectional area of the pulmonary vasculature [14].

It remains unknown whether fibrosis in CPFE progresses at
a similar rate to IPF without emphysema. Change in forced
vital capacity (FVC) over time is the most commonly used
surrogate of disease progression in recent IPF clinical trials,
despite the recognized limitations of this measure. Progression
of fibrosis is even more challenging to assess in CPFE patients,
because the presence of emphysema alters the normal associ-
ation between progressive pulmonary fibrosis and FVC de-
cline. A previous study revealed that patients with CPFE have
less FVC decline than patients with IPF alone [11], and a more
recent study confirmed that change in FVC was only a weak
predictor of mortality in CPFE [10]. This latter study suggested
that a 10% or greater decline in forced expiratory volume in 1 s
(FEV1) over 6–12 months may be a more useful measure of
progression for this population [10]. A decline in carbon
monoxide diffusing capacity (DLCO) may be an additional
surrogate for ILD progression, but could instead indicate de-
velopment or progression of pulmonary hypertension.

The limitations of single variables for use in prognostica-
tion of IPF have led to evaluation of composite measures of
progression that include a combination of clinical and physi-
ological variables [23–26]. The composite physiologic index
(CPI) was originally derived to estimate the extent of fibrosis
on HRCT on the basis of commonly obtained measures of
pulmonary function [26], but has also been tested in multiple
settings for its ability to predict mortality in IPF. This index

Table 1 Definitions of CPFE

Definition of CPFE Advantages Disadvantages Example of use

Pulmonary fibrosis of
any etiology +
emphysema of any
severity

• Identifies a large number of patients
• Reduces potential bias resulting from
misclassification of ILD

• Simple criteria that can be used in broad clinical
settings (e.g. centers without a
multidisciplinary ILD clinic)

• Includes multiple ILD subtypes, which
introduces bias when comparing
CPFE with other ILDs

•Heterogeneous pathobiology confounds
mechanistic studies

• Some patients have minimal
emphysema that is of unclear clinical
significance

• Comparison of physiological
implications of overlapping
restrictive and obstructive
lung disease

IPF + emphysema of
any severity

• Enables direct comparison of CPFE with IPF to
determine the incremental effect of
emphysema when there is a previous diagnosis
of pulmonary fibrosis

• Requires accurate ILD diagnosis
• Excludes patients with non-IPF ILDs
• Some patients have minimal
emphysema that is of unclear clinical
significance

• Identification of disease
mechanisms

IPF + total
emphysema score
≥10 %

• Enables direct comparison of CPFE with IPF to
determine the incremental effect of
emphysema when there is a previous diagnosis
of pulmonary fibrosis

• Only includes patients with a clinically
meaningful amount of emphysema

•Good inter-rater reliability for emphysema score

• Requires accurate ILD diagnosis
• Excludes patients with non-IPF ILDs
• Excludes patients with mild or trivial
emphysema, which may have some
subtle effect on clinical features and
outcomes

• Evaluation of the effect of
emphysema on patients with
pulmonary fibrosis

Abbreviations: CPFE, combined pulmonary fibrosis and emphysema; ILD, interstitial lung disease; IPF, idiopathic pulmonary fibrosis
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focuses on FVC and DLCO as predictors of radiological
fibrosis severity but also includes FEV1, primarily as a means
of adjusting for the effect of emphysema on these other lung
function tests. By indirectly adjusting for the extent of em-
physema, the CPI may be more useful than individual mea-
sures of pulmonary function as a predictor of outcome for
CPFE [10]. However, an important limitation of the CPI for
prediction of CPFE mortality is that it was originally derived
to estimate the extent of radiological fibrosis and is therefore
probably an imperfect tool for predicting mortality. Newly
developed clinical prediction tools for use with IPF have not
been studied specifically for patients with CPFE.

There is substantial heterogeneity in the reported median
survival for CPFE, ranging from 2.1 to 8.5 years [5, 7, 11, 12,
13•, 14, 22]. This variability is partially explained by the
different definitions of CPFE used for these cohorts, in partic-
ular whether the study population was restricted to patients with
IPF. Survival was more consistently between 2.1 and 4.5 years
in studies that only included patients with a multidisciplinary
diagnosis of IPF [10, 11, 13•, 14]. In addition, the proportion of
patients with poor prognostic factors, for example pulmonary
hypertension (PH) or lung cancer, affects overall mortality
estimates, which have also varied across studies. CPFE patients
with PH confirmed by use of right heart catheterization have a
one-year survival of only 60 % [27], and CPFE patients with
lung cancer have a median survival of 11 months [28].

Studies have disagreed on whether the presence of emphy-
sema affects mortality for patients with ILD (Table 2). These
inconsistent findings are largely the result of different analysis
techniques, specifically the lack of a standardized approach to
adjustment for ILD severity and subtype. For example, the
finding for some cohorts that CPFE has improved survival
compared with IPF alone could be explained by lead-time bias
and less-advanced fibrosis at baseline in the CPFE group. The
presence of long-term symptoms related to slowly progressive
emphysema could prompt serial clinical and radiological eval-
uation, enabling diagnosis of IPF at an earlier stage of fibrosis

that may have been asymptomatic without the coexistent em-
physema. This earlier diagnosis of IPF would suggest a longer
survival time for these patients, but only because their IPF was
detected at an earlier stage. Another potential source of bias, as
described above, arises from inclusion of multiple ILD sub-
types that have different associations with smoking. Compared
with most other ILDs, the stronger association between IPF
and cigarette smoking places a disproportionate number of IPF
patients in the CPFE group. This could result in the opposite
bias, with CPFE patients having relatively poor outcomes that
are comparable with IPF outcomes and that are worse than
those for a more heterogeneous population of ILD patients.
This effect could explain at least some of the increased mor-
tality for CPFE patients observed by one recent study that
included a variety of idiopathic interstitial pneumonias [5].

It seems logical that the presence of significant emphysema
should increase mortality when diagnosed in addition to IPF.
This hypothesis is supported by one of the larger and more
rigorously studied CPFE cohorts in which mortality was
higher for CPFE patients than for patients with IPF alone
[14]. This study was restricted to patients with IPF and in-
cluded an adjustment for fibrosis severity (HRCT fibrosis
score) that attempts to eliminate the potential biases discussed
above. A second study with similar methods reported compa-
rable findings, although the increased mortality for CPFE
patients in this study was less consistent and statistical signif-
icance depended on the method of analysis [13•]. None of the
studies that reported increased survival in CPFE included an
adjustment for severity of fibrosis [7, 11, 12], and some of
these studies had other flaws that could have similarly pro-
duced bias in this comparison.

Treatment of CPFE

There is no evidence to support any specific treatment for
CPFE, because these patients are usually excluded frommajor

Table 2 Survival in ILD with and without emphysema

Outcome Ref. Definition

CPFE worse Mejia et al., 2009 [14] IPF + total emphysema score ≥10 %
Lee et al., 2011 [5] IIP + any emphysema

No difference Ryerson et al., 2013a [13•] IPF + total emphysema score ≥10 %
Jankowich et al., 2010 [22] Pulmonary fibrosis and either radiological or pathological emphysema/bullous disease

CPFE better Akagi et al., 2009 [11] IPF + any emphysema

Todd et al., 2011 [7] IPF or idiopathic fibrotic NSIP + emphysema score > 2 (more than trivial emphysema)

Kurashima et al., 2010 [12] Radiological UIP of unknown etiology + any emphysema in two or more lung zones

a Adjusted transplant-free survival for CPFE was worse than for IPF alone. There was no statistically significant difference for time to death (excluding
lung transplant patients) or when using a competing risk analysis (the primary outcome of this study)

Abbreviations: CPFE, combined pulmonary fibrosis and emphysema; CT, computed tomography; IIP, idiopathic interstitial pneumonia; IPF, idiopathic
pulmonary fibrosis; NSIP, nonspecific interstitial pneumonia
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IPF and COPD clinical trials and it is challenging to conduct
trials on CPFE itself because of its low prevalence. Current
recommendations are therefore made on the basis of extrapo-
lating evidence related to the underlying conditions of COPD
and IPF and of guideline recommendations developed for
these individual diseases [29, 30].

There is general consensus that several nonspecific
treatments used for isolated COPD and IPF are also
appropriate for CPFE, including smoking cessation, vac-
cination against common pulmonary infections, pulmo-
nary rehabilitation, and lung transplant. Additional
disease-specific treatments should be considered on a
case-by-case basis. For example, IPF patients with sig-
nificant emphysema (e.g. ≥10 % emphysema volume on
HRCT) may benefit from bronchodilator therapy, and
CPFE patients with frequent exacerbation of airway
disease may benefit from inhaled corticosteroids. These
treatments were each used for a minority of CPFE
patients in one cohort, and may be underused for this
population [13•]. Novel antifibrotic treatments effective
for IPF may also be considered for CPFE, however
there is no direct evidence to support this approach
because patients with significant emphysema are usually
excluded from IPF clinical trials. In addition, pulmonary
vasodilator therapy (e.g. sildenafil) should also be con-
sidered for patients who have pulmonary hypertension
disproportionate to the extent of parenchymal destruc-
tion. This is a complex decision because the extent of
parenchymal involvement is not accurately estimated by
use of pulmonary function testing, and pulmonary vaso-
dilators could increase ventilation-perfusion mismatch
and worsen hypoxemia for some patients. Initiation of
pulmonary vasodilator therapy should usually be done
only in collaboration with a pulmonary hypertension
specialist. Screening for lung cancer may also be appro-
priate for selected patients, particularly if it is believed
that they could tolerate potentially curative treatment of
a malignancy if lung cancer was detected.

Future directions

CPFE is a distinct clinical phenotype, but it remains unknown
whether CPFE is a biologically distinct condition or an over-
lap of two separate conditions that share similar risk factors.
Several molecular pathways have been implicated in animal
models of both emphysema and pulmonary fibrosis [31–34],
however other studies have identified activation of distinct
pathways in these conditions [35•]. These observations re-
quire further study in larger and more carefully phenotyped
cohorts. Additional prospective population-based studies are
also needed to confirm previous observations and to provide
additional guidance on how these patients should bemanaged.

Compliance with ethics guidelines

Conflict of Interest Rachel Jen declares that she has no conflicts of
interest. Christopher J. Ryerson is a paid consultant for Intermune and
receives honoraria, payment for educational presentations, and travel and
accommodation expenses from them.

Human and Animal Rights and Informed Consent All studies by
Christopher J. Ryerson involving human subjects were performed after
approval by the appropriate Institutional Review Boards. Written in-
formed consent was obtained from all participants.

References

Papers of particular interest, published recently, have been
highlighted as:
• Of importance

1. Chiba S, Ohta H, Abe K, et al. The Diagnostic Value of the Interstitial
Biomarkers KL-6 and SP-D for the Degree of Fibrosis in Combined
Pulmonary Fibrosis and Emphysema. Pulm Med. 2012;2012:492960.

2. Cottin V, Nunes H, Brillet PY, et al. Combined pulmonary fibrosis
and emphysema: a distinct underrecognised entity. Eur Respir J.
2005;26(4):586–93.

3. Kishaba T, Shimaoka Y, Fukuyama H, et al. A cohort study of
mortality predictors and characteristics of patients with combined
pulmonary fibrosis and emphysema. BMJ open. 2012;2(3).

4. Kitaguchi Y, Fujimoto K,HanaokaM, et al. Clinical characteristics of
combined pulmonary fibrosis and emphysema. Respirology. 2009.

5. Lee CH, KimHJ, Park CM, et al. The impact of combined pulmonary
fibrosis and emphysema on mortality. The International journal of
tuberculosis and lung disease: the official journal of the International
Union against Tuberculosis and Lung Disease. 2011;15(8):1111–6.

6. Mori K, Shirai T, Mikamo M, et al. Respiratory mechanics measured
by forced oscillation technique in combined pulmonary fibrosis and
emphysema. Respir Physiol & Neurobiol. 2013;185(2):235–40.

7. Todd NW, Jeudy J, Lavania S, et al. Centrilobular emphysema
combined with pulmonary fibrosis results in improved survival.
Fibrogenesis Tissue Repair. 2011;4(1):6.

8. Flaherty KR, Andrei AC, King Jr TE, et al. Idiopathic interstitial
pneumonia: do community and academic physicians agree on diag-
nosis? Am J Respir Crit Care Med. 2007;175(10):1054–60.

9. Akira M, Inoue Y, Kitaichi M, et al. Usual interstitial pneumonia and
nonspecific interstitial pneumonia with and without concurrent em-
physema: thin-section CT findings. Radiology. 2009;251(1):271–9.

10. Schmidt SL, Nambiar AM, Tayob N, et al. Pulmonary function
measures predict mortality differently in IPF versus combined pul-
monary fibrosis and emphysema. Eur Respir J. 2011;38(1):176–83.
This retrospective cohort study revealed that 42 of 169 IPF patients
(25 %) had moderate or severe emphysema. Mortality was best
predicted by either a decline in FEV1 or a worsening composite
physiological index (CPI). These findings have some promise for
prognostication in CPFE, but further validation is required.

11. Akagi T, Matsumoto T, Harada T, et al. Coexistent emphysema
delays the decrease of vital capacity in idiopathic pulmonary fibrosis.
Respir Med. 2009;103(8):1209–15.

12. Kurashima K, Takayanagi N, Tsuchiya N, et al. The effect of em-
physema on lung function and survival in patients with idiopathic
pulmonary fibrosis. Respirology. 2010;15(5):843–8.

13. • Ryerson CJ, Hartman T, Elicker BM, et al. Clinical features and
outcomes in combined pulmonary fibrosis and emphysema in

258 Curr Respir Care Rep (2013) 2:254–259



idiopathic pulmonary fibrosis. Chest. 2013. This is a retrospective
cohort study in which CPFE was defined as IPF with ≥10 % emphy-
sema on HRCT. CPFE was found in 29 of 365 patients (8 %), with
clinical characteristics similar to those seen in previous studies. Inhaled
therapy for COPD was used for the minority of patients. Mortality was
similar for CPFE and non-CPFE patients in the primary analysis;
however CPFE had worse survival on some secondary analyses.

14. Mejia M, Carrillo G, Rojas-Serrano J, et al. Idiopathic pulmonary
fibrosis and emphysema: decreased survival associated with severe
pulmonary arterial hypertension. Chest. 2009;136(1):10–5.

15. Pescarolo M, Sverzellati N, Verduri A, et al. How much do GOLD
stages reflect CT abnormalities in COPD patients? Radiol Med.
2008;113(6):817–29.

16. Begin R, Filion R, Ostiguy G. Emphysema in silica- and asbestos-
exposed workers seeking compensation. A CT scan study. Chest.
1995;108(3):647–55.

17. Leigh J, Driscoll TR, Cole BD, et al. Quantitative relation between
emphysema and lungmineral content in coalworkers. Occup Environ
Med. 1994;51(6):400–7.

18. Daniil Z, Koutsokera A, Gourgoulianis K. Combined pulmonary
fibrosis and emphysema in patients exposed to agrochemical com-
pounds. Eur Respir J. 2006;27(2):434.

19. Mura M, Zompatori M, Pacilli AM, et al. The presence of emphyse-
ma further impairs physiologic function in patients with idiopathic
pulmonary fibrosis. Respir Care. 2006;51(3):257–65.

20. Tasaka S, Mizoguchi K, Funatsu Y, et al. Cytokine profile of bron-
choalveolar lavage fluid in patients with combined pulmonary fibro-
sis and emphysema. Respirology. 2012;17(5):814–20.

21. Jankowich MD, Rounds SI. Combined pulmonary fibrosis and em-
physema syndrome: a review. Chest. 2012;141(1):222–31.

22. JankowichMD. Rounds S. Lung: Combined Pulmonary Fibrosis and
Emphysema Alters Physiology but Has Similar Mortality to Pulmo-
nary Fibrosis Without Emphysema; 2010.

23. Ley B, Ryerson CJ, Vittinghoff E, et al. A multidimensional index
and staging system for idiopathic pulmonary fibrosis. Ann Intern
Med. 2012;156(10):684–91.

24. du Bois RM,Weycker D, Albera C, et al. Ascertainment of individual
risk of mortality for patients with idiopathic pulmonary fibrosis. Am J
Respir Crit Care Med. 2011;184(4):459–66.

25. King Jr TE, Tooze JA, Schwarz MI, et al. Predicting survival in
idiopathic pulmonary fibrosis: scoring system and survival model.
Am J Respir Crit Care Med. 2001;164(7):1171–81.

26. Wells AU, Desai SR, Rubens MB, et al. Idiopathic pulmonary
fibrosis: a composite physiologic index derived from disease extent
observed by computed tomography. Am J Respir Crit Care Med.
2003;167(7):962–9.

27. Cottin V, Le Pavec J, Prevot G, et al. Pulmonary hypertension in
patients with combined pulmonary fibrosis and emphysema syn-
drome. Eur Respir J. 2010;35(1):105–11.

28. Usui K, Tanai C, Tanaka Y, et al. The prevalence of pulmonary
fibrosis combined with emphysema in patients with lung cancer.
Respirology. 2011;16(2):326–31.

29. Raghu G, Collard HR, Egan JJ, et al. An Official ATS/ERS/JRS/
ALAT Statement: Idiopathic Pulmonary Fibrosis: Evidence-based
Guidelines for Diagnosis and Management. Am J Respir Crit Care
Med. 2011;183(6):788–824.

30. Global Initiative for Chronic Obstructive Lung Disease
(GOLD): Global strategy for the diagnosis, management and
prevention of chronic obstructive pulmonary disease, updated
2013. Available from: http://www.goldcopd.org/. Accessed
July 12, 2013.

31. Wert SE, Yoshida M, LeVine AM, et al. Increased metalloproteinase
activity, oxidant production, and emphysema in surfactant protein D
gene-inactivated mice. Proc Natl Acad Sci U S A. 2000;97(11):
5972–7.

32. Fujita M, Mason RJ, Cool C, et al. Pulmonary hypertension in TNF-
alpha-overexpressing mice is associated with decreased VEGF gene
expression. J Appl Physiol. 2002;93(6):2162–70.

33. Lundblad LK, Thompson-Figueroa J, Leclair T, et al. Tumor necrosis
factor-alpha overexpression in lung disease: a single cause behind a
complex phenotype. Am J Respir Crit Care Med. 2005;171(12):
1363–70.

34. Lucattelli M, Bartalesi B, Cavarra E, et al. Is neutrophil elastase the
missing link between emphysema and fibrosis? Evidence from two
mouse models. Respir Res. 2005;6:83.

35. • Hanaoka M, Ito M, Droma Y, et al. Comparison of gene expression
profiling between lung fibrotic and emphysematous tissues sampled
from patients with combined pulmonary fibrosis and emphysema.
Fibrogenesis Tissue Repair. 2012;5(1):17. This study reported gene
expression analysis for three patients with CPFE who underwent
lobar resection for a primary lung malignancy. The authors revealed
that within individual patients the genes overexpressed in fibrotic
lesions are different from those overexpressed in emphysematous
areas. This small study requires further validation.

Curr Respir Care Rep (2013) 2:254–259 259

http://www.goldcopd.org/

	Combined pulmonary fibrosis and emphysema
	Abstract
	Abstract
	Abstract
	Background
	Definition of CPFE
	Features of CPFE
	Outcomes of CPFE
	Treatment of CPFE
	Future directions
	References
	Papers of particular interest, published recently, have been highlighted as: • Of importance



