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ARHEAZER] ¢ A 35 y/o male presented to emergency department with fever and progressive dyspnea

for 4 days.
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possible role in disease progression
ase ¢ L BEAT SN AR BB IE BIHE IR oo 10
W [ MR 45 H SRS i D 2 R U R Y2 BT IE MR (COLDICE): —{E[RiHEMEE R 72
Diagnostic Accuracy of Transbronchial Lung Cryobiopsy for Interstitial Lung Disease
Diagnosis (COLDICE): a Prospective, Comparative Study
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[Case]

A 35 y/o male presented to emergency department with fever and progressive dyspnea for 4 days.
The patient has been used and tries different types of e-cigarette in the past 2 months. Acute hypoxia
respiratory failure was noted and he was admitted to the intensive care unit. Endotracheal tube intubation
was performed immediately. WBC=6000/cumm, Neutrophil=85%, Eosinophil=0.2%, Creatinine=1.75
mg/dl, CRP=19.67 mg/dl, HbA1C=8.1%. Bronchoalveolar lavage analysis:WBC=198/ul, N/L=33%/17%,
CD4/CD8=0.64. ANA=Negative. ANCA=Negative.
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B : BMC Pulmonary Medicine volume 22, Article number: 60 (2022).
fme=  H=IEN BEM col KEEMIREEERT RIREPIRL

Frig AT (L (Idiopathic pulmonary fbrosis, IPF) j&— A A AR AETT 1R R B MERTSR
FPHEERER 3 F - BRICARN LS OREFEMAE ) 1£ IPF SpiHI ’%?EPE’WE
FHEIRISE » ABHTER & 15 / Al B AT LRI F A R HL B IPF S8y B ARl R S R Y 7] E
ol

7k

FEIE T R AT ST - Yk T 2017 42 6 H 2 2018 429 HfijiY IPF & LA EE SR (NPL)
FISZREREESIR (BAL) BEA - FrA S E bHY IPF BEISEBIER - R EEREHRE 1 1K
WEPG - FVEENAE ~ JGFT AN AEYISRIRRERE - BEISMEERIENI R - S48 sias
DEETRIEE AT LITERR - AR BEHTIAE (FVC ~ FEVI F1 DLCO) ~ FRIFAREERISE U B R 5
ot IPF 3 (n=67) Tl B & B REEAVRA TR Tl S TN R Z BT - 15eE
AR TSR A TP 2 A T RS Z BT TR - LA ¢ (1) IPF o/ B SR Y IR 2 2 RS BT
AURL ~ ARG ~ IR EE ~ B9R 3 ~ IR E M\F wEE o (2) TR E A E AR TR R

FEAEIEARES (P. aeruginosa) ~ Hifi 38 $HEK T (S. pneumoniae) ~ e & A EKE (S. aureus) ~ fifi L 7i R
{HE (K. pneumoniae) FI EEE AT E (H. influenza) 1 (3) QHTI*%DV FHAL[E] LB -
ER -

67 (EARTH » 17.9% EAFHE R, » 10.4% BEAHHE RS » 59.7% BEAH 75 5 FI4H B 3
[E R o T i8R - EIR YR B4R IPF B#H FVC B (TINE 3t ) BUREGYE S
FHEL A B3 T FE (p=0.013) - BEREGAHY IPF BEAHEL » B4l 3L 5 Ll IPF 551 DLCO
B (FUAE 2 LE ) A ERE 2R > 72hIE (p=0.030) B (p=0.001) - BUEA[RAFTHIL - JRREE
# FEVI B (TRHE S7EL ) RV FEE AR - BEURERLY IPF BB HEEE - &0 IPF B33t
TR B (p=0.031)[ AL : 8.12 5 95% CI 1.3-26.9] -

+=a -
hAaM -

TE AW TR O 5 (5 i R A S AR 5 B2y 1PF BB BR EEAHLE FVC (FEATE 43 EL)
71 DLCO (TEMIESEL ) BB - Shoh - AHFAAS BT - BRI IPF AL - R/ &
BERVL B AE-IPF BEHI ~ 3E T &8 48 SRR T MBI
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Bacterial and viral coinfection in idiopathic pulmonary
fbrosis patients: the prevalence and possible role in
disease progression

BMC Pulmonary Medicine volume 22, Article number: 60 (2022).
Mohsen Moghoofei, Shayan Mostafaei, Nasim Kondori, et al.

Abstract

Background:

Idiopathic pulmonary fibrosis (IPF) is a progressive interstitial pneumonia of unknown aetiology with
a mean survival rate of less than 3 years. No previous studies have been performed on the role of co-
infection (viral and bacterial infection) in the pathogenesis and progression of IPF. In this study, we
investigated the role of viral/bacterial infection and coinfection and their possible association with
pathogenesis and progression of [PF.

Methods:

We investigated the prevalence and impact of bacterial and viral coinfection in IPF patients (n=67) in the
context of pulmonary function (FVC, FEV, and DLCO), disease status and mortality risk. Using principal
component analysis (PCA), we also investigated the relationship between distribution of bacterial and
viral co-infection in the IPF cohort.

Results:

Of the 67 samples, 17.9% samples were positive for viral infection, 10.4% samples were positive for
bacterial infection and 59.7% samples were positive coinfection. We demonstrated that IPF patients who
were co-infected had a significantly increased risk of mortality compared (p=0.031) with IPF patients who
were non-infected [Hazard ratio: 8.12; 95% CI 1.3-26.9].

Conclusions:

In this study, we report for the first time that IPF patients who were coinfected with bacterial and viral
infection have significantly decreased FVC and DLCO (% predicted). Besides, the results demonstrated
the increased AE-IPF, increased incidence of death and risk of mortality in infected/coinfected patients

compared to non-infected IPF patients.
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&8 : Lancet Respiratory Medicine, The, 2020-02-01, 8(2): 171-181.
imaZ : EIE B aRSECTER WEARR

Je =
B =

RERT2 TR (transbronchial lung crybiopsy, TBLC) J& 2 W] B MERTIRR A BREE HT BT - £
EEPREEE L > BSMRFFlaRiU) A EERGRERR - (ERVE A2 RATY) R BB DR AMERYTIR 57k - ABT5E
1Y H BRI AR E W2 SR U 7 B2 B e -

Vap:

COLDICE ZFiHEME ~ 0 (1S 9 (N =4 BEEE b ) /Y > LhERES R E AT /2 U F B
SRl U R A2 B i B M AT IERERATHIE - SN AR BB FLFTF N 18 F 80 5% ~ A
e M ifips L 75 S 4H Ao B S U Bhag e - (R BERE X Ema w2k - MEMMREEY
WZHEI IR - fEE—EE T #ETRREMLSRYI R 2% » F#ETIMFI R - 8—
B 40 &R AE D g LAE NS B A 22 A= I 7 7 BC 4w i 1k 1~130 5% - 4RSI R 2 B g HES
RERLER AT AT - ERENZERERGET - X3 AR f g kIR R R T%J:E’J
o Rl RERL YR DURSMEFilghiY) R AV2Er - MAHHEIHY T il iasd R R
2 U 7 B MRL o T R w7 B Y 4H 80 @%1’%9’] B - EEEYIRVECE AT RERY = fi
fEE MERifi 3% (usual interstitial pneumonia) ~ i€ £ =5 4 MR E MERT R - S0 HA 28 © Ui
B EPE R ERENMEY R )T U R AR 2B L3 - e e x (EE T S Eng
AR o EEHT BN PR R PRE R ( Australia New Zealand Clinical Trials Registry,
ACTRN12615000718549) -

#HR -

E2016 F==H 15 HE 2019 F 4 A 15 H [ - AU 65 firEE (31 [48%] FHiE

34 [52%] 2V 5 SPHAEES 66.1 5% [ 4B 9.3]) s FVC 83.7% [SD 14.2]; —&{bhksHE (DLCO)
63.4% [SD 12.8] « &LRERf2 AV (7.1 mm, SD 1.9) FISMNEFF-lcfivF (46.5 mm, 14.9) BYERELE

53 AIGEAR [EEHIREREU T 2K « &SRB NS HRY) R BN -iafti U] 7 Re4H AV 4H 8% B a2 B — B0 Ky
70.8% ( JIfE x {H 0.70, 95% CI 0.55-0.86) ; ZZHFHE X Gl (LR KRBT — % By 76.9% (x 0.62,
0.47-0.78) - £ BHRHE R gk h BA & S E 285 OISR E RS A UTR (65 LB 39 {i
[60%]), F 37 fir (95%) FF& 4 RtV R BV2 8T - 2 ERE S AR HEURE L2 BN e
AR (65 fir B HHY 26 fiL [40%)) » SMEFFAfi R BEEHETL T 6 fir (23%) HYR2ER Ry 55—
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Diagnostic Accuracy of Transbronchial Lung
Cryobiopsy for Interstitial Lung Disease Diagnosis
(COLDICE): a Prospective, Comparative Study

Lancet Respiratory Medicine, The, 2020-02-01, 8(2): 171-181.
Lauren K Troy, Christopher Grainge, Tamera J Corte, et al.

Background:

Transbronchial lung cryobiopsy (TBLC) is a novel technique for sampling lung tissue for interstitial lung
disease diagnosis. The aim of this study was to establish the diagnostic accuracy of TBLC compared with
surgical lung biopsy (SLB), in the context of increasing use of TBLC in clinical practice as a less invasive
biopsy technique.

Methods:

COLDICE was a prospective, multicentre, diagnostic accuracy study investigating diagnostic agreement
between TBLC and SLB, across nine Australian tertiary hospitals. Patients with interstitial lung disease
aged between 18 and 80 years were eligible for inclusion if they required histopathological evaluation
to aid diagnosis, after detailed baseline evaluation. After screening at a centralised multidisciplinary
discussion (MDD), patients with interstitial lung disease referred for lung biopsy underwent sequential
TBLC and SLB under one anaesthetic. Each tissue sample was assigned a number between 1 and 130,
allocated in a computer-generated random sequence. Encoded biopsy samples were then analysed by
masked pathologists. At subsequent MDD, de-identified cases were discussed twice with either TBLC or
SLB along with clinical and radiological data, in random non-consecutive order. Co-primary endpoints
were agreement of histopathological features in TBLC and SLB for patterns of definite or probable usual
interstitial pneumonia, indeterminate for usual interstitial pneumonia, and alternative diagnosis; and for
agreement of consensus clinical diagnosis using TBLC and SLB at MDD. Concordance and « values were
calculated for each primary endpoint. This study is registered with the Australian New Zealand Clinical
Trials Registry, ACTRN12615000718549.

Findings:

Between March 15, 2016, and April 15, 2019, we enrolled 65 patients (31 [48%] men, 34 [52%] women;
mean age 66.1 years [SD 9.3]; forced vital capacity 83.7% [SD 14.2]; diffusing capacity for carbon
monoxide 63.4% [SD 12.8]). TBLC (7.1 mm, SD 1.9) and SLB (46:5 mm, 14-9) samples were each taken
from two separate ipsilateral lobes. Histopathological agreement between TBLC and SLB was 70-8%
(weighted « 0.70, 95% CI 0.55-0.86); diagnostic agreement at MDD was 76.9% (x 0.62, 0.47-0.78).
For TBLC with high or definite diagnostic confidence at MDD (39 [60%] of 65 cases), 37 (95%) were
concordant with SLB diagnoses. In the 26 (40%) of 65 cases with low-confidence or unclassifiable TBLC
diagnoses, SLB reclassified six (23%) to alternative high-confidence or definite MDD diagnoses. Mild-
moderate airway bleeding occurred in 14 (22%) patients due to TBLC. The 90-day mortality was 2% (one

of 65 patients), following acute exacerbation of idiopathic pulmonary fibrosis.
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Interpretaion:

High levels of agreement between TBLC and SLB for both histopathological interpretation and MDD
diagnoses were shown. The TBLC MDD diagnoses made with high confidence were particularly reliable,
showing excellent concordance with SLB MDD diagnoses. These data support the clinical utility of
TBLC in interstitial lung disease diagnostic algorithms. Further studies investigating the safety profile of
TBLC are needed.
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8 ¢ Chest. 2022 May;161(5):1370-1381.
wiz - =S BN B LEBREERT WERR

He 5
B =

IR0, 51 1| (obstructive sleep apnea, OSA) E(CHHEZHE (metabolic syndrome, MS) fH[EH » {H
EROMAEBEF CPAP S OSA A LIS RAMITEIRRE - BFI CPAP S OSA KSR A EHM
TENERE T M DU ABRARIAGEH ~ AERERIIME S BE 2 ?

MFERET 5% -

TREATOSA-MS st E —THIB % 2 RIS IS - 05 T ATl R (UHHE R A T e
J&& OSA (HEARMPR LR [AHI] > > 15 X/ /NKF ) BB EE > 23206 E CPAP (EERAL ) =¢
SfETRe (ZRIEIE) 6 (B H - RN AZEIMZ% » HFTHIE T ABHEEE - MER - M
A - & THERVEERAERIRRIRISE R - MR T HEREAYIEESEY) (leptin A1 adiponectin) ~ &
BEEST ~ BRI - BETTEE) - K7 NNIREERAEHT ( PIBRAAT BRHE R ) LUK A 2 ThRE

R -

100 %4 3 (79% B SEHEES > 48 £ 9 55 BMI » 33 £ 4 kg/m® : AHI » 58 £ 29 %/ /\i% )
SERL T 5T (40 n = 50) - S35 CPAP JERIEEMERy 5.5 & 1.5 /IR /B » 6 ([ H 1% » KZHFER
53ECZE CPAP (1) OSA EEIREE T MS 2267 > {2 MS m] 2 EE N A E74H (18% vs 4% 5 OR » 5.27 ;
95% CI » 1.27-35.86 ; P = .04) = {ER 73t » CPAP M R #EAHEARE - B2 - FFAEAE
lipid profile ~ adiponectin A1 leptin HYEE—IH H 8/ ) - (HREE(E#E T NBRASAHHYIERE (R
FIREN N EZIIEE (FTA T CaR s B 4R E ) -

+=A -
=11
fEE B RRIAEEL - CPAP JEFRIR UHNERRF T R S R RE S - (HRSEEETRE S
— 2 - ¥ adiposity biomarkers it > 21 SRR 52 2 S OSA TESRENCHNE MR HHVEEEH -
(RBETR)

REMEEERE (Metabolic Syndrome, MS) G L EBIRAVERE 1B RHIRFESE 2 CHE
fEEEEAE F] LARE(E 15% (O E o U - IEHRIF Sk (obstructive sleep apnea, OSA) FIfUHHE
R S AR © 1 CPAP il EE OSA HYF BIAHREEIE - {H CPAP & OSA 2E 1/ 2L
W CHNE R — (R A BBV -
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FE OSA JiiE - [EHEREZ CPAP (BER4E ) SR EMIBIRES (Z2RIBIAE ) e 6 (B -
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B CPAP S&RE(% (ABNE B RERE S - HASHEE YRGS —28 - IWEARN
B8N (2 RBHE R 17.7%) FIrSa e (S OBHERBEEL 25.2%) FHEL » CPAP
SRR AN RS s B AR -
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Effects of CPAP on Metabolic Syndrome in Patients
With OSA: A Randomized Trial

Chest. 2022 May;161(5): 1370-1381.
Giampa SQC, Furlan SF, Freitas LS, et al.

Abstract

Background:

OSA is associated with metabolic syndrome (MS), but it is unclear whether OSA treatment with CPAP
can revert MS.

Research question:

Does OSA treatment with CPAP per se have effects on the MS reversibility and the associated metabolic,
adiposity and vascular parameters?

Study design and methods:

The TREATOSA-MS trial is a randomized placebo-controlled trial that enrolled adult patients with a
recent diagnosis of MS and moderate or severe OSA (apnea-hypopnea index [AHI], > 15 events/h) to
undergo therapeutic CPAP or nasal dilator strips (placebo group) for 6 months. Before and after each
intervention, we measured anthropometric variables, BP, glucose, and lipid profile. To control potential-
related mechanisms and consequences, we also measured adiposity biomarkers (leptin and adiponectin),
body composition, food intake, physical activity, subcutaneous and abdominal fat (visceral and hepatic
fat), and endothelial function.

Results:

One hundred patients (79% men; mean age, 48 £ 9 years; BMI, 33 + 4 kg/m’; AHI, 58 + 29 events/h)
completed the study (n = 50 per group). The mean CPAP adherence was 5.5 + 1.5 h/night. After 6 months,
most patients with OSA randomized to CPAP retained the MS diagnosis, but the rate of MS reversibility
was higher than observed in the placebo group (18% vs 4%; OR, 5.27; 95% CI, 1.27-35.86; P = .04). In
the secondary analysis, CPAP did not promote significant reductions in the individual components of MS,
weight, hepatic steatosis, lipid profile, adiponectin, and leptin, but did promote a very modest reduction in
visceral fat and improved endothelial function (all analyses were adjusted for baseline values).
Interpretation:

Despite the higher rate of MS reversibility after CPAP therapy as compared with placebo, most patients
retained this diagnosis. The lack of significant or relevant effects on adiposity biomarkers and depots

supports the modest role of OSA in modulating MS.
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A 35 y/o male presented to emergency department with fever and progressive dyspnea for 4 days.
The patient has been used and tries different types of e-cigarette in the past 2 months. Acute hypoxia
respiratory failure was noted and he was admitted to the intensive care unit. Endotracheal tube intubation
was performed immediately. WBC=6000/cumm, Neutrophil=85%, Eosinophil=0.2%, Creatinine=1.75
mg/dl, CRP=19.67 mg/dl, HbA1C=8.1%. Bronchoalveolar lavage analysis:WBC=198/ul, N/L=33%/17%,
CD4/CD8=0.64. ANA=Negative. ANCA=Negativeof.

. A YRR 7
(A) Acute pulmonary edema
(B) Atypical pneumonia
(C) Hypersensitivity pneumonitis
(D) Pulmonary alveolar proteinosis

(E) Pneumocystis jiroveci pneumonia

BEEE (FE 15T

2. NHIRHFY IPF BRI A TR 2
(A) FrggMEhlidhiaE(b (Idiopathic pulmonary fbrosis, IPF) J2&— 8 g A A BH AV #ETT PR E Al 3%
BEIIFEEREN 3 F
(B) IPF MRS HERR EA R 22 2 R A R PR 3% (interstitial lung disease) » B2 H RS SR ~
ZEY) - f%“li]?%@@zﬁi%%iégwﬁﬁg [REAV A4 L
(C) FE = T 47 2 S s LAY T i R R EEY) R WA TR > JidE LY
nintedanib A1 pirfenidone E’ﬂﬁﬁ”ﬁﬁnﬁ&fﬁﬂ‘ﬂﬂ%‘ar ANFIIRER S EIRE
(D) 228 IPF > w%%ﬂ’ﬂ‘zzﬁmﬁﬁﬁﬁ HRCT (high-resolution computed tomography) » £ 25 i =
NEHEEFTEERY NSIP 52
N
3. NHURERS IPF AR FE 45w o] 2 R4 2
(A) BEIFIE - HEamiiEECAE IPF YR aaRIAE R e 3 32 E
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(B) AT LTS B T A B RN/ E F th B R 2 Y TPF AR 2 e A A

(C) fE{EE%1E IPF JEEET » HENIBUR AL A5 /1 2% surfactant protein A, surfactant protein C
NJHmkir g (W\TERT, hTR) KM 38 | 57 (DSP, DPP9) SEAHRHELA 2 S5 A R

(D) AREIHTT R E 2R 2 [FIH R A R 55 By IPF R BUR Ry EMHEE FEVI (FEATE 77
tt) A1 DLCO (THHIE 77tL) B

AREEATFE - DU Al A IEAE ?

(A) AT LR SR E AT AH AR U] B9 MRSl U] 7 A2 e B P 3k 72

(B) Abtss R4/ ERTAHAR T R SN T V) 7 HOZH SR B 2l — 22 Ky 70.8%

(C) AWtFesd s &R E Mtk V) 7 BLSMRFiufit]) 7 FE4E 8 2 B E G S R IP R 22— 2
5 76.9%

(D) AHt7en] Diam S jUE Fiislahk Ul R A2 Bl E T R E > A5e RN it A

R REMAS R R - UM B AR I 2

(A) KRB HRY R BEAMNELFighiiv] R EhiGiEsk - TERTE MR R fV28Er b o BREE AR
Esa(nf

(B) &R ERL RV aEte i AT PR A2 ET - FlfE

(C) &R B2 RYI R L ATRE & 74 R/ IME AN 0 H 1 B R A

(D) &R ER2 RV R 2l E MR KA A R =

- PP A EHE R T R EEEE OSA 8 - 4% CPAP J&¥F % » M[EH R ?
(A) BSE TR

(B) lipid profile (3%

(C) adiponectin F1 leptin |~ [

(D) NFHER

- P EA HEEEAY R S EEEE OSA L » &8 CPAP J&¥# % » fa[E fIE ?
(A) SEKERITHIEE CPAP J&#R 1% » (UHPE( RS 2 2

(B) CPAP J&HRARE 22 AI4H mT DA i P E (s B Y bRz 5 %

(C) CPAP JEHRIIA(EHERGER ~ HFASHA S MEEC lipid profile (I

(D) CPAP ;&#R4H PN BigHE AT
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[Case]

A 37-year-old married Indian gentleman denied any underlying disease in the past. He was a never
smoker and worked as an engineer in Taiwan for 3 years. He complained productive cough with sputum
and progressive shortness of breath for about 2 months. He also lost body weight about 5kg without
fever or hemoptysis during this period. CXR revealed reticular nodular pattern and interstitial thickening,
and prominent hilar shadows over bilateral lung fields (Figure 1). Chest computed tomography (CT)
scan disclosed multiple nodular and centrilobular opacities in both lungs with peribronchial thickening
accompanied with some enlarged nodes in bilateral mediastinum (Figure 2).

The laboratory tests showed negative results for Aspergillus galactomannan antigen, sputum culture,
rheumatoid factor, ANA, cryptococcus antigen except LDH 198 U/L (140-271) and IgG-4 130.10 mg/dL
(3.92-86.40). He received VATS with lung biopsy for tissue proof.

Result Reference
ANA negative
Rheumatoid factor <10 IU/ml <14
C3 151.2 mg/dL 87-200
C4 58.9 mg/dL 18-52
1gG-4 130.10 mg/dL 3.92-86.40
LDH 198 U/L 140-271
Cryptococcus antigen negative
Aspergillus antigen Negative (0.10) <0.5
SARS-CoV-2 PCR Negative

[Question]

1. GHYZE Ryfml 2
(A) Sarcoidosis
(B) Pulmonary tuberculosis
(C) Pulmonary lymphoproliferative disease
(D) Hypersensitivity pneumonitis

(E) Lymphangitis carcinomatosis
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[Answer]

(A) Sarcoidosis

Operation:
Uniportal video-assisted thoracoscopic surgery with wedge resection of right lower lobe and right upper

lobe of lung.

Pathology report:

Chronic granulomatous inflammation with focal necrosis and marked giant cells
Histochemical stains: "B"

PAS: negative finding.

GMS: negative finding.

TB: negative finding.

Figure 3. Chronic granulomatous inflammation with focal necrosis and marked giant cells
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Figure 4. Negative staining of GMS, PAS, and AFS. No evidence of fungus or TB infection. TB PCR

(tissue) : negative

Treatment course:

He was diagnosed with sarcoidosis and received oral prednisolone treatment 30mg/day. No other organ
system was involved after detailed survey.

After prednisolone treatment for 29 days, CXR showed marked resolution of bilateral nodular opacities
and interstitial thickening also got improved. His symptoms of cough, dyspnea, and poor appetite got
significantly improved after treatment for one month. Body weight gained from 69kg to 72kg. We tapered

the dosage of steroid in the following 6 months. He did not use prednisolone after 6 months therapy.
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Figure 5. Significant resolution of bilateral nodular lesions and hilar lymphadenopathy. Series CXR from

start of treatment (A), 29 days (B), and 4 months after treatment (C).

Figure 6. Total resolution of nodular lesions and mediastinum lymphadenopathy after treatment
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2. {5 MANDALA GREGIVAE IR » 5 UIREIR AT ZE 1) AE e B B Sl e M e Y e 2
(A) 180 1 g of albuterol and 160 1 g of budesonide
(B) 180 (g of albuterol and 80 g of budesonide
(C) 180 g of albuterol
(D) =FEA%
EE(A)

3. SRl N BEAB(E ) SABA RIREZELRIIEN > NHIM& RIE ?
(A) RGN
(B) HERIES RAVIHE
(©) HINTMEEA LAz
(D) srbi PZEHA FEHITERR
L (B)

4. THIMEIZAIERE ?

(A) Consolidation/tumor ratio(CTR) A EEfSETfE T lung window FEEE 7 &7 A B LA/ N 5 A HEE g
R/NZEAE -

(B) H il £ FE /1N 4H Bl fifi %% (NSCLC)NCCN guideline( £ % 2022 4 55 = hi ) & £t %f peripheral
Tlabe, NO 23kt » SEFRFRRE ~ Filafio=( - HELAEEES] RO resection H[IH] -

(C) 7£ JCOGO0804 If7e4h S H - #52 K [EHLIR UIFR T 2 R Bl 2 A e VI BR il 2 IR E A 1 5
ZHFAER

(D) 7£ JCOGO0804 IHZEIEREF » &I 67% Ry » 67% kst - 2l 2 Rl - BiH
AIEAZ BB & -

%% (B)

5. B R AE IR /NG B Afi i (NSCLC)NCCN guideline (275 2022 4255 =i ) o - #1 ¥ sa fifi = V) fr
(sublobar resection) 7 ZH[ESE > T FI{a[ N IEHE ?
(A) HHEITIERTT (segmentectomy) (B> RHEEELIRUIFRTIT (wedge resection)
(B) Peripheral nodule <2 cm with pure adenocarcinoma in situ histology
(C) Peripheral nodule < 2 cm nodule has > 50% ground-glass appearance on CT

(D) Peripheral nodule <2 cm with radiologic surveillance confirms a long doubling time ( < 400 days)
EZ% (D)
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6. (%85 H AT SCREAE S | » FATZARAREY colistin FFEERATE I & (loading dose) Fyfa] ?
(A) 300 mg CBA (colistin base activity) (~9 million IU) infused over 0.5-1 hours °
(B) 200 mg CBA (~6 million IU) infused over 0.5—-1 hours °
(C) 100 mg CBA (~3 million IU) infused over 0.5—-1 hours °
(D) 50 mg CBA (~1.5 million IU) infused over 0.5—-1 hours °
EHZE(A)

7. & _FRE > BATTL loading dose B » A FETRIEH A\ BIINAESH 24 loading dose HYH & -
(A) NEMREDIRES%E loading dose & » {H/AMKE DhAE %% 48 maintenance dose Fi & -
(B) ZHMKEFTHEEFH#E loading dose 75| & - maintenance dose &5 %L °
(C) loading dose Ei maintenance dose EFZE{KE AL TR = -
(D) loading dose il maintenance dose E5RNZE{KRE I HELHI = -
EEA)
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