
Effect of pirfenidone on cough in patients
with idiopathic pulmonary fibrosis

To the Editor:

Idiopathic pulmonary fibrosis (IPF) is a progressive, fatal lung disease. In patients with IPF, cough is one
of the most disabling symptoms and is an independent predictor of disease progression [1–3]. Cough in
IPF is often non-responsive to antitussive therapy [4], and studies on cough are scarce and have
unfortunately not yet resulted in effective treatments. Several observations suggest that pirfenidone, an
anti-fibrotic drug, might decrease cough [5, 6]. We aimed to measure objectively the effect of pirfenidone
on cough in patients with IPF and substantial cough. In addition, we assessed the effect of pirfenidone on
subjective cough and quality of life (QoL) measures.

This international, multicentre, prospective, observational study at four sites (The Netherlands, Italy,
France and UK) recruited patients between 2013 and 2016. Treatment-naïve IPF patients aged 40–85 years
with a forced vital capacity (FVC) ⩾50% and corrected transfer factor of the lung for carbon monoxide
(TLCOc) ⩾30%, in whom pirfenidone therapy was about to be initiated according to regular practice, who
had daily IPF-related cough for ⩾8 weeks with a cough score of ⩾40 mm on a 0–100 mm visual analogue
scale (VAS), were eligible for the present study.

Patients underwent baseline 24-h cough recording with the Leicester Cough Monitor (LCM) prior to
starting pirfenidone, and after 4 and 12 weeks of treatment. The LCM is a validated ambulatory cough
monitoring system [7]. Recordings were centrally analysed with automated cough software as previously
described [7]. On the days of cough recording, participants completed the Leicester Cough Questionnaire
(LCQ, a cough-specific health status questionnaire), the VAS cough severity, VAS urge-to-cough, King’s
Brief Interstitial Lung Disease health status questionnaire (K-BILD), the Hospital Anxiety and Depression
Scale (HADS) and the seven-item Generalised Anxiety Disorder screener (GAD-7) [8, 9].

Analyses were performed on the intention-to-treat population. Objective cough frequency data were log
transformed. To assess the effect of pirfenidone on cough over time we used a linear mixed model, which
accounts for missing data [10]. Sensitivity analyses were performed on the per protocol population with a
linear mixed model and paired t-tests. SPSS Statistics version 21.0 and R version 3.2.2 software packages
were used for statistical analysis. The study was approved by the ethics committees of all participating
centres (clinical trials.gov, NCT02009293). All patients provided written informed consent.

Of the 46 patients screened for the study, 43 patients were included. Reasons for exclusion were low TLCOc
and/or VAS scores. 38 patients completed 4 weeks of the study, and 31 completed 12 weeks. Reasons for
dropout included: cessation of pirfenidone because of adverse events (8), logistic reasons (2), change of
proton pomp inhibitor (1) and death (1). The age of the patients was 72±7 (mean±SD); most were men
(33, 77%) and former smokers (34, 79%). Baseline cough counts, questionnaire scores and pulmonary
function tests are shown in table 1.

After 12 weeks of pirfenidone treatment, objective 24-h cough decreased by 34% (95% CI −48% to
−15%) (table 1). An improvement in 24-h cough was observed in 20 out of 27 patients (74%). Sensitivity
analysis showed similar results (data available on request). Subjective cough measures showed consistent
improvements (table 1). No significant changes in disease-specific QoL and anxiety were found. Even at
the earlier time point of 4 weeks, a smaller, but significant effect on cough counts was observed, with a
14% reduction in 24-h cough frequency (95% CI −22% to −6%; p=0.002). At this time point,
improvements in cough were observed in 24 out of 35 patients (69%).
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In this observational study, pirfenidone treatment reduced objective 24-h cough counts and subjective
cough severity, and improved cough-related QoL in patients with IPF. The magnitude of these changes
was clinically meaningful to patients [9].

This study is the first to show a significant improvement in cough by a pharmacologic treatment, using
both objective and subjective measures in IPF patients. Pirfenidone’s anti-fibrotic effect was thought to be
enigmatic, but has recently been linked to the inhibition of GLI transcription factors [5, 11]. Whether this
inhibition relates to the antitussive effect of pirfenidone is unclear. In IPF, increased cough reflex
sensitivity is thought to be a key mechanism that causes cough [4]. Preliminary studies in guinea pigs
show that pirfenidone decreases cough reflex sensitivity [6]; however, its effect on cough reflex sensitivity
in patients with IPF is yet unknown.

Recently, mechanical tissue stretch was shown to activate TGF-β1 and contribute to the development of
pulmonary fibrosis [12]. LESLIE et al. [13] proposed that recurrent stretch injury, caused by pressure
changes during breathing, promotes fibrosis. Cough might be an additional source of mechanical stress,
and could theoretically contribute to a pro-fibrotic feedback loop. This hypothesis, if correct, might
explain why cough independently predicts disease progression [3]. More research is needed to investigate
the potential role of cough as a driver of disease progression in IPF, as this might have therapeutic
implications.

Only patients with a VAS cough score ⩾40 mm were included in our trial, likely accounting for the higher
cough frequencies we found, compared to those reported by KEY et al. [2] (median cough/h: 23 versus 9.4).
The pattern of higher daytime cough frequency was similar to that of other studies in IPF and chronic
cough [2]. Inhibition of cough by cortical pathways and higher thresholds of peripheral nerves at night, in
addition to less exposure to stimuli that induce cough, might account for this pattern.

Although the treatment of gastroesophageal reflux disease (GERD) reportedly does not affect cough, the
current study required patients with GERD to be on a proton pump inhibitor and remain on a stable dose
[14]. We found no significant changes in K-BILD scores, which is likely due to the fact that the K-BILD
assesses general QoL issues related to IPF and not specific symptoms. Depression scores, but not anxiety,
increased after 12 weeks of treatment; however, the score remained below the cut-off of eight indicating
signs of depression. Therefore, the clinical relevance of this finding remains unclear.

Studies evaluating antitussive treatment in IPF are scarce. HORTON et al. [15] found that thalidomide
improved cough-specific QoL in IPF patients, although no objective cough measurements were assessed.

TABLE 1 Effect of 12 weeks of pirfenidone treatment on objective and subjective cough and
health status measures, analysed with a linear mixed model

Baseline At 12 weeks Change# (95% CI) p-value#

Subjects n 43 31
24-h cough 520 (91 to 3394) 392 (75 to 1746) −34% (−48 to −15%) 0.002
Coughs per hour 23 (4 to 141) 17 (3 to 73) −35% (−49 to −17%) <0.001
Daytime 28 (5 to 171) 20 (4 to 121) −33% (−47 to −14%) 0.003
Night-time 7.2 (0.7 to 101) 3.3 (0 to 54) −34% (−54 to −5%) 0.029

LCQ 12±4 15±4 2.0 (1.0 to 3.0)¶ <0.001
VAS cough 67±15 47±27 −19 (−28 to −10) <0.0001
VAS urge-to-cough 68±16 49±25 −18 (−26 to −10) <0.0001
K-BILD total 50±22 55±23 3.4 (−2.3 to 9.1) 0.245
HADS anxiety 8.5±4 8.5±4 0.7 (−0.6 to 1.9) 0.291
HADS depression 4.7±3 6.0±3 1.6 (0.5 to 2.6) 0.004
GAD-7 5.8±6 5.9±6 0.7 (−0.9 to 2.3) 0.396
FVC % pred 78±15 79±17
TLCOc % pred 51±13 51±16

Data are presented as median (range) or mean±SD, unless otherwise stated. For the Leicester Cough
Questionnaire (LCQ) and the King’s Brief Interstitial Lung Disease health status questionnaire (K-BILD), a
higher score indicated better disease-specific quality of life/cough-related quality of life. For all other
variables, a higher score indicated worse cough frequency/(urge-to-)cough/anxiety/depression. VAS: visual
analogue scale; HADS: Hospital Anxiety and Depression Scale; GAD-7: Generalised Anxiety Disorder
seven-item scale; FVC: forced vital capacity; % pred: % predicted; TLCOc: corrected transfer factor of the
lung for carbon monoxide. #: analysed using a linear mixed model, change in %, points or mm; ¶: minimal
clinical important difference for chronic cough is 1.3.
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Furthermore, thalidomide is known to have a toxic side-effect profile. In six IPF patients in an
uncontrolled study, high dose oral corticosteroids improved cough, but not cough-related QoL [4].
Moreover, immunosuppression has been associated with deleterious effects in IPF. To date, no studies have
assessed the effect of the anti-fibrotic drug nintedanib on cough. Our study results might imply that
pirfenidone is preferable for treatment of IPF patients with cough; however, it would be valuable to
compare the effects of nintedanib and pirfenidone on cough.

Our study has some limitations. As the study was not controlled, the impact of a placebo is not known.
When this study was designed, pirfenidone had been just recently made available. This created high
expectations, and therefore patients, physicians and the ethics committee considered it unethical at the
time to deny patients pirfenidone treatment for 12 weeks, a decision that might be viewed differently
nowadays. The only placebo-controlled pharmacologic study in IPF that used objective cough as an
outcome, showed no placebo effect [16]. We therefore believe that the outcomes of our study are not
significantly influenced by a placebo effect, which is further supported by the already significant, though
smaller effect on cough after 4 weeks of treatment. Furthermore, we included IPF patients with a VAS
score of ⩾40 mm. Therefore, we do not know the effect of pirfenidone on IPF patients with mild cough.
Lastly, our study had a short follow-up period. The long-term effect of pirfenidone on cough in patients
with IPF is therefore unknown; however, our results suggest that the effect of treatment on IPF cough
could be explored in 12-week trials.

In conclusion, in patients with IPF, pirfenidone treatment significantly reduces objective 24-h cough
counts by 34%, and improves subjective measures of cough. These results are clinically meaningful to
patients. More research is warranted into the mechanisms and management of cough in IPF and other
fibrotic diseases.
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