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Abstract

Background Cough remains a persistent symptom in patients with idiopathic pulmonary fibrosis (IPF) and other
interstitial lung diseases (ILDs). To inform future research, treatment and care models, we conducted the first
systematic synthesis of evidence on its associated burden.

Methods A literature search was performed for articles published between January 2010 and October 2023 using
databases including Embase, MEDLINE and the Cochrane Library. Studies in patients with IPF and other ILDs reporting
cough-related measures were eligible for inclusion. Included studies were categorised based on the types of ILD they
examined and their design. Study details, patient characteristics and outcomes were extracted, and the risk of bias
was assessed. A narrative synthesis approach was employed to interpret the findings.

Results Sixty-one studies were included: 33 in IPF, 18 in mixed-ILDs, six in connective tissue disease-associated-

ILDs and four in sarcoidosis. Across the studies, a range of tools to assess cough and its impact were used. The most
frequently used measures of cough were cough severity visual analogue scale (VAS) and objective cough counts,
whereas the most frequently used health-related quality of life (HRQoL)/impact measures were the St. George’s
Respiratory Questionnaire (SGRQ) and Leicester Cough Questionnaire (LCQ). In IPF, studies consistently reported
correlations between various cough and HRQoL measures, including between cough VAS scores and objective cough
counts, LCQ scores and SGRQ scores. Similar correlations were observed in studies in other ILDs, but data were more
limited. Qualitative studies in both IPF and other ILDs consistently highlighted the significant cough-related burden
experienced by patients, including disruption of daily activities, fatigue and social embarrassment. Although there
were no studies specifically investigating the economic burden of cough, one study in patients with fibrotic ILD found
cough severity was associated with workplace productivity loss.

Conclusions Our study underscores the heterogeneity in assessing cough and its impact in IPF and other ILDs. The
findings confirm the negative impact of cough on HRQoL in IPF and suggest a comparable impact in other ILDs. Our
synthesis highlights the need for standardised assessment tools, along with dedicated studies, particularly in non-IPF
ILDs and on the economic burden of cough.
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Introduction

Interstitial lung disease (ILD) encompasses a heterog-
enous group of respiratory conditions characterised by
inflammation and/or fibrosis of the lung parenchyma [1,
2]. Idiopathic pulmonary fibrosis (IPF), the most com-
mon and well-studied type of ILD, is associated with
progressive lung function decline and poor prognosis
[3]. Several other types of ILD, including hypersensitiv-
ity pneumonitis (HP), sarcoidosis and connective tissue
disease-associated ILD (CTD-ILD) such as systemic scle-
rosis associated-ILD (SSc-ILD) and rheumatoid arthritis-
associated ILD (RA-ILD), carry a risk of developing a
similar progressive phenotype, referred to as ‘progressive
pulmonary fibrosis’ or ‘progressive-fibrosing ILD’ (PPF/
PE-ILD) [2, 4].

Among patients with ILD, cough is a prevalent symp-
tom and can sometimes manifest as the initial sign of the
disease [5-7]. Cough tends to persist over time in ILD
populations, with chronic cough reported in 50—90% of
patients with IPF [8, 9]. The pathophysiology of cough in
ILD is considered multifactorial, involving mechanisms
such as mechanical distortion, heightened cough sensi-
tivity reflex, increased mucus production, the presence
of inflammatory mediators and the influence of comor-
bidities such as gastroesophageal reflux disease, asthma,
non-asthmatic eosinophilic bronchitis and obstructive
sleep apnoea [6, 10—14]. It has been suggested that cough
may contribute to a profibrotic feedback loop that drives
disease progression in ILD [6, 9]. While there is some
evidence that cough is an independent predictor of prog-
nosis in IPF [15], findings have been mixed [16].

Although advances have been made in the treat-
ment of IPF and other ILDs [17, 18], the lack of specific
treatments for cough remains a significant concern for
patients, with up to one-third of patients with ILD rank-
ing cough as their worst symptom [7]. To inform future
treatment and care models, it is vital to understand the
breadth and magnitude of the burden of cough in these
populations.

While the wide-ranging and multifaceted impact of
cough has been explored in various populations [19-22],
there has been no previous systematic synthesis of litera-
ture focussed on the impact in IPF and other ILDs. The
objective of this review is therefore to bridge this knowl-
edge gap by providing the first systematic evidence syn-
thesis of the full spectrum of humanistic and economic
impact related to cough in IPF and other ILDs. Through
this synthesis, we aim to shed light on the multidimen-
sional impact of cough, identify any gaps in existing

literature, discuss considerations for future research
and ultimately help pave the way for the development of
effective treatment and support strategies for cough in
IPF/ILD.

Methods

Search strategy

The protocol for this systematic review was prospec-
tively registered with PROSPERO (CRD42022369379).
Search strategies were developed following the guidance
provided by the Centre for Reviews and Dissemination
(CRD) and the Cochrane Handbook. Electronic data-
bases, including Embase (OVID), MEDLINE (OVID),
PubMed, Europe PMC, Cochrane Database of Sys-
tematic Reviews (CDSR), Cochrane Central Register
of Controlled Trials (CENTRAL) and NHS Economic
Evaluation Database (NHS EED), were initially searched
on 31 August 2022, to identify studies on the burden of
cough in IPF and other ILDs. Update searches were con-
ducted on 3—4 October 2023.

Searches included combinations of relevant indexing
and free-text terms. Terms were adapted to meet the syn-
tax requirements of each database, and Boolean opera-
tors were employed to combine concepts effectively.
Searches were limited to articles published between
January 2010 and October 2023. The full search strategy,
including the search terms and syntax used for each data-
base, is provided in the Supplementary Methods within
Additional file 1.

Database searches were supplemented with hand
searching and berry-picking techniques, including free-
text searches using Google Scholar, and a review of the
reference lists of included studies.

Study selection

Studies in patients with IPF and other ILDs reporting
cough characteristics and relevant humanistic or eco-
nomic outcomes were eligible for inclusion. Non-human
studies, case studies (based on study design), letters,
editorials, commentaries and studies that did not report
relevant outcomes were excluded. Two independent
reviewers used Rayyan software to screen the retrieved
articles based on the predefined inclusion and exclusion
criteria shown in Table 1. Initially, titles and abstracts
were reviewed within the software to assess their eligibil-
ity for inclusion. Subsequently, the full texts of potentially
eligible articles were assessed for final inclusion. Discrep-
ancies between reviewers were resolved through discus-
sion with a third reviewer until consensus was reached.
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Table 1 Inclusion/exclusion criteria

Inclusion criteria

Studies in patients with IPF and other ILDs:
ILDs including idiopathic conditions (IPF and non-IPF idiopathic
interstitial pneumonias), autoimmune-related ILDs, exposure related
conditions, chronic sarcoidosis, hypersensitivity pneumonitis and coal
workers’ pneumoconiosis

Studies reporting relevant cough-related outcomes:
Humanistic burden of cough - patient reported through use of
health-related quality of life instruments or qualitative assessment
(focus group/interview series), caregiver health, and caregiver quality
of life
Economic burden of cough — healthcare resource use, direct and
indirect costs, productivity losses
RCTs with relevant cough-related baseline measurements

Observational studies including cohort and population-based studies
reporting relevant cough-related measures

Exclusion criteria

Patients without interstitial lung disease or without cough symptoms
In vitro studies

Studies that do not report relevant outcomes

Studies published prior to 2010

Non-English full-text articles

Non-human studies

Not containing original data

Case reports and case series

Conference abstracts

Editorials, commentaries, and letters

ILD:interstitial lung disease; IPF: idiopathic pulmonary fibrosis; RCT: randomised
controlled trial

For articles reviewed in full, reasons for exclusion were
recorded.

Data extraction and synthesis
For included articles, data extraction was performed by
a primary reviewer using a standardised data-extraction
template. The extracted data included article details,
study design, participant demographics, cough char-
acteristics, intervention details, control/comparison
groups, outcome measures and relevant findings. A nar-
rative synthesis approach was employed to summarise
and interpret the findings from the included studies. This
involved the use of text and tables to provide a compre-
hensive summary of the data and identify key trends.
Included studies were stratified by the types of ILD
they examined and their design. Additionally, to allow for
an analysis of heterogeneity and comparison of outcomes
across different study designs and populations, studies
were also grouped by whether chronic cough was speci-
fied, the prevalence of cough and whether cough was the
major focus of the study:

+ Chronic cough: Studies in patients with chronic
cough (definition not standard across studies).
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+ Majority cough population: Studies where the
majority of patients reported cough (not further
specified).

+ Minority cough population: Studies where <50% of
patients reported cough (not further specified) or the
prevalence of cough was not reported.

« Broader includes: Studies where the prevalence
of cough was not reported and cough was not the
focus, but cough outcome measures were collected.

The risk of bias was assessed by two independent review-
ers using design-specific appraisal tools. These included
the appraisal tool for cross-sectional studies (AXIS) [23],
the Cochrane risk-of-bias tool 2 for randomised con-
trolled trials (RCTs) [24], the Critical Appraisal Skills
Programme for qualitative studies [25] and the consen-
sus-based standards for the selection of health measure-
ment instruments for studies validating patient-reported
outcomes [26].

Results

The searches yielded 7,439 articles, with 7,364 identified
through electronic database searches and 75 through
free-text and hand-searching. After screening, 261
unique articles remained and were subject to full-text
assessment, with 65 eligible articles, based on 61 unique
studies, ultimately included in the synthesis. The study
selection process is illustrated in Fig. 1.

Among the unique studies, there were 33 focussed on
patients with IPF, 18 on patients with mixed ILDs (vari-
ous types of ILD, including CTD-ILDs in some cases), six
on patients with CTD-ILD, and four on patients with sar-
coidosis. The number of unique studies by disease group
and study design is illustrated in Fig. 2. For each disease
group, a comprehensive overview of the study designs,
patient characteristics and outcomes for the included
studies is available in the Supplementary Results within
Additional file 2. Key findings are summarised in the sub-
sections below.

Based on design-specific appraisal tools, 29 studies
were rated as having a low risk of bias and 28 as having
a medium risk. Four studies were not assessed for bias
due to the lack of suitable tools to assess their design. An
overview of the bias assessment for each study is pro-
vided in the Supplementary Results within Additional file
2.

While treatment effects are not the focus of this review
and we do not discuss impact of treatments on cough
outcomes, a proportion of the studies were investigat-
ing pharmacological interventions including antibiotics,
antifibrotics, corticosteroids, opioids, anti-acid medica-
tion, immunosuppressants, neuromodulators, sodium
cromoglycate and thalidomide.
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Fig. 1 Flow of articles through the different phases of the systematic synthesis

Studies in IPF

IPF: study characteristics and measures

Among the 33 studies in patients with IPF, there were
nine interventional trials [27-35], 15 observational
studies [8, 36—49], two validation studies [50, 51], three
mixed-methods studies [52-54] and four qualitative
studies [55-58]. An overview of the quantitative and
mixed-methods studies is provided in Table 2.

Eight of the studies were classed as chronic cough stud-
ies, comprising seven trials [27-33] and one observa-
tional study [36]. These studies used various definitions
for chronic cough, including history of cough (with or
without exertional dyspnoea) [28], self-reported chronic
cough [30] and cough for >8 weeks [27, 29, 30, 59]. Some
of the trials required further criteria, such as stable cough
frequency for >4 weeks [30], cough affecting daily life
or quality of life [29, 33, 59], refractory cough [27, 33],
24-hour cough count of >10/15 coughs per/hour [27,

31], and/or visual analogue scale (VAS) for cough sever-
ity>40 mm [27, 30, 31].

Across the studies in IPF, a wide range of cough,
health-related quality of life (HRQoL) and other impact
measures were used (Table 2). The most frequently used
cough measures were cough severity VAS (N studies=11
[27, 30, 31, 33, 34, 37-40, 45, 59]; N patients =1543;
reported as mean score range 30.5-73.7, reported as
median score range 32—40.3; possible score range 0—-100
[no cough—worst cough]) and objective cough counts
(N studies=5 [27, 28, 30, 31, 40]; N patients = 186; mean
count/hr range 8.9-48.0). Apart from one observational
study in a majority cough population [40], the only stud-
ies that used objective cough counts were interventional
trials in patients with chronic cough. Outside of inter-
ventional trials, cough was often assessed using cough
items or domain scores from other HRQoL or impact
measures. The St. George’s Respiratory Questionnaire
(SGRQ) was the most frequently used HRQoL measure
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Fig. 2 Overview of included studies by disease group and study design*
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CTD-ILD PS

Qualitative W Validation study

W Non randomised trial

*Totals were calculated based on the number of unique studies rather than articles. For IPF, two articles were based on the same trial (NCT00600028),
counted as a single trial and two articles were derived from the same cohort/registry study (PROOF), counted as one observational study. Similarly, for
CTD-ILD, three articles were based on the same trial, counted as a single trial (NCT00883129).

CTD-ILD, connective tissue disease-associated ILD; ILD, interstitial lung disease; IPF, idiopathic pulmonary fibrosis; PS, pulmonary sarcoidosis; RCT, ran-

domised controlled trial

(N studies =14 [32, 33, 35, 37, 39, 42, 44-48, 51, 52, 59],
N patients = 3988; mean score range 29.09-57.4; possible
score range 0—100 [lower—greater impact on HRQoL]),
followed by the Leicester Cough Questionnaire (LCQ;
N studies=14 [8, 27, 28, 31-36, 38, 40, 42-44], N
patients = 1532; reported as mean score range 11.0-16.16,
reported as median score range 14.8—18.2; possible score
range 3.0-21.0 [lower scores indicate worse cough spe-
cific quality of life]).

IPF: comparisons with other populations

Six studies compared cough severity, HRQoL and/or
other impact measures in patients with IPF with other
populations ( [27, 36, 38, 40, 48, 54], Table 2; Fig. 3). A
trial investigating the use of PA101 (sodium cromogli-
cate) found that patients with IPF and chronic cough had
a higher baseline objective cough frequency than patients
with chronic idiopathic cough (CIC), but better VAS
and LCQ scores [27]. PA101 reduced objective daytime
cough counts in patients with IPF but not in patients
with CIC, indicating a potentially different mechanism of
cough [27]. However, an observational study comparing
patients with IPF and chronic cough and patients with
CIC found no between-group differences in LCQ scores
or other features of cough, including cough responses to
paint or fumes, cough-related sleep disturbance or self-
reported cough frequency [36]. An observational study
in a majority-cough population similarly found that

objective cough rates in patients with IPF were compa-
rable with other patients with chronic cough and higher
than previously published rates in healthy controls and
patients with asthma [40]. Based on worse VAS, LCQ
and/or Cough and Sputum Assessment Questionnaire
(CASA-Q) scores, other studies found that patients with
IPF had more severe cough compared with healthy vol-
unteers, patients with combined pulmonary fibrosis and
emphysema, and previously published values in patients
with COPD and chronic bronchitis [38, 48, 54].

IPF: association of cough with impact/HRQoL and economic
measures

Nine studies investigated concurrent/baseline asso-
ciations between cough, HRQoL and/or other impact
measures in patients with IPF, with all of these report-
ing at least one association ( [27, 33, 37, 38, 40-42, 53,
59], Table 2). These included two interventional trials
in patients with IPF and chronic cough where cough
severity VAS was correlated with Cough Quality of Life
Questionnaire (CQLQ) (N patients=23, R=0.63), LCQ
(N patients=20, R range = -0.42) or SGRQ scores (N
patients =20, R=0.42) [33, 59]. While one trial found
an association between cough severity VAS and objec-
tive cough counts (N patients=24, R=0.683), another
found no association between cough severity VAS and
objective polygraphy-derived indices of cough [27, 33].
In observational studies in majority cough populations,
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Author, year Population: N Cough HRQol tool
A .
Birring 2017 IPF: 24 e VAS
CIc: 27 _ a1
Jones 2011 IPF: 27 °
Healthy control: 30  &—
0 20 40 60 80 100
Score (0-100; lower score indicates less cough)
Lca
Birring 2017 IFE: 24 —_—
CIC: 27 —_——————
Saari 2023 IPF with chronic cough: 46 — i
IPF without chronic cough: 22 —e—i
CIC: 184 ——y
Jones 2011 IPF: 27 —_————
Healthy control: 30 &
0 S 10 15 20 25
Score (3-21; lower score indicates greater impact)
) CASA-Q
Kim 2022 IPF: 815 °
CPFE: 119 _——ri
A Mean (+SD) 0 20 40 60 80 100
° Median (IQR) Score (0-100; lower score indicates greater impact)
Author, year Population: N Cough HRQol tool
VAS
Sato 2019 1IPs: 70
CTD-ILD : 49 °
CHP: 10 I —
Yates 2018 IPF: 30
Non-IPF: 67
Veit 2023 IPF: 13
Non-IPF ILD: 22
*Data from Judson et al. 2017
ludson 2017* Pulmonary sarcoidosis: 287 obtained from communication
with corresponding author (Prof.
Non-pulmonary sarcoidosis: 54 Marc A. Judson, MD) due to an
error in publication
0 10 20 30 40 50 60 70 80
Score (0-100; lower score indicates less cough)
Yuan 2020 I1Ps: 139 —— Lca
CTD-ILD: 30 _
Sato 2019 IPs: 70 °
CTD-ILD: 49 ———
CHP: 10 —e—i
Topcu 2021 ** RA-ILD: 14 ® IQR=5.1
CTD-ILD: 25 elQR=37 ** Quartiles not available for Topcu 2021
A Mean (+5D) 0 5 10 15 20 25
e Median (IQR) Score (3-21; lower score indicates greater impact)

Fig. 3 Overview of studies assessing cough severity and/or HRQoL measures in (a) IPF and (b) ILD in comparison with other populations
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cough severity VAS was similarly associated with LCQ
scores (N patients =27, Rho = - 0.72) and objective cough
counts (N patients = 19, R =0.80) and found to be an inde-
pendent predictor of SGRQ scores (N patients=516,
p=0.20) [37, 38, 40]. Correlations were also found
between ER-S cough domain scores and EuroQol EQ-5D
indices of pain/discomfort and anxiety/depression (N
patients =168, R range=0.23-0.26) and between LCQ
scores and Beck’s Depression Inventory (BDI) scores (N
patients =98, R = - 0.57) [42, 53].

Three studies reported longitudinal associations
between cough, HRQoL and/or other impact measures:
the trial of PA101 in patients with IPF and chronic cough,
which found associations between change in cough
severity VAS and change in daytime cough frequency
(N patients =23, R=0.415) [27]; a post hoc trial analysis
that found correlations between change in CASA-Q and
SGRQ domain scores (N patients=1061, R range = —0.29
to —0.45) [51]; and an observational study in the ‘broader
includes’ category which found no association between
change in LCQ scores and physical activity decline over
12 months (N patients = 54) [44].

IPF: economic burden of cough

No studies on the economic burden of cough in IPF were
identified.

IPF: experiences of cough

Four qualitative studies in IPF used focus groups or inter-
views to gain patient and/or caregiver perspectives on
symptoms and their burden [55-58]. Across these four
studies (N patients=83), cough emerged as one of the
most troubling symptoms, with wide-ranging impact.
Patients described relentless coughing throughout the
day, leading to feelings of ‘exhaustion’ [56—58]. Although
some patients felt that oxygen therapy helped alleviate
their cough, coughing was described as ‘incredibly both-
ersome’ during the morning and evening, often occurred
during exertion, and caused sleep disruption and incon-
tinence [53, 54, 56—58]. Caregivers described feelings of
distress, being perpetually vigilant and witnessing ‘drain-
ing coughing fits’ with a sense of helplessness [56, 58].

Studies in patients with various ILDs and ILDs other than
IPF

ILD: study characteristics and measures

Among the 18 studies in mixed ILD populations, there
were two interventional trials [60, 61], seven observa-
tional studies [7, 62—67], four validation studies [68—71],
four qualitative studies [72-75]. and one mixed-methods
study [76]. Of the six studies in CTD-ILDs, there were
three interventional trials in SSc-ILD [77-79], one obser-
vational study in a mixed CTD-ILD population [80], one
validation study in SSc-ILD [81], and one mixed-methods
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study in a mixed CTD-ILD population [82]. Of the four
studies for sarcoidosis, there was one interventional trial
[83] and three observational studies [84—86]. Tables 3, 4
and 5 respectively provide an overview of the quantita-
tive and mixed-methods studies in mixed ILDs, CTD-
ILDs and sarcoidosis.

Of the studies in mixed ILDs, four were classed as
chronic cough studies, compared with none in CTD-
ILDs and one in sarcoidosis. Across these studies, defi-
nitions for chronic cough included self-reported chronic
cough [62, 83] cough for >8 weeks [7, 72], and cough
intensity and frequency VAS >10 mm [61].

Similar to the studies in IPF, studies in ILD used a
range of measures to assess cough (Tables 3, 4 and 5).
While cough severity VAS was the most frequently used
cough measure in mixed ILDs (N studies=9 [7, 60—63,
65, 67, 70, 72], N patients =473; reported as mean score
range 25-52.3, reported as median score range 18-63)
and sarcoidosis (N studies=3 [83-85], N patients=393;
mean score range 25-53), VAS was not used to assess
cough in CTD-ILDs; instead, most CTD-ILD stud-
ies relied on cough items or domain scores from other
measures, including the SGRQ and the LCQ. Objective
cough counts were absent in studies in mixed ILDs and
CTD-ILDs and were only employed in two studies in sar-
coidosis (N patients =93 [83, 84], mean count/hr range
6—244). The most frequently used HRQoL measure was
the SGRQ (mixed ILD: N studies=7 [62-64, 68, 69, 71,
76], N patients = 693, mean score range 32.9-78.65; CTD-
ILD: N studies =4 [78-81], N patients =829, reported as
mean score range 27.1-43.9, reported as median score
range 27.1-79.4; sarcoidosis: 0 studies) followed by
the LCQ (mixed ILD: N studies=5 [7, 61, 64, 65, 68], N
patients =528, reported as mean score range 14.9-16.7,
reported as median score range 18.7-19.6; CTD-ILD: N
studies =3 [78, 80, 81], N patients = 254, reported as mean
score range 16.7-17.5, reported as median score 18.5;
sarcoidosis: N studies =4 [83-86], N patients = 668, mean
score range 14-17.5).

ILD: comparisons with other populations

Only one study comparing cough in various types of
ILD with other populations was identified; it found
cough severity to be higher in patients with ILD than
in those with COPD, as measured by Edmonton symp-
tom assessment scores [66]. Seven studies in mixed ILD
populations compared cough and/or impact/HRQoL
measures among various ILD types ( [7, 62-65, 69, 70],
Tables 3, 4 and 5). Four of these studies found the prev-
alence and/or severity of cough to be higher in patients
with IPF or idiopathic interstitial pneumonias (IIPs)
[7, 62, 63, 65], two reported worse HRQoL in IPF (par-
ticularly in cough-related domains) [63, 69], and one
observed greater increase in cough severity over time in
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Table 4 Quantitative and mixed-methods studies in CTD-ILD
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Author Cough Study Arm Disease  Cough severity HRQoL/impact measures Group Burden of
year category  design severity = measures comparisons cough
(FVC %
pred.)
Interventional trials
Theodore  Majority RCT SSc-ILD  65.85 - SF 36 Those with Prescence of
2012/SLS  cough with (11.16) Mental: 47.88 (10.82) cough were ana- cough was sig-
cough: Physical: 29.65 (8.76) lysed by severity nificantly corre-
114 HAQ-DI: 0.98 (0.68) and frequency  lated with lower
SScIlD  69(105) - SF 36 of cough - mild  physical QolL, but
without Mental: 4862 (11.7) (62%) moder- severity of cough
cough: Physical: 38.47 (10.4) ate (32‘2/2)cya)nd q qid hﬁOt Cilrrela‘ii
) severe (5%) and  significantly wi
2 HAQ-DI:0.74 (063) infrequent (62%), any baseline
intermittent variable
(33%) and persis-
tent (6%)
Volkmann  Majority Post SSc-ILD ~ 715(16.1) - Nintedanib group HRQoL scores Cough correlates
2022 cough hoc with SGRQ:43.9(18.8) worse in patients with fibrosis ex-
analysis cough: with cough tent at baseline
(RCT) 229
SSc-ILD Placebo group
with SGRQ:42.3 (20.3)
cough:
232
SSc-ILD  767(183) - Nintedanib group
without SGRQ: 28.0 (20.7)
cough:
58
SSc-ILD Placebo group
without SGRQ: 27.1 (19.4)
cough:
56
Volkmann  Majority Post SSc-ILD - 665(9.9) - LCQ:16.7 (4) Both drugs Baseline LCQ
2020/SLS I cough hoc treated SGRQ: 36.8 (17.5) improved PRO  scores all cor-
analysis  with cy- HAQ-DI: 07 (0.7) scores related with the
(RCT)  clophos- SF-36 extent of quanti-
Mental: 49.8 (10)
and ILD as well
SSc-ILD  66.5(83) - LCQ:16.8 (4) as with measures
treated SGRQ: 373 (] 74) of cutaneous
with HAQ-DI: 0.7 (0.6) sclerosis.
myco- SF-36 Change in LCQ
pheno- Physical: 36 (10) scores did not
late: 69 Mental: 49.1 (7.9) correlate signifi-
cantly with any
objective mea-
sure of SSc-ILD
disease severity
Tashkin Majority Post SSc-ILD:  665(9.1) - LCQ:16.7 (4.0) - Cough correlates
2016/SLS Il cough hoc 142 HAQ-DI: 0.7 (0.7) with fibrosis
analysis SF-36 extent
(RCT)

Physical: 35.8 (9.9)
Mental: 49.4 (9.0)
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Table 4 (continued)
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Author Cough Study Arm Disease Cough severity HRQoL/impact measures Group Burden of
year category  design severity = measures comparisons cough
(FVC %
pred.)
Tashkin Majority Post SSc-ILD 656 (88) - LCQ: 154 (3.7) Study par- Cough-related
2017/SLS 1 cough hoc with SF 36 ticipants who quality of life
analysis frequent Mental: 48.8 (8.6) reported FCat  significantly
(RCT)  cough: Physical: 35.0 (9.8) baseline (61.3%) correlated with
87 HAQ-DI: 066 (0.57) reported signifi-  HRQoL both at
SSCILD  678(94) - SF36 Zantly more baseline anq over
without Mental: 50.7 (9.6) yspnoea, treatment time
) exhibited more
frequent Physical: 37.2 (9.9) )
cough: HAQ-DI: 0.80 (0.81) extensive LD on
54 high-resolution
CT,had a
lower diffusing
capacity
for carbon
monoxide, and
reported more
GERD symptoms
than did those
without FC
Observational studies
Topcu Broader Cross-  RA-ILD:  92(28) - LCQ:17.8(5.1) Compared to pa- No correlation re-
2021 includes sec- 14 SGRQ: 794 (8.7) tients with CTD,  ported but con-
tional SF-36:60.9 (13.7) patients with cluded PROs may
study CTDLD 91 47) B LCQ: 185 3.7) RA-ILD have not differentiate
(indl 5S¢ SGRQ: 271 (265) worse HRQol, ILD cough from_
ILD): 25 as measured by  non-ILD cough in
: SF-36:63.9 (21.9) the SGRQ and RA/CTD
Total 91.5(385) - LCQ: 184 (4.2) SF-36 physical
(alllLD SGRQ: 404 (57.6) functioning
patients): SF-36:63.2 (194) score; median
39 scores of LCQ
were similar
Validation study
Fisher 2019 Minority Valida-  SSc-ILD: 739 (15.5) - LCQ:175(3.1) - The average LCQ
cough tion 73 SGRQ: 32,6 (19.0) score indicated
study SF-36 mild cough
Physical: 35.9 (12.7) and the scores
did not cor-

Mental: 46.6 (11.3)

PROMIS*

Physical function: 41.4 (8.1)
Social role: 45.9 (8.2)
Anxiety: 52.5 (9.6)
Depression: 51.2 (11.0)
Fatigue: 56.4 (10.4)

Pain Interference: 55.9 (11.0)

Sleep Disturbance: 52.9 (11.0)

Pain: 3.5 (2.7)

relate with the
corresponding
PROMIS domains
even in patients
who reported
cough (41% of
the cohort)
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Table 4 (continued)

Page 21 of 27

Author Cough Study Arm Disease Cough severity HRQoL/impact measures Group Burden of
year category design severity = measures comparisons cough
(FVC %
pred.)
Mixed methods study
Mittoo Broader Mixed- CTD-ILD: Available  Post- WHOQOL-100: NR FGinterviews Cough a hallmark
2015 includes meth- 45 for2of6  focus group and subsequent  symptom of ILD
od FGs: questionnaire quantitative self-  affecting social
design Mixed: 55 administered and physical QoL
(45-67) questionnaire
SSc: 46
(23-75)

* All reported on a 0-100-point scale aside from pain, which is reported on a 0-10 scale

CT, computed tomography; CTD-ILD, connective tissue disease-associated interstitial lung disease; FC, frequent cough; FG, focus group; FVC, forced vital capacity;
GERD, gastroesophageal reflux disease; HAQ-DI, Health Assessment Questionnaire Disability Index; HRQoL, health-related quality of life; IQR, interquartile range;
LCQ, Leicester Cough Questionnaire; NR, not reported; PRO, patient-reported outcome; QoL, quality of life; RA-ILD, rheumatoid arthritis-associated interstitial lung
disease; RCT, randomised controlled trial; SF-36, Short Form 36; SGRQ, St. George's Respiratory Questionnaire; SLS, Scleroderma Lung Study; SSc-ILD, systemic
sclerosis interstitial lung disease; WHOQOL, World Health Organization Quality of Life tool

IPF [63]. Conversely, one study observed no differences
in cough severity between IPF and non-IPF groups [70]
and in another HRQoL was lower in CTD-ILD than IIPs
(including IPF) [64]. Additionally, two studies comparing
patients with IIPs — including IPF — with patients with
CTD-ILDs, found no between-group differences in LCQ
scores [64, 65]. However, one of these studies reported
higher VAS scores for cough intensity in patients with
IIPs [65].

In CTDs specifically, one observational study com-
pared cough measures in patients with RA and other
CTDs with and without associated ILD [80]. The study
found SGRQ scores to be worse in patients with RA-ILD
compared with other CTD-ILDs, although there were no
differences in LCQ scores. Further, while LCQ scores did
not differ between patients with and without associated
ILD, SGRQ outcomes were worse in those without asso-
ciated ILD. In sarcoidosis, one observational study found
objective cough counts and cough reflex sensitivity to be
higher in patients than healthy controls [84].

ILD: association of cough with impact/HRQoL measures

In mixed-ILD populations, six studies investigated con-
current/baseline associations between cough, HRQoL
and/or other impact measures [62-65, 68, 70], with five
of these reporting at least one significant association
([62-65, 68], Tables 3, 4 and 5). These included an obser-
vational study in patients with chronic cough, which
found cough severity VAS to be an independent predic-
tor of SGRQ total and/or domain scores in patients with
IPF (N patients =77, R range =0.33—-0.55) and SSc-ILD (N
patients =67, R range = 0.34—0.51) but not in chronic HP
(N patients =32, R range = -0.10—0.03) [62]. Conversely,
while an observational study in a majority cough popula-
tion with fibrotic ILDs observed a significant association
between cough severity VAS and King’s Brief Interstitial
Lung Disease (KBILD) scores (N patients =35, R = - 0.54),

no such association was observed with SGRQ scores [63].
In mixed ILD studies in the ‘broader includes’ category,
one observational study and one validation study found
LCQ scores to be correlated with total SGRQ scores
(N patients=139, p=-3.55; N patients=55, R = -0.70,
respectively) [64, 68], with the observational study also
finding a correlation with Short Form 36 (SF-36) physical
component scores (N patients =139, p=0.55-1.34) [64].

In CTD-ILD, a trial in a majority cough population
with SSc-ILD similarly observed a correlation between
total LCQ and SF-36 physical component scores (N
patients =87, R=0.258) [88]. Three trials in SSc-ILD also
reported correlations between the presence of cough (fre-
quency) and cough impacts (as measured by LCQ scores)
and measures of disease severity (extent of fibrosis, cuta-
neous sclerosis and/or dyspnoea) [77, 79, 88]. However,
a study validating the Patient-Reported Outcomes Mea-
surement Information System 29 tool (PROMIS-29)
in SSc-ILD found no correlations between PROMIS
domains and LCQ social or psychological domain scores,
although there was a correlation with LCQ physical
domain scores (N patients =73, R=0.36) [81]. In sarcoid-
osis, three studies investigated and observed correlations
between total LCQ scores and cough severity VAS scores
(N patients =355, R = - 0.83), objective cough counts (N
patients=32, R = -0.61) and/or 15-dimension HRQoL
scores (N patients =275,  =0.24) [84-86].

Only two mixed ILD studies investigated longitudi-
nal associations between cough, HRQoL and/or other
impact measures. These included an observational study
where correlations were observed between changes in
LCQ scores and SGRQ scores at 6 and 12 months (N
patients =147, R = - 0.56 to —0.58) [64] and a validation
study where changes in cough VAS scores at 3—6 months
were found to correlate with KBILD total scores (N
patients=64, R = -0.36), but not KBILD cough domain
scores or measures of disease severity [70]. Further, the
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Table 5 Quantitative and mixed-methods studies in sarcoidosis

Au-  Cough Study design  Arm Disease Disease severity = HRQoL/impact Group Burden of cough
thor category sever- (FVC % pred.) measures comparisons
year ity (FVC %
pred.)
Interventional trials
Fraser Chronic Open label 21 915 HACC 24-hr LCQ:14.63 (4.07) Baseline cough Changes in cough
2020  cough single-arm trial (63-128) cough count: 228 count was counts correlated
(43-1950) significantly with changes in
Coughs per hour: higher in patients  LCQ and KSQ GH
10 (2-81) with baseline but not with KSQ
VAS: 38.8 (25.7) KSQ:57.3 (9.1) cough sever- lung domain scores
Urge to cough VAS:  KSQ GH: 52.93 (18.3) ity VAS>40 mm
38.7(26.2) KSQ Lung: 52.0 (104)  compared with
VAS <40 mm
Observational studies
Sinha  Majority Cross-sectional  Patients VAS: 53 (20-66) LCQ: 148 (3.7) Cough frequency Cough (both 24-hr
2016 cough with Physical: 4.8 (1.3) was significantly  counts and VAS)
cough: Psychological: 5.0 (1.3)  higher than was significantly
17 Social: 5.0 (1.5) healthy subjects, associated with
LCM: 24 h cough ~ CHQ: 10 (5-14) but less than health status,
count: 244 (2) thatreportedin  affecting all LCQ
Coughs per hour: patients with id-  health domains
102) jopathic chronic
cough

Cough reflex sensi-
tivity (Cs pmol-L™):

6.8(3.2)
Allpa- 83.7(168) LCM24-hrcough  CHQ:6(3-12)
tients: count: 67 (5)
32 Cough reflex sensi-
tivity (Cs pmol-L™):
133 (4.5)
Healthy 1009 (29) LCM 24 h cough NR
sub- count: 18 (3)
jects: Cough reflex sensi-
40 tivity (Cs pmol-L™):
615 (6.5)
Jud- Minority Cohortstudy  Allpa-  No VAS: 2.5 (1.5)* LCQ:175(3.0) Cough was Cough severity
son cough tients:  baseline Physical: 5.9 (1.3) significantly measured by VAS
2017 355 Psychological: 59 (1.3)  worse in patients  correlated sig-
Social: 5.3 (0.9) with pulmonary  nificantly with LCQ
Pulmo- VAS: 2.6 (2.8)* LCQ:16.9 (3.5) involvement domains except
nary Physical: 5.7 (1.5) compared to social. Those with
sarcoid- Psychological: 5.9 (1.5) those without VAS scores >4 had
osis: Social: 5.2 (1) higher total LCQ
287 scores than those
Non- VAS: 13 (2.2) LCQ: 188 (3) with VAS scores<4
pulmo- Physical: 6.3 (1.3)
nary Psychological: 6.5 (1.2)
sarcoid- Social: 5.9 (1)

osis: 54




Green et al. Respiratory Research (2024) 25:325

Table 5 (continued)
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Au-  Cough Study design  Arm Disease Disease severity = HRQoL/impact Group Burden of cough
thor category sever- (FVC % pred.) measures comparisons
year ity (FVC %
pred.)
Gvoz-  Minority Cohort study 275 108.52 - LCQ: 16.94 (3.68) Physi- - Dyspnoea was the
de- cough (17.40) cal: 548 (1.18) strongest predictor
novic Psychological: 5.64 of cough-specific
2020 (1.29) and generic QoL
Social: 5.82 (1.33) and the physical
15D:0.85 (0.11) domain of the LCQ

was a significant
predictor of QoL

*Reported on alternative 0-10 cm scale

**Data amended following author correspondence [87]

15D; fifteen-dimensional measure of health-related quality of life; CHQ, Cough Hypersensitivity Questionnaire; FVC, forced vital capacity; GH, General Health score;
HACC, The Hull Automatic Cough Counter; HRQOL, health-related quality of life; KSQ, King's Sarcoidosis Questionnaire; LCM, Leicester Cough Monitor; LCQ, Leicester
Cough Questionnaire; NR, not reported; QoL, quality of life; VAS, visual analogue scale

validation study found that cough VAS was unable to
detect changes in cough symptoms over time, as assessed
by KBILD cough domain scores [70]. In CTD-ILD, the
only trial investigating longitudinal associations between
cough and impact/HRQoL measures found correlations
between 24-month changes in LCQ scores and SF-36
physical scores (N patients=142, R=0.54) and mental
component scores (R=0.45) as well as Health Assess-
ment Questionnaire Disability Index scores (R = —0.03)
[88]. In sarcoidosis, a trial investigating longitudinal asso-
ciations observed correlations between 3-month changes
in objective cough counts and LCQ scores (N=19, R =
-0.64) and King’s Sarcoidosis Questionnaire general
health scores (R = —0.59) [83], while an observational
study reported a significant correlation in individual
patients between changes in cough VAS scores and the
LCQ between clinic visits (N=891, R=not reported,
p<0.0001) [85]. Overall, this heterogeneity of results
demonstrates that while cough may impact a patient’s
HRQoL, available assessment tools are sensitive to dif-
ferent changes and do not always correlate. This means
a broad range of assessments may be necessary to cap-
ture the multifaceted dimensions of cough until a stan-
dardised and disease-specific cough assessment tool can
be developed and validated.

ILD: economic burden of cough

No studies specifically investigating the economic burden
of cough were identified in ILD populations. However,
one observational study in patients with fibrotic ILDs,
including IPF, IIP and unclassifiable ILD, found an asso-
ciation between cough severity and workplace productiv-
ity loss [67]. Specifically, the study showed that the odds
of productivity loss (N =148) increased by 3% for every
1 mm increase in cough severity VAS, with an estimated
annual cost of CAN$11,610 per employee.

ILD: experiences of cough

Four qualitative studies in mixed ILD populations (N
patients =63) explored symptoms and their impact on
patients through interviews or focus groups [72-75].
Across these studies, patients identified cough as a sig-
nificant symptom, describing it as ‘debilitating, ‘hard
to control’ and ‘embarrassing’ [72]. They reported that
coughing not only led to fatigue but also hampered their
daily activities and caused social discomfort and frustra-
tion/irritability [72-75]. In one of the studies, cough was
also described as being especially disruptive to caregivers
[73]. These experiences were mirrored in a mixed-meth-
ods study in patients with CTD-ILD, where cough was
noted to negatively affect physical function, social partic-
ipation, daily activities and sleep quality [82]. In sarcoid-
osis, no studies on patient experiences were identified.

Discussion

Our study is the first to systematically synthesise litera-
ture on the humanistic and economic impact related to
cough in IPF and other ILDs. The findings confirm that
cough is a pervasive and persistent symptom in many
patients with IPF and other ILDs.

Quantitative studies in patients with IPF consistently
demonstrated the detrimental effect of cough on HRQoL,
while qualitative studies in this population highlighted
the significant cough-related burden experienced by
patients and their caregivers, including disruption of
daily activities, sleep deprivation, fatigue, incontinence,
social embarrassment and psychological distress.

Indications of similar impact were reported in patients
with CTD-ILDs, sarcoidosis, and other ILDs, but data
were more limited. While no dedicated studies on the
economic burden or healthcare resource use associated
with cough were found, one study in ILD indicated that
cough severity significantly predicted workplace produc-
tivity loss [67]. Studies in other populations with chronic
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cough suggest substantial economic burden related to
increased healthcare utilisation, challenges in the work-
place, and cough-related comorbidities [20], underscor-
ing the need for more research in this area in IPF and
ILD.

Across disease groups and study designs (with the
exception of CTD-ILD), cough severity VAS was the
most frequently used measure of cough, despite its
lack of validation in patients with IPF and ILD. Objec-
tive cough monitoring devices were rarely used outside
of trials in patients with IPF and chronic cough. While
score ranges were wide, studies enriched for patients
with IPF and chronic cough reported the highest mean
VAS scores (56.0-73.7 mm). Conversely, lower mean/
median scores were generally observed in studies in
patients with IPF where cough chronicity was not spe-
cifically reported (reported as mean 30.5 mm; reported
as median 32.0-40.3 mm) and mixed ILD (reported as
mean 25.0-52.3 mm; reported as median 18.0-31.0 mm)
populations.

Beyond cough characteristics, differences in patient
populations, disease severity and treatments may have
contributed to the variability observed in cough severity
and duration.

Notably, cough severity VAS scores were variable
even within the different chronic cough cohorts, which
may relate to between-study differences in definitions
of chronic cough as well as variability in study designs,
populations and the tools used to assess cough. While
the 8-week minimum duration was the most frequently
used criterion, the use of additional thresholds based on
subjective and/or objective criteria varied considerably,
mirroring challenges in other populations with chronic
cough and highlighting the need for consensus-driven
criteria to ensure consistency. Future studies should aim
to establish uniform inclusion criteria and standardised
assessment tools for chronic cough to enhance the com-
parability of results.

Irrespective of the presence of chronic cough, in most
studies that directly compared patients with IPF with
other ILDs, the prevalence and severity of cough tended
to be greater in patients with IPE. Outside of IPFE, there
were few studies specifically focussed on cough burden
and impact. In most cases, cough-related data were col-
lected as secondary measures in larger studies, and there
was substantial heterogeneity in the tools used. Various
cough-related HRQoL tools, such as the LCQ, CQLQ
and CASA-Q were used alongside broader ILD-specific
HRQoL tools such as the KBILD, Living with Pulmonary
Fibrosis (L-PF) questionnaire and the A Tool to Assess
Quality of Life in Idiopathic Pulmonary Fibrosis (ATAQ-
IPF) questionnaire. Studies also used more general
HRQoL tools, such as the SGRQ, Functional Assessment
of Chronic Illness Therapy (FACIT) and EQ-5D as well
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as measures focussed on psychological distress, includ-
ing the BDI. Even when the same tool was used, there
was variability in the versions and scales used as well as
in the reported statistics, exacerbating discrepancies in
the synthesised data. While the LCQ was the most fre-
quently used impact measure for cough both in IPF and
ILD, it was not specifically designed for these populations
and may not capture the full impact of cough in these
contexts.

The divergence in approaches may be related to the
absence of a widely accepted and validated cough-specific
measure for IPF and ILD. Development of a standardised
and disease-specific cough assessment tool, alongside
validation of existing tools in these populations, could
facilitate more consistent and reliable between-study
comparisons. In addition, establishing such tools could
pave the way for future advancements in personalised
medicine, with treatments guided by the severity of
cough in IPF and ILD.

A notable strength of our study is its comprehensive
search strategy, which allowed for in-depth examination
of the full spectrum of impact related to cough not only
in IPF but also other ILDs. The high level of heteroge-
neity in the included studies and relative low number of
studies in ILDs are significant limitations, which posed
challenges for bias assessment and direct comparisons.
Differences in study designs, patient populations, dis-
ease severity and assessment tools also limit the gener-
alisability of the results. Other limitations include the
exclusion of letters, graphical abstracts, case series and
articles published before 2010, which may have resulted
in certain aspects of cough burden and impact being
missed. Despite these challenges, our study offers valu-
able insights into the current state of research on the
burden of cough in IPF and other ILDs, emphasising the
importance of standardisation to advance knowledge in
this area.

The lack of specific treatments and management for
cough in these patients remains a significant unmet clini-
cal and patient need. Evidence for impact of different
therapeutic approaches on cough is limited, with many
of the trials negative or requiring confirmation in larger
studies [7, 89]. We hope by highlighting the impact and
breadth and magnitude of the burden of cough in patients
with IPF and ILD we can encourage further research.

Conclusions

In conclusion, studies consistently confirm a negative
effect of cough on HRQoL in IPF, with indications of a
similar impact in other ILDs, though less well studied.
However, differences in definitions and assessment meth-
ods across studies hinder meaningful comparisons and
there is a notable lack of research on the economic bur-
den of cough in both IPF and other ILDs. Establishing
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standard measures for cough assessment in IPF and other
ILDs is vital to enhance understanding of cough and
inform future research, treatment and care models.

Abbreviations
BDI Beck's Depression Inventory

CASA-Q Cough and Sputum Assessment Questionnaire
CDSR Cochrane Database of Systematic Reviews
CENTRAL  Cochrane Central Register of Controlled Trials

[c[@ Chronic idiopathic cough

cQLQ Cough Quiality of Life Questionnaire
CTD-ILD Connective tissue disease-associated ILD
HP Hypersensitivity pneumonitis (HP)
HRQoL Health-related quality of life

1P Idiopathic interstitial pneumonia

ILD Interstitial lung disease

IPF Idiopathic pulmonary fibrosis

KBILD King's Brief Interstitial Lung Disease

LcQ Leicester Cough Questionnaire

NHS EED National Health Service Economic Evaluation Database
PF-ILD Progressive-fibrosing ILD

PPF Progressive pulmonary fibrosis

RA-ILD Rheumatoid arthritis-associated ILD
SF-36 Short Form 36

SGRQ St. George's Respiratory Questionnaire
SSc-ILD Systemic sclerosis associated-ILD

VAS Visual analogue scale

Supplementary Information
The online version contains supplementary material available at https://doi.or
9/10.1186/512931-024-02897-w.

Supplementary Material 1

Supplementary Material 2

Acknowledgements

Writing, editorial support and formatting assistance was provided by Hanne
Stotesbury of Nucleus Global (UK) and was contracted and funded by
Boehringer Ingelheim International GmbH. Boehringer Ingelheim was given
the opportunity to review the manuscript for medical and scientific accuracy
as well as intellectual property considerations.

Author contributions

RG, NP and KM were responsible for performing searches and primary
analyses of the literature data. All authors contributed to the study
conception, design and interpretation of the data and all authors contributed
to the writing, reviewing and final approval of the manuscript. All authors
agree to be accountable for all aspects of the work.

Funding
The study was supported and funded by Boehringer Ingelheim.

Data availability
All of the data described in this review are available in the cited articles.

Declarations

Ethics approval and consent to participate
N/A.

Consent for publication
N/A.

Competing interests

RG and NPo report personal fees from Boehringer Ingelheim outside the
submitted work. MB and NPa are employees of Boehringer Ingelheim. MRvM
reports consulting fees from Boehringer Ingelheim outside the submitted
work. Outside the submitted work, MW reports grants or contracts from The

Page 25 of 27

Netherlands Organisation for Health Research and Development, The Dutch
Lung Foundation, The Dutch Pulmonary Fibrosis Organization, Sarcoidosis.nl,
Boehringer Ingelheim, Hoffman La Roche and AstraZeneca-Daiichi, consulting
fees from Bristol Myers Squibb, Boehringer Ingelheim, Galapagos, Galecto,
Hoffman La Roche, Horizon Therapeutics, Kinevant Sciences, Molecure, Nerre
Therapeutics, Novartis, PureTech Health, Thyron, Trevi and Vicore, payments

or honoraria from Boehringer Ingelheim, CSL Behring, Hoffman La Roche and
Novartis, support for attending meetings/travel from Boehringer Ingelheim,
Hoffman La Roche and Galapagos, and participation on a data safety
monitoring or advisory board for Savara and Galapagos. All grants and fees
were paid to her institution. She also reports that she is Chair of the Idiopathic
Interstitial Pneumonia group of the European Respiratory Society, member

of the board of the Netherlands Respiratory Society, member of the scientific
advisory board of the European Idiopathic Pulmonary Fibrosis and related
disorders federation, chair of the educational committee of the European
Reference Network for Rare Lung Diseases, and part of an advisory board for
the Dutch Lung Fibrosis and Sarcoidosis patient associations.

Author details

"Market Access, Maverex Limited, Manchester, UK

Value and Patient Access, Boehringer Ingelheim International GmbH,
Ingelheim am Rhein, Germany

3Erasmus School of Health Policy and Management, Erasmus University
Rotterdam, Rotterdam, The Netherlands

“Inflammation Medicine, Boehringer Ingelheim Pharmaceuticals Inc,
Ridgefield, CT, USA

>Respiratory Medicine, Pulmonary Medicine, Erasmus Medical Center,
University Medical Center Rotterdam, ‘s-Gravendijkwal 230,
Rotterdam 3015 CE, The Netherlands

Received: 9 April 2024 / Accepted: 29 June 2024
Published online: 27 August 2024

References

1. American Thoracic S, European Respiratory S, American Thoracic Society/
European Respiratory Society International Multidisciplinary Consensus Clas-
sification of the Idiopathic Interstitial Pneumonias. This joint statement of the
American Thoracic Society (ATS), and the European Respiratory Society (ERS)
was adopted by the ATS board of directors, June 2001 and by the ERS Execu-
tive Committee, June 2001. Am J Respir Crit Care Med. 2002;165:277-304.

2. CottinV,Wollin L, Fischer A, Quaresma M, Stowasser S, Harari S. Fibros-
ing interstitial lung diseases: knowns and unknowns. Eur Respir Rev.
2019;28:180100.

3. LeyB, Collard HR, King TE Jr. Clinical course and prediction of survival in
idiopathic pulmonary fibrosis. Am J Respir Crit Care Med. 2011;183:431-40.

4. Raghu G, Remy-Jardin M, Richeldi L, Thomson CC, Inoue Y, Johkoh T, Kreuter
M, Lynch DA, Maher TM, Martinez FJ, et al. Idiopathic pulmonary fibrosis (an
update) and progressive pulmonary fibrosis in adults: an official ATS/ERS/JRS/
ALAT clinical practice guideline. Am J Respir Crit Care Med. 2022,205:¢18-47.

5. Birring SS, Kavanagh JE, Irwin RS, Keogh KA, Lim KG, Ryu JH. Collaborators.
Treatment of interstitial lung disease associated cough: CHEST guideline and
expert panel report. Chest. 2018;154:904-17.

6. Mann J, Goh NSL, Holland AE, Khor YH. Cough in idiopathic pulmonary
fibrosis. Front Rehabil Sci. 2021;2:751798.

7. Lan NSH, Moore |, Lake F. Understanding cough in interstitial lung disease:

a cross-sectional study on the adequacy of treatment. Intern Med J.
2021;51:923-9.

8. Saunders P, Wu Z, Fahy WA, Stewart ID, Saini G, Smith DJF, Braybrooke R, Stock
C, Renzoni EA, Johnson SR, et al. The burden and impact of cough in patients
with idiopathic pulmonary fibrosis: an analysis of the prospective observa-
tional PROFILE study. Ann Am Thorac Soc. 2023;20:1267-73.

9. van Manen MJG, Wijsenbeek MS. Cough, an unresolved problem in interstitial
lung diseases. Curr Opin Support Palliat Care. 2019;13:143-51.

10.  Wakwaya Y, Ramdurai D, Swigris JJ. Managing cough in idiopathic pulmonary
fibrosis. Chest. 2021;160:1774-82.

11. Myall KJ, Kavanagh JE, Birring SS. Idiopathic pulmonary fibrosis-associated
cough: mechanisms and management. Pulm Pharmacol Ther. 2019;56:100-3.

12. Bargagli E, Di Masi M, Perruzza M, Vietri L, Bergantini L, Torricelli E, Biadene G,
Fontana G, Lavorini F. The pathogenetic mechanisms of cough in idiopathic
pulmonary fibrosis. Intern Emerg Med. 2019;14:39-43.


https://doi.org/10.1186/s12931-024-02897-w
https://doi.org/10.1186/s12931-024-02897-w

Green et al. Respiratory Research

20.
21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

(2024) 25:325

Vigeland CL, Hughes AH, Horton MR. Etiology and treatment of cough in
idiopathic pulmonary fibrosis. Respir Med. 2017;123:98-104.

van Manen MJ, Birring SS, Vancheri C, Cottin V, Renzoni EA, Russell AM,
Wijsenbeek MS. Cough in idiopathic pulmonary fibrosis. Eur Respir Rev.
2016;25:278-86.

Ryerson CJ, Abbritti M, Ley B, Elicker BM, Jones KD, Collard HR. Cough predicts
prognosis in idiopathic pulmonary fibrosis. Respirology. 2011;16:969-75.
Johnston J, Rivera-Ortega P. Assessing the burden and prognostic value of
cough in idiopathic pulmonary fibrosis. Ann Am Thorac Soc. 2023;20:1237-9.
Wells AU. New insights into the treatment of CTD-ILD. Nat Rev Rheumatol.
2021;17:79-80.

Glass DS, Grossfeld D, Renna HA, Agarwala P, Spiegler P, DeLeon J, Reiss AB.
Idiopathic pulmonary fibrosis: current and future treatment. Clin Respir J.
2022;16:84-96.

Yang X, Chung KF, Huang K. Worldwide prevalence, risk factors and burden
of chronic cough in the general population: a narrative review. J Thorac Dis.
2023;15:2300-13.

Burgoyne DS. Managed care considerations for the treatment of chronic
cough. Am J Manag Care. 2022,28:5166-74.

Emilsson Ol. The burden and impact of chronic cough in severe disease. Curr
Opin Support Palliat Care. 2022;16:183-7.

Meltzer EO, Zeiger RS, Dicpinigaitis P, Bernstein JA, Oppenheimer JJ, Way

NA, Li VW, Boggs R, Doane MJ, Urdaneta E, et al. Prevalence and burden

of chronic cough in the United States. J Allergy Clin Immunol Pract.
2021;9:4037-e40444032.

Downes MJ, Brennan ML, Williams HC, Dean RS. Development of a critical
appraisal tool to assess the quality of cross-sectional studies (AXIS). BMJ
Open. 2016,6:e011458.

Sterne JAC, Savovic¢ J, Page MJ, Elbers RG, Blencowe NS, Boutron |, Cates CJ,
Cheng HY, Corbett MS, Eldridge SM, et al. RoB 2: a revised tool for assessing
risk of bias in randomised trials. BMJ. 2019;366:14898.

Long HA, French DP, Brooks JM. Optimising the value of the critical appraisal
skills programme (CASP) tool for quality appraisal in qualitative evidence
synthesis. Res Methods Med Health Sci. 2020;1:31-42.

Mokkink LB, Terwee CB, Patrick DL, Alonso J, Stratford PW, Knol DL, Bouter LM,
de Vet HC. The COSMIN checklist for assessing the methodological quality
of studies on measurement properties of health status measurement instru-
ments: an international Delphi study. Qual Life Res. 2010;19:539-49.

Birring SS, Wijsenbeek MS, Agrawal S, van den Berg JWK, Stone H, Maher TM,
Tutuncu A, Morice AH. A novel formulation of inhaled sodium cromoglicate
(PA101) in idiopathic pulmonary fibrosis and chronic cough: a ran-

domised, double-blind, proof-of-concept, phase 2 trial. Lancet Respir Med.
2017;5:806-15.

Dutta P, Funston W, Mossop H, Ryan V, Jones R, Forbes R, Sen S, Pearson J, Grif-
fin SM, Smith JA, et al. Randomised, double-blind, placebo-controlled pilot
trial of omeprazole in idiopathic pulmonary fibrosis. Thorax. 2019;74:346-53.
Horton MR, Santopietro V, Mathew L, Horton KM, Polito AJ, Liu MC, Danoff SK,
Lechtzin N. Thalidomide for the treatment of cough in idiopathic pulmonary
fibrosis: a randomized trial. Ann Intern Med. 2012;157:398-406.

Martinez FJ, Afzal AS, Smith JA, Ford AP, Li JJ, Li Y, Kitt MM. Treatment of
persistent cough in subjects with idiopathic pulmonary fibrosis (IPF) with
gefapixant, a P2X3 antagonist, in a randomized, placebo-controlled clinical
trial. Pulm Ther. 2021;7:471-86.

Martinez FJ, Wijsenbeek MS, Raghu G, Flaherty KR, Maher TM, Wuyts WA,
Kreuter M, Kolb M, Chambers DC, Fogarty C, et al. Phase 2B study of inhaled
RVT-1601 for chronic cough in idiopathic pulmonary fibrosis: a multicenter,
randomized, placebo-controlled study (SCENIC trial). Am J Respir Crit Care
Med. 2022;205:1084-92.

Lee JH, Jang JH, Park JH, Jung SY, Lee S, Kim SH, Kim JY, Ko J, Choi HE, No

TH, Jang HJ. The clinical efficacy of a mixture of ivy leaf extract and coptidis
rhizome in patients with idiopathic pulmonary fibrosis. Med (Baltim).
2023;102:232786.

Guler SA, Clarenbach C, Brutsche M, Hostettler K, Brill AK, Schertel A, Geiser
TK, Funke-Chambour M. Azithromycin for the treatment of chronic cough in
idiopathic pulmonary fibrosis: a randomized controlled crossover trial. Ann
Am Thorac Soc. 2021;18:2018-26.

Wilson AM, Clark AB, Cahn A, Chilvers ER, Fraser W, Hammond M, Livermore
DM, Maher TM, Parfrey H, Swart AM et al. Co-trimoxazole to reduce mortality,
transplant, or unplanned hospitalisation in people with moderate to very
severe idiopathic pulmonary fibrosis: the EME-TIPAC RCT. NIHR Journals
Library; Efficacy Mechanism Evaluation. 2021;8.

35.

36.

37.

38.

39.

40.

41.

42.

43.

45.

46.

47.

48.

49.

50.

5T

52.

53.

54.

55.

Page 26 of 27

Jastrzebski D, Kostorz-Nosal S, Galle D, Gateczka-Turkiewicz A, Warzecha J,
Majewski S, Piotrowski WJ, Ziora D. Expectations, symptoms, and quality of
life before and after 1 year of pirfenidone treatment in patients with idio-
pathic pulmonary fibrosis: a single-arm, open-label nonrandomized study.
Health Sci Rep. 2023,6:21449.

Saari E, Mononen M, Hasala H, Latti A, Kaulamo J, Nurmi H, Kaarteenaho R,
Purokivi M, Koskela HO. Characteristics of idiopathic pulmonary fibrosis-
associated cough. A case-control study. BMC Pulm Med. 2023;23:179.
Glaspole IN, Chapman SA, Cooper WA, Ellis SJ, Goh NS, Hopkins PM, Macansh
S, Mahar A, Moodley YP, Paul E, et al. Health-related quality of life in idiopathic
pulmonary fibrosis: data from the Australian IPF registry. Respirology.
2017;22:950-6.

Jones RM, Hilldrup S, Hope-Gill BD, Eccles R, Harrison NK. Mechanical induc-
tion of cough in idiopathic pulmonary fibrosis. Cough. 2011;7:2.

Wuyts WA, Dahlqvist C, Slabbynck H, Schlesser M, Gusbin N, Compere C,
Maddens S, Rizzo S, Kirchgaessler KU, Bartley K, Bondue B. Quality of life and
healthcare resource use in a real-world patient population with idiopathic
pulmonary fibrosis: the PROOF registry. Pulm Ther. 2022,8:181-94.

Key AL, Holt K, Hamilton A, Smith JA, Earis JE. Objective cough frequency in
idiopathic pulmonary fibrosis. Cough. 2010;6:4.

Yount SE, Beaumont JL, Chen SY, Kaiser K, Wortman K, Van Brunt DL, Swigris
J, Cella D. Health-related quality of life in patients with idiopathic pulmonary
fibrosis. Lung. 2016;194:227-34.

Tzouvelekis A, Karampitsakos T, Kourtidou S, Bouros E, Tzilas V, Katsaras M,
Antonou C, Dassiou M, Bouros D. Impact of depression on patients with
idiopathic pulmonary fibrosis. Front Med (Lausanne). 2020;7:29.

Scholand MB, Wolff R, Crossno PF, Sundar K, Winegar M, Whipple S, Carey P,
Sunchild N, Coon H. Severity of cough in idiopathic pulmonary fibrosis is
associated with MUC5 B genotype. Cough. 2014;10:3.

Prasad JD, Paul E, Holland AE, Glaspole IN, Westall GP. Physical activity decline
is disproportionate to decline in pulmonary physiology in IPF. Respirology.
2021;26:1152-9.

Park H, Cho J, Lee J, Park YS, Lee CH, Lee SM, Yoo CG, Kim YW, Han SK, Choi
SM. Prevalence and impact of airway diseases on clinical outcomes in idio-
pathic pulmonary fibrosis. Korean J Intern Med. 2022;37:387-97.

de Andrade JA, Kulkarni T, Neely ML, Hellkamp AS, Case AH, Guntupalli K,
Bender S, Conoscenti CS, Snyder LD. Implementation of guideline recom-
mendations and outcomes in patients with idiopathic pulmonary fibrosis:
data from the IPF-PRO registry. Respir Med. 2021;189:106637.

Case AH, Hellkamp AS, Neely ML, Bender S, Dilling DF, Gulati M, Hotchkin DL,
Huie TJ, Lancaster L, Snyder LD, et al. Associations between patient-reported
outcomes and death or lung transplant in idiopathic pulmonary fibrosis. Data
from the idiopathic pulmonary fibrosis prospective outcomes Registry. Ann
Am Thorac Soc. 2020;17:699-705.

Kim HJ, Snyder LD, Neely ML, Hellkamp AS, Hotchkin DL, Morrison LD, Bender
S, Leonard TB, Culver DA. Investigators I-PR. Clinical outcomes of patients
with combined idiopathic pulmonary fibrosis and emphysema in the IPF-
PRO Registry. Lung. 2022;200:21-9.

Hollmen M, Bromilow T, Smith AB, Mealing S, Lewis D, Galvin L, Jones S,
Pacheco L, Soulard S, Froidure A. I-prefer study: a questionnaire to explore
patient, caregiver and pulmonologist preferences of idiopathic pulmonary
fibrosis treatment options. Patient Prefer Adherence. 2023;17:1621-39.
Swigris JJ, Wilson SR, Green KE, Sprunger DB, Brown KK, Wamboldt FS. Devel-
opment of the ATAQ-IPF: a tool to assess quality of life in IPF. Health Qual Life
Outcomes. 2010;8:77.

Swigris JJ, Wilson H, Esser D, Conoscenti CS, Stansen W, Kline Leidy N, Brown
KK. Psychometric properties of the St George’s Respiratory Questionnaire in
patients with idiopathic pulmonary fibrosis: insights from the INPULSIS trials.
BMJ Open Respir Res. 2018;5:000278.

lgai Y, Porter SE. Development and applicability of a dignity-centred palliative
care programme for people with idiopathic pulmonary fibrosis: a qualitative-
driven mixed methods study. Nurs Open. 2023;10:8-23.

Bacci ED, O'Quinn S, Leidy NK, Murray L, Vernon M. Evaluation of a respiratory
symptom diary for clinical studies of idiopathic pulmonary fibrosis. Respir
Med. 2018;134:130-8.

Gries KS, Esser D, Wiklund I. Content validity of CASA-Q cough domains and
UCSD-SOBQ for use in patients with idiopathic pulmonary fibrosis. Glob J
Health Sci. 2013;5:131-41.

Lindell KO, Kavalieratos D, Gibson KF, Tycon L, Rosenzweig M. The palliative
care needs of patients with idiopathic pulmonary fibrosis: a qualitative study
of patients and family caregivers. Heart Lung. 2017;46:24-9.



Green et al. Respiratory Research

56.

57.

58.

59.

60.

62.

63.

64.

65.

66.

67.

68.

69.

70.

72.

73.

74.

(2024) 25:325

Belkin A, Albright K, Swigris JJ. A qualitative study of informal caregivers’
perspectives on the effects of idiopathic pulmonary fibrosis. BMJ Open Respir
Res. 2014;1:2000007.

Duck A, Spencer LG, Bailey S, Leonard C, Ormes J, Caress AL. Perceptions,
experiences and needs of patients with idiopathic pulmonary fibrosis. J Adv
Nurs. 2015;71:1055-65.

Overgaard D, Kaldan G, Marsaa K, Nielsen TL, Shaker SB, Egerod I. The lived
experience with idiopathic pulmonary fibrosis: a qualitative study. Eur Respir
J.2016;47:1472-80.

Lechtzin N, Hilliard ME, Horton MR. Validation of the cough quality-of-

life questionnaire in patients with idiopathic pulmonary fibrosis. Chest.
2013;143:1745-9.

Bassi |, Guerrieri A, Carpano M, Gardini A, Prediletto |, Polastri M, Curtis JR,
Nava S. Feasibility and efficacy of a multidisciplinary palliative approach in
patients with advanced interstitial lung disease. A pilot randomised con-
trolled trial. Pulmonology. 2023;29(Suppl 4):554-62.

Sato R, Handa T, Matsumoto H, Hirai K, Ohkura N, Kubo T, Hirai T. Antitussive
effect of a chest band in patients with interstitial lung disease: the prelimi-
nary results from a pre-post intervention study. Intern Med. 2021,60:3701-7.
Cheng JZ, Wilcox PG, Glaspole |, Corte TJ, Murphy D, Hague CJ, Ryerson

CJ. Cough is less common and less severe in systemic sclerosis-associated
interstitial lung disease compared to other fibrotic interstitial lung diseases.
Respirology. 2017;22:1592-7.

Veit T, Barnikel M, Kneidinger N, Munker D, Arnold P, Barton J, Crispin A, Milger
K, Behr J, Neurohr C, Leuschner G. Clinical impact of physical activity and
cough on disease progression in fibrotic interstitial lung disease. J Clin Med.
2023;12.

Yuan XY, Zhang H, Huang LR, Zhang F, Sheng XW, Cui A. Evaluation of health-
related quality of life and the related factors in a group of Chinese patients
with interstitial lung diseases. PLoS ONE. 2020;15:€0236346.

Sato R, Handa T, Matsumoto H, Kubo T, Hirai T. Clinical significance of self-
reported cough intensity and frequency in patients with interstitial lung
disease: a cross-sectional study. BMC Pulm Med. 2019;19:247.

Minuk L, Chohan K, Kumbhare D, Reid WD, Wentlandt K, Rozenberg D. Symp-
toms and disease severity in lung transplant candidates co-managed with
palliative care. Ann Palliat Med. 2023;12:324-35.

Algamdi M, Sadatsafavi M, Fisher JH, Morisset J, Johannson KA, Fell CD, Kolb
M, Manganas H, Cox G, Gershon AS, et al. Costs of workplace productivity loss
in patients with fibrotic interstitial lung disease. Chest. 2019;156:887-95.
Nagata K, Tomii K, Otsuka K, Tachikawa R, Otsuka K, Takeshita J, Tanaka K,
Matsumoto T, Monden K. Evaluation of the chronic obstructive pulmonary
disease assessment test for measurement of health-related quality of life in
patients with interstitial lung disease. Respirology. 2012;17:506-12.

Pan RL, Swigris JJ, Zhao YW, Guo AM, Wu Q, Li SJ. Reliability and validity of
Chinese version of a tool to assess the quality of life in idiopathic pulmonary
fibrosis in patients with interstitial lung disease. Int J Nurs Sci. 2019,6:38-42.
Yates H, Adamali HI, Maskell N, Barratt S, Sharp C. Visual analogue scales for
interstitial lung disease: a prospective validation study. QJM. 2018;111:531-9.
Kirsten D, de Vries U, Costabel U, Koschel D, Bonella F, Glnther A, Behr J,
Claussen M, Schwarz S, Prasse A, Kreuter M. A new tool to assess quality of
life in patients with idiopathic pulmonary fibrosis or non-specific interstitial
pneumonia. Pneumologie. 2022;76:25-34.

Mann JMV, Holland AE, Goh NSL, Khor YH. Understanding patient experience
of chronic cough in interstitial lung disease. ERJ Open Res. 2023;9.

Boland JW, Reigada C, Yorke J, Hart SP, Bajwah S, Ross J, Wells A, Papado-
poulos A, Currow DC, Grande G, et al. The adaptation, face, and content
validation of a needs assessment tool: progressive disease for people with
interstitial lung disease. J Palliat Care. 2016;19:549-55.

Swigris J, Cutts K, Male N, Baldwin M, Rohr KB, Bushnell DM. The Living with
Pulmonary Fibrosis questionnaire in progressive fibrosing interstitial lung
disease. ERJ Open Res. 2021;7:00145-2020.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

Page 27 of 27

Bajwah S, Higginson IJ, Ross JR, Wells AU, Birring SS, Riley J, Koffman J.

The palliative care needs for fibrotic interstitial lung disease: a qualitative
study of patients, informal caregivers and health professionals. Palliat Med.
2013;27:869-76.

Paixdo C, Almeida S, Ferreira PG, Mendes MA, Brooks D, Marques A. Lifestyle
integrated functional exercise for people with interstitial lung disease (iLiFE):
a mixed-methods feasibility study. Heart Lung. 2023;60:20-7.

Theodore AC, Tseng CH, Li N, Elashoff RM, Tashkin DP. Correlation of cough
with disease activity and treatment with cyclophosphamide in scleroderma
interstitial lung disease: findings from the scleroderma lung study. Chest.
2012;,142:614-21.

Volkmann ER, Tashkin DP, LeClair H, Roth MD, Kim G, Goldin J, Clements PJ,
Furst DE, Khanna D. Treatment with mycophenolate and cyclophosphamide
leads to clinically meaningful improvements in patient-reported outcomes
in scleroderma lung disease: results of Scleroderma Lung Study II. ACR Open
Rheumatol. 2020;2:362-70.

Volkmann ER, Kreuter M, Hoffmann-Vold AM, Wijsenbeek M, Smith V, Khanna
D, Denton CP, Wuyts WA, Miede C, Alves M, et al. Dyspnoea and cough in
patients with systemic sclerosis-associated interstitial lung disease in the
SENSCIS trial. Rheumatology (Oxford). 2022,61:4397-408.

Topcu A, Mursaloglu HH, Yalcinkaya Y, Karakurt S, Yagiz B, Alaca Z, Demir M,
Coskun BN, Dalkilic E, Inanc N. Evaluation of rheumatoid arthritis and con-
nective tissue disease-related interstitial lung disease with pulmonary physi-
ologic test, HRCT, and patient-based measures of dyspnea and functional
disability. Clin Rheumatol. 2021;40:3797-805.

Fisher CJ, Namas R, Seelman D, Jaafar S, Homer K, Wilhalme H, Young A, Naga-
raja V, White ES, Schiopu E, et al. Reliability, construct validity and responsive-
ness to change of the PROMIS-29 in systemic sclerosis-associated interstitial
lung disease. Clin Exp Rheumatol. 2019;37(Suppl 119):49-56.

Mittoo S, Frankel S, LeSage D, Strand V, Shah AA, Christopher-Stine L, Danoff
S, Hummers LK, Swigris JJ, Huscher D, et al. Patient perspectives in OMERACT
provide an anchor for future metric development and improved approaches
to healthcare delivery in connective tissue disease related interstitial lung
disease (CTD-ILD). Curr Respir Med Rev. 2015;11:175-83.

Fraser SD, Thackray-Nocera S, Shepherd M, Flockton R, Wright C, Sheedy W,
Brindle K, Morice AH, Kaye PM, Crooks MG, Hart SP. Azithromycin for sarcoid-
osis cough: an open-label exploratory clinical trial. ERJ Open Res. 2020;6.
Sinha A, Lee KK, Rafferty GF, Yousaf N, Pavord ID, Galloway J, Birring SS. Predic-
tors of objective cough frequency in pulmonary sarcoidosis. Eur Respir J.
2016;47:1461-71.

Judson MA, Chopra A, Conuel E, Koutroumpakis E, Schafer C, Austin A, Zhang
R, Cao K, Berry R, Khan M, et al. The assessment of cough in a sarcoid-

osis clinic using a validated instrument and a visual analog scale. Lung.
2017;195:587-94.

Gvozdenovic BS, Mihailovic-Vucinic VW, Vukovic MH, Stjepanovic MI, Buha I,
Mihailovic SV, Maric NB. Predictors of cough-specific and generic quality of
life in sarcoidosis patients. Sarcoidosis Vasc Diffuse Lung Dis. 2020;37:158-68.
Judson M. Correction [personal communication]. 2024.

Tashkin DP, Volkmann ER, Tseng CH, Roth MD, Khanna D, Furst DE, Clements
PJ, Theodore A, Kafaja S, Kim GH, et al. Improved cough and cough-specific
quality of life in patients treated for scleroderma-related interstitial lung
disease: results of Scleroderma Lung Study II. Chest. 2017;151:813-20.

Hirons B, Rhatigan K, Kesavan H, Turner RD, Birring SS, Cho PSP. Cough in
chronic lung disease: a state of the art review. J Thorac Dis. 2023;15:5823-43.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.



	﻿The burden of cough in idiopathic pulmonary fibrosis and other interstitial lung diseases: a systematic evidence synthesis
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Search strategy
	﻿Study selection
	﻿Data extraction and synthesis

	﻿Results
	﻿Studies in IPF
	﻿IPF: study characteristics and measures
	﻿IPF: comparisons with other populations
	﻿IPF: association of cough with impact/HRQoL and economic measures
	﻿IPF: economic burden of cough
	﻿IPF: experiences of cough


	﻿Studies in patients with various ILDs and ILDs other than IPF
	﻿ILD: study characteristics and measures
	﻿ILD: comparisons with other populations
	﻿ILD: association of cough with impact/HRQoL measures
	﻿ILD: economic burden of cough
	﻿ILD: experiences of cough

	﻿Discussion
	﻿Conclusions
	﻿References


