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Abstract 

Background: Interstitial lung diseases (ILD) refers to a group of unrelated diseases with both 

known and unknown causative agents. Interstitial lung disease patients frequently experience delays 

in diagnosis. 

Objective: The aim of the current study was to determine the diagnostic delay and misdiagnosis in 

interstitial lung disease. 

Methodology: The current cross sectional study was carried out at the Department of medicine, 

Bolan medical college/ Bolan medical complex hospital Quetta from July 2023 to December 2023 

after taking permission from the ethical committee of the institute. The sample size was determined 

by the formula (𝑧1 − 𝛿 22p (1-p)/d2). Only verified incidents of ILD were included. SPSS version 

24 was employed for the statistical analysis.  

Results: A total of 74 individuals participated in this study out of which 56(75.6%) were female 

and 18 (24.3%) were male. Majority of patients were in the age group from 50 to 65 years old. 

lower socio-economic group had primary identification of asthma 30(40.5%) and 30(40.5%) 

participants were on Anti-tuberculosis treatment. The diagnosis was delayed by a mean of (18.43 ± 

11.232). Males experienced a greater delay in diagnosis than females did. Maximum delay in the 

diagnosis was noted in the individual’s age 50 to 65 years old.  

Conclusion: It was concluded that interstitial lung disease individuals are diagnosed after a 

significant delay and provide significant diagnostic challenges for basic and secondary care. 
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Introduction  

Interstitial lung diseases (ILD) refers to a group of unrelated diseases with both known and 

unknown causative agents. Typically, there is diagnostic and treatment problem for attending 

physicians. Many healthcare professionals believe that because prognoses and treatment responses 
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are almost always poor, early, targeted diagnosis and prompt care are useless. This misconception 

causes lots of people to have delays in diagnosis and referrals to experts for appropriate care. The 

lack of an optimal therapy and etiology for it discourages both doctors and patients.1 The diagnosis 

is challenging and frequently requires input from consultants in a variety of specialties, such as 

radiography and pulmonology  in developing countries, access to these consultative views may be 

problematic.2-3 ILD encompasses around 150 distinct categories of lung parenchymal diseases, all of 

which are distinguished by cellular alterations, fibrosis, and inflammation of the lung parenchyma.4-

5 The clinical manifestations of these illnesses include a decline in lung function test scores and 

gradually increasing dyspnea, which is particularly noticeable after exercise. In more advanced 

phases, both of these issues contribute to the limits of regular physical exercise.6 Advice on 

avoiding exposure, using extra oxygen, using corticosteroids and antifibrotic medications, getting 

rehabilitated, and having better access to extremely cutting-edge therapy alternatives like lung 

transplantation are among the available treatment choices.7  older age can cause individuals to 

attribute their perceived shortness of breath to deconditioning, leading to a delay in diagnosis.8-10 

The absence of specificity in symptoms contributes to an early underreporting of cases.11 One of the 

most important factors in limiting disease is early detection and the implementation of anti-fibrotic 

medicines to reduce the progression of the condition.12 The time interval that typically elapses 

between the onset of dyspnea and the final identification of Idiopathic Pulmonary Fibrosis (IPF) is 

slightly more than two years. A person is at greater risk to pass away from ILD problems the longer 

their diagnosis is delayed.13  Errors in diagnosis are an a long-standing yet significant issue in the 

medical sector. Despite the fact that modern medicine has advanced significantly from many angles, 

incorrect diagnosis are still a possibility at any point we deal with complicated medical cases since a 

variety of non-medical and medical elements might cause an error to occur.14  Enhancing diagnostic 

techniques, increasing patient access to specialized diagnostic centers in ILD, streamlining the 

process of referring individuals to specialists, and encouraging patients to see their doctor as soon as 

symptoms arise are all ways that medical education can help patients achieve these goals.15ILD 

literature is quite limited. The aim of this research was to investigate the average duration of ILD 

diagnosis delay and the demographic factors contributing to the delay among individuals. 
 

Methodology 

The current cross sectional study was carried out at the Department of medicine, Bolan medical 

college/ Bolan medical complex hospital Quetta from July 2023 to December 2023 after taking 

permission from the ethical committee of the institute. The sample size was determined by the 

formula (𝑧1 − 𝛿 22p (1-p)/d2) Where Z 1-α/22 means standard normal variate (at five percent type 1 

error (p < 0.05) which is 1.96. 1.96 is used in the calculation because, as in other research, p-values 

are regarded as significant below 0.05. p means predicted percentage of the population based on 

pilot or previous research = 0.23114 and d = Absolute error or precision = 0.09. Individuals with 

other pulmonary conditions that resembled ILD, such as post-infectious fibrosis, cancer, and 

vacuities, were eliminated. Only verified incidents of ILD were included. The following details 

were noted: names of possible diagnoses, number of visits to the diagnostic center, number of 

investigations conducted prior to a definitive diagnosis, and status of antituberculous treatment 

(ATT). 

 

Data analysis 

 Software, SPSS version 24 was employed to conduct the statistical analysis. The same 

demographic factors were used to compute the mean delay in months. Additionally, the standard 

deviation was computed. 

 

Results  

A total of 74 individuals participated in this study out of which 56(75.6%) were female and 18 

(24.3%) were male. Majority of patients were in the age group from 50 t0 65 years old 30(40.5%), 

followed by age group above 65 years old 26(35.1%) and   below 50 years 18(24.3%) respectively 
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as shown in figure 1. Rural inhabitants were widely recognized 40(54.05%). literacy level was low, 

lower socio-economic group had primary identification of asthma 30(40.5%) and 30(40.5%) took 

Anti-tuberculosis treatment as described in table 1. 

The diagnosis was delayed by a mean of (18.43 ± 11.232) 2-36 months. Males experienced a 

greater delay in diagnosis (22.50 ±13.11 than females did.   Maximum delay in the diagnosis was 

noted in the individual’s age 50 to 65 years old (22.51 ±11.58). The study revealed that those with 

lower levels of schooling and those living in rural regions experienced longer delays, with 

respective values of 22.64 ± 10.66 and 19.21 ± 11.34 months. The mean for those in the lowest 

socioeconomic category was 21.61, with a standard deviation of 10.492 as described in table 2. 

 

 

 

 
 

 Table 1.Distribution of demographic features ‘of the study population N= 74 

 

Variable  N (%) 

Sex  

Female  56(75.6%) 

Male  18(24.3%) 

Age in years  

Below 50 18(24.3%) 

50 to 65 30(40.5%) 

Above 65 26(35.1%) 

Residence  

Urban  34(45.9%) 

Rural  40(54.05%) 

Literacy  

Illiterate 46(62.1%) 

Primary  16(21.6%) 

Secondary   6(8.1%) 

Higher secondary  6(8.1) 

Economic and social status 

Lower  class 38(51.3%) 

Middle class 28(37.8%) 

Upper class  8(10%) 

Initial assessment 

Asthma 30(40.5%) 

COPD 16(21.62%) 

24.30%

40.50%

35.10%

BELOW 50 YEARS 50 -65 YEARS ABOVE 65 YEARS

Figure 1. Age wise distribution of the study population
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Left Heart Failure 10(13.5%) 

Pulmonary Tuberculosis 10(13.5%) 

More than one Diagnosis 8(10%) 

Anti-tuberculosis treatment  

Yes 30(40.5%) 

No  44(59.4%) 
 

Table .2  The average month delay based on several criteria. 

Variable  N  Minimum  Maximum  Mean  Standard Deviation 

Sex  

Female  56 3 37 17.52 13.11 

Male  18 4 37 22.50 10.574 

Age in years  

Below 50 18 2 25 9.75 8.985 

50 to 65 30 7 37 22.51 11.58 

Above 65 26 7 37 19.38 9.343 

Residence  

Urban  34 3 37 17.50 11.345 

Rural  40 5 37 19.21 11.205 

Literacy  

Illiterate 46 7 37 22.64 10.660 

Primary  16 5 25 12.14 6.620 

Secondary   6 3 25 10.67 10.367 

Higher secondary  6 2 25 10.00 10.881 

Economic and social status 

Lower  class 38 37 37 21.61 10.492 

Middle class 28 27 37 17.0 11.056 

Upper class  8 8 25 8.75 9.483 

 

Discussion  

Interstitial lung disease individuals frequently experience delays in diagnosis. A significant portion 

of patients in primary care encounter a delay in diagnosis. In this study we explored the diagnostic 

delay and misdiagnosis in interstitial lung disease According to our statistics, the diagnostic delay in 

our setup was almost 2-36 months. It could indicate that lacks of quality medical facilities. These 

findings are with contrast with the study conducted by Mujeeb Rahman and Samariaall, they 

documented that 52 percent of the participants experienced an average one-year diagnosis delay.16 

But the research conducted in the United States by Pritchard et al. revealed comparable results.17 

According to Cosgrove et al., bronchial asthma was the most often misdiagnosed disease when it 

came to interstitial lung diseases.9 In cases of misdiagnosis, our research also revealed that 

bronchial asthma was (40.5%) the most often given diagnosis. In addition to this, individuals were 

also given inhaled medicine, according to a research by Hoyer et al.18 It is critical to diagnose 

interstitial lung diseases   as soon as possible so that the illness may be appropriately controlled and 

treated. The disease's co-morbidities and deadly complications should be the main emphasis. 

Respiratory therapists use methods such as 99mTc-MIBI Lung Scintigraphy to track the 

development of interstitial lung diseases and assess the degree of parenchymal involvement 

worldwide.19 similarly, if proper diagnosis and therapy are not received promptly, the problems of 

interstitial lung disease will also increase.  Numerous smoking-related diffuse parenchymal lung 

illnesses, such as desquamative interstitial pneumonia, pulmonary Langerhans-cell histiocytosis and 

respiratory bronchiolitis-associated interstitial lung disease were reported by Hagmeyer and 

Randerath.20 Additionally, smoking increases the risk of developing several other ILD, such as 

diffuse alveolar haemorrhage in Goodpasture syndrome, pulmonary alveolar proteinosis, acute 

eosinophilic pneumonia, rheumatoid arthritis-associated interstitial lung disease, and combined 

pulmonary fibrosis and emphysema.21 If our settings lack a CT scan, bronchoscopy, open lung 

biopsy, and a skilled histopathologist, we may find it difficult to distinguish between the different 

causes of ILD. 
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Conclusion  

It was concluded that interstitial lung disease individuals are diagnosed after a significant delay and 

provide significant diagnostic challenges for basic and secondary care.  
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