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Table 1.  Pharmacotherapy of idiopathic pulmonary fibrosis – clinical guidelines’

ALAT 	 Latin America Thoracic Association;
ATS      	 American Thoracic Society;
AWMF  	 Arbeitsgemeinschaft der Wissenschaftlichen Medizinischen Fachgesellschaften;
DGP  	 Deutschen Gesellschaft für Pneumologie und Beatmungsmedizin;
ERS      	 European Respiratory Society;
FNRC 	 French National Reference Centre;
JRS            	 Japanese Respiratory Society;
NCCRLD     	 Network of Competence Centres for Rare Lung Diseases;
SEPAR      	 Spanish Society of Pneumology and Thoracic Surgery;
×               	 not recommended;
√             	 recommended;
^               	 except patients with IPF and moderate-severe pulmonary hypertension[26];
*               	 except some patients with a definite diagnosis of IPF, if treatment with an approved drug is not indicated
                	 after having considered participation in a therapeutic clinical trial[41]. 
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The Łazarski University from Warsaw report concerns 
the current healthcare burden related to interstitial lung 
diseases, including IPF. The number of IPF patients treat-
ed in the in-patient setting in 2014 exceeded 4,200, which 
means an increase relative to the previous year, and  
estimated financial costs of these hospital stays exceeded 
PLN 15 million. A median hospital stay lasted seven days, 
and hospital treatment concerned mostly individuals 
aged over 61. The Łazarski University experts have esti-
mated that annual healthcare costs for IPF are higher as 
compared with other diseases. Patients with interstitial 
diseases, including IPF, pose a considerable social bur-
den, particularly in terms of benefits paid by the Social 
Insurance Institution (ZUS). In 2014, the total number 
of sick leave days related to the diagnosis code J84 was 
97.4 thousand days. According to the data presented in 
the Łazarski University report, the total indirect costs in-
curred by ZUS in 2013 in relation to another interstitial 
pulmonary disease exceeded PLN 18 million for pension, 
sickness and rehabilitation benefits[54].

The weakness of the data presented in the report lies in 
the fact that the ICD-10 code J.84 includes also other dis-
eases. In addition, the values of social insurance benefits 
concern only the ZUS-insured individuals and one may 
assume that they are underestimated. Nevertheless, the 
data are to give a general idea of the financial costs relat-

ed to the prevalence of spontaneous pulmonary fibrosis 
and, by comparison with the entire document, indicate 
that measures should be taken to improve the situation 
of Polish patients diagnosed with this disease. Only op-
timisation of healthcare and reimbursement of therapies 
which have been successfully used in Europe may pre-
vent the increase in healthcare expenditure related to IPF 
and reduce the socio-economic losses seen in the natural 
course of the disease[54].

Mortality reduction may be achieved by earlier imple-
mentation of specialist care, because delayed initiation 
of treatment in a reference centre, caused by prolonged 
diagnostic evaluation or its unavailability, was associat-
ed with higher mortality rates[55]. The overall treatment 
costs may be reduced mainly by using clinically effective 
therapies such as pirfenidone and nintedanib[56].

Having analysed reimbursement recommendations 
produced by leading foreign HTA agencies, one should 
note that the need has already been appreciated.  
All the agencies which assessed Esbriet® issued positive 
reimbursement recommendations. Similarly, in the case 
of Ofev® most decisions were positive (except for the  
Australian agency) (Table 2).

Table 2. Recommendation for reimbursement of Esbriet® and Ofev®

AWMSG	 All Wales Medicines Strategy Group;
CADTH	 Canadian Agency for Drugs and Technologies in Health
HAS   	 Haute Autorité de Sainté
NICE   	 National Institute for Health and Clinical Excellence
PBAC    	 Pharmaceutical Benefits Advisory Committee
SMC 	 Scottish Medicines Consortium
NA    	 not applicable
×       	 negative recommendation
√        	 positive recommendation;
^     	 pirfenidone may be use to treatment of IPF when following criteria and conditions are met: mild to      moderate IPF, defined as forced 		
	 vital capacity (FVC) greater than or equal to 50% of predicted; stable disease, defined as FVC not decreased by ≥ 10% during the previous  
	 12 months; treatment discontinued if FVC declines by ≥ 10% within any 12-month period while receiving therapy; patient is under the care  
	 of a specialist with experience in the diagnosis and management of patients with IPF; substantial price reduction[58].
*    	 nintedanib may be use to treatment of IPF when following criteria and conditions are met: forced vital capacity (FVC) greater than or equal  
	 to 50% of predicted; treatment with nintedanib should be discontinued if absolute FVC declines by ≥ 10% within any 12-month period while  
	 receiving therapy. Conditions: under the care of a specialist with experience in the diagnosis and management of IPF; drug plan cost for 	  
	 nintedanib must not exceed the drug plan cost for pirfenidone[59].
^^             for use in patient with a predicted forced vital capacity (FVC) less than or equal to 80%[62,63].
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Summary
In the view of situation of patients with IPF analysed in 
this study, it should be noted that both unknown aeti-
ology and the difficulties related to the diagnosis of the 
disease result in a very unfavourable prognosis and also 
therapies currently used in Poland do not allow for in-
hibiting the progression of IPF. The severity of symptoms 
and the number of comorbidities occurring in the nat-
ural course of this condition has a dramatic impact on 
the deterioration of the quality of life of patients, as time 
goes by excluding them from active participation in so-
cial life and leading to death. This situation is associated 
with high direct and indirect costs associated with IPF, 
which translates into considerable expenses incurred by 
both the health system and social security system.

In view of the lack of access in Poland for effective caus-
al treatment of the disease, it should be also noted that 
the IPF remains an unmet medical need. These condi-
tion belongs to the group of rare diseases which, given 
the current inadequacy of Polish legislative solutions to 
the specific nature of these diseases significantly delays 
the reimbursement of orphan drugs. Therefore Polish pa-
tients do not receive treatment recommended in clinical 
guidelines, which is already available for patients from 
other European countries, including those with GDP 
comparable to that of the Polish GDP. From these point 
of view amendments to the reimbursement law appear to 
be necessary. First, however, pirfenidone and nintedanib 
should be made available as soon as possible, in order to 
meet the challenge that IPF presents to the Polish health-
care system. 
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Footnotes
1.	 Disease progression was defined as the occurrence 

of any of the following events: confirmed drop in 
the predicted value of FVC ≥ 10%, worsened dis-
tance in a 6-minute walk test ≥ 50 m or death[45].


