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the spinal cord, and/or surrounding bone.2 They can be
present as single or multiple lesions at various levels, and
their incidence is higher in females than in males.2,4
Computed tomography myelography and MRI are useful imaging tools for the diagnosis of TC. On computed
tomography myelography, the absence of early contrast
enhancement is a characteristic finding. MRI typically
demonstrates signal intensity characteristics consistent with
CSF-containing cysts. However, the final diagnosis is made
histopathologically, often during surgery.1,3
No standard treatment for TC has been established. Controversy surrounds the treatment of symptomatic lesions,
with a broad range of options from conservative medical
management to percutaneous cyst aspiration to open cyst
fenestration or excision. When a patient has neurological
deficits caused by spinal cord compression by a growing
tumor, surgery is mandatory.1---3
The literature contains very few case reports describing
thoracic TCs.1,2,5 The main entities considered in differential diagnosis are other cystic nerve root sheath tumors.
The presence of a solid component and contrast enhancement of the cyst suggest cystic schwannoma and cystic
neurofibroma as important considerations in differential
diagnosis.6
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Is probable usual interstitial
pneumonia pattern synonymous with
idiopathic pulmonary fibrosis?
In November 2017, Fleischner Society published a White
Paper proposing four new diagnostic categories of UIP based
on HRCT patterns.1 These HRCT patterns have been incorporated into the most recent clinical guidelines about diagnosis
of IPF.2
The Fleischner Society White Paper also proposed that a
typical or probable UIP pattern in HRCT provides a diagnosis of IPF in the appropriate clinical context and, in these
cases, lung biopsy is not necessary.1 However, the 2018
guidelines about IPF diagnosis suggest surgical lung biopsy
for patients who are clinically suspected of having IPF and
have an HRCT pattern of probable UIP.2 Neither of the papers
recommends transbronchial lung cryobiopsy (TBLC) for histological characterization.1,2
The aim of this study was to evaluate the histological
and multidisciplinary diagnosis in patients with probable UIP
pattern who underwent TBLC.
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We reviewed HRCT of all patients who underwent TBLC
between July 2014 and August 2017 at the Bronchoscopy
Unit of the Pulmonology Department of Vila Nova de
Gaia-Espinho Hospital Center. From a pool of 130 TBLC
patients we only included those with probable UIP pattern, according to the Fleischner Society White Paper.
Medical records, clinical and demographic data, histological and multidisciplinary diagnosis were retrospectively
reviewed.
As a result we included 34 patients with probable UIP
pattern, mostly male (n = 25; 73.5%), with a mean age of
67.7 ± 7.1 years old. Demographic data, smoking habits,
pulmonary function tests, environmental exposures and
autoantibodies profile are described in Table 1.
A bronchoalveolar lavage (BAL) was performed on all
patients and, from the 26 patients with history of environmental exposures, only 7 had lymphocytosis ≥30% on cellular
analysis of BAL fluid.
The histological and multidisciplinary diagnosis was
described in Table 2.
Surgical lung biopsy was performed on 3 patients who
had an inconclusive histological diagnosis. After surgical lung
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Table 1
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Patient characteristics.

Demographic data
Gender
Male [n (%)]
Age, years [mean (SD)]
Body mass index, kg/m2 [median (IQR)]

25 (73.5)
67.7 ± 7.1
28.7 [5.25]

Smoking habits
Smokers [n (%)]
Former smokers [n (%)]
Non-smokers [n (%)]

3 (8.8)
20 (58.8)
11 (32.4)

Pulmonary function tests
FVC % of predicted [mean (SD)]
DLCO % of predicted [mean (SD)]

91.9 ± 19.3
62.5 ± 15.5

Environmental exposures profile
Patients with positive exposures [n (%)]
Birds [n (%)]
Occupational [n (%)]
Moulds [n (%)]
Drugs [n (%)]

26 (76.5)
12 (35.3)
12 (35.3)
11 (32.4)
9 (26.5)

Autoantibodies profile
Patients with positive autoantibodies [n
(%)]
Anti-neutrophil cytoplasmic antibodies
(anti-ANCA) [n (%)]
Antinuclear antibodies (anti-ANA) [n (%)]
Rheumatoid factor (anti-FR) [n (%)]
Anti-threonyl-tRNA synthetase (anti-PL7)
[n (%)]

14 (41.2)
9 (26.5)
6 (17.6)
1 (2.9)
1 (2.9)

Subtitles: SD --- standard deviation; IQR --- interquartile range;
FVC --- forced vital capacity; DLCO --- diffusing capacity for carbon
monoxide.

biopsy the histological and multidisciplinary diagnosis was
HP (n = 1), IPAF (n = 1) and IPF (n = 1).
In our study, from a group of patients who had TBLC,
with probable UIP pattern in HRCT, a final multidisciplinary

Table 2

diagnosis of HP was reached for 38.2%, greater than the
percentage of IPF (17.6%).
Different studies in Europe report IPF as a more frequent
diagnosis than HP.3 There are no studies about HP prevalence in Portugal. The high percentage of HP in our study
may reflect the high prevalence of exposures with clinical
significance when a careful clinical history is carried out.
In our population, 76.5% of patients had at least one relevant exposure. We suggest that in Portugal we have more
clinically significant exposures, both occupational and recreational. In the past there was a strong Portuguese mining
industry; this industry is still present.4 In 2014, the principal
mineral commodities produced in Portugal included gypsum,
lithium, ornamental stone, salt, silver, talc, tungsten, zinc
and cooper. Nowadays, many jobs connected to agriculture
and industry involve exposure to materials like cork, silica,
and others, which may induce interstitial lung diseases (ILD).
In Portugal, there are also many bird owners, like pigeon
fanciers. The Portuguese Racing Pigeons Federation registered more than 18,000 pigeon fanciers, and an estimated
4.5 million racing pigeons.5 Therefore, if a careful clinical
history is taken it is common to identify at least one significant exposure. This can make the differential diagnosis
between IPF and HP even more difficult, and in some cases
the patients may be misdiagnosed.
The Fleischer Society White Paper and IPF guidelines
assumes surgical biopsy as gold standard for histological
diagnosis of IPF, but TBLC is increasingly used, with diagnostic yield that ranges 50.6%---100%,6 and lower mortality
due to adverse effects.6 In addition, TBLC may provide histological characterization in patients who would be refused
for surgical lung biopsy due to age, comorbidities or severity
of pulmonary disease.7
There are some limitations to our study: it is a retrospective study, with a small number of patients from a single
centre. This could limit the interpretation of the results.
In conclusion we want to highlight the fact that in our
sample of patients with probable UIP pattern, IPF diagnosis
only accounted for 17.6% of cases, about half the cases of
HP (38.2%). Our findings contrast with others from different

Histological and multidisciplinary diagnosis.

Histological diagnosis

n patients (%)

Multidisciplinary diagnosis

n patients

Inconclusive

8
(23.5)

HP
UIP

7 (20.6)
6 (17.6)

Probable UIP

5 (14.7)

Non-specific interstitial
pneumonia (NSIP)
SRIF
Siderosis

in
5 (14.7)
2 (5.8)
1 (2.9)

Unclassifiable idiopathic interstitial pneumonia
Hypersensitivity pneumonitis (HP)
Interstitial pneumonia with autoimmune features (IPAF)
Smoking-related interstitial fibrosis (SRIF)
Idiopathic pulmonary fibrosis
HP
HP
IPF
Antisynthetase syndrome
IPF
Unclassifiable idiopathic interstitial pneumonia
NSIP
Unclassifiable idiopathic interstitial pneumonia
SRIF
Siderosis

3
2
1
1
1
7
4
1
1
4
1
4
1
2
1
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populations and suggest that HP may be a very prevalent
ILD in Portugal. Population-based studies and registries are
urgently needed in order to properly understand the epidemiology of ILD in Portugal.
We also want to emphasize, that in patients with probable UIP pattern, 76.5% of patients had at least one exposure
identified, and it is often difficult to assess whether these
exposures are clinically relevant or not. Although TBLC is
not a gold standard in ILD evaluation, is a safe procedure
that provides histological characterization for patients who
would be refused surgical lung biopsy, so we think that TBLC
should be considered when approaching patients with probable UIP pattern.
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Obstructive sleep apnea in women:
Is it a different disease?
Dear Editor,
Obstructive sleep apnea (OSA) is a serious public health
disease because it has adverse physical, psychological and
socioeconomic consequences. Different studies have shown
that people with this pathology have an increased risk for
traffic accidents, hypertension, cardiovascular morbidity
and impaired health-related quality of life.1
Traditionally, OSA has been seen as a male disease.
However, gender influences its pathophysiology and clinical
presentation. According to Heinzer et al., the prevalence of
OSA is about 23.4% in women and 49.7% in men.2 Estimates
show that women have a higher incidence in the age group
above 65 years, increasing the prevalence after menopause,
while in men it occurs between 45 and 64 years of age.3 Community based studies have shown that the male to female
ratio is in the range of 2:1 to 4:1.3 Differences in symptoms between men and women, particularly the reluctance
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of women to acknowledge OSA symptoms, contribute to the
lower diagnosis in women.4
Hormones are implicated in some gender-related variations, with differences between men and women decreasing
as age increases.5 Research has also documented gender
differences in the structure and physiological behavior of
the upper airway, in craniofacial morphology, in the pattern of fat deposition and respiratory stability.6 In regard
to polysomnography parameters, women tend to have less
severe OSA, with a lower apnea-hypopnea index (AHI) and
shorter apneas.7 Episodes of upper airway resistance and
flow limitation that do not meet the criteria for apneas are
more common in women.
Therefore, the importance of OSA in women is increasingly being recognized, along with a number of significant
gender-related differences in the symptoms, diagnosis, consequences and treatment of OSA.
We here present a prospective analysis which included
all men and women with clinically suspected OSA, aged
30---50 years, diagnosed using conventional polysomnography (PSG) in our sleep unit throughout one year (2017). In

