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Objective: To develop a checklist to facilitate pharmaceutical care for patients with interstitial lung disease who
require or are undergoing treatment with antifibrotic drugs.
Method: Five hospital pharmacists developed an initial list of 37 items divided into 4 blocks: (1) First visit, which
included general patient data and data from the first treatment; (2) follow-up visits, assessing aspects of the
follow-up of the treatment with nintedanib or pirfenidone; (3) telepharmacy, consisting of the evaluation of
the inclusion of patients in a program of this type, course of the disease, and identification of the contact with
the pharmacy service; (4) non-pharmacological treatment and patient information. To decide its potential inclu-
sion in the checklist, 2 rounds of the Delphi were carried out in which the panelists had to assess the degree of
agreement of each proposed item according to its “utility”, which was the determining criterion for its inclusion,
and its “applicability”.
Results: Forty-eight hospital pharmacists were contacted, 30 (63%) agreed in writing to participate, 28 (58%)
completed the first round of the Delphi, and 27 (56%) completed the second round. After the first round of the
Delphi, the questionnaire was amended and comprised 40 items. Of the 40 items evaluated after the 2 rounds
of the Delphi, there were 2 that, based on utility, the participants did not reach consensus for inclusion in the
checklist: the one referring to “History of surgical intervention, specifically abdominal surgery in the last 4
weeks” (finally kept on the checklist due to its involvement in the indication of nintedanib) and tomake recom-
mendations on “Relaxation”. No consensus was reached on their applicability for 2 of the items: “Patient strati-
fication according to the Spanish Society of Hospital Pharmacy (SEFH) chronic patient model” and “Collection
of Results Reported by the Patient”.
Conclusions: Themanagement of patientswith ILD and/or pulmonaryfibrosis is complex and requires amultidis-
ciplinary approach where the hospital pharmacist plays a key role, especially, although not only, in monitoring
drug treatment. We believe that this checklist can contribute from pharmaceutical care to improving the inte-
grated care of patients with ILD who require or are undergoing treatment with antifibrotic drugs.
© 2023 Sociedad Española de Farmacia Hospitalaria (S.E.F.H). Published by Elsevier España, S.L.U. This is an open

access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

Lista de comprobación para la atención farmacéutica del paciente con enfermedad
pulmonar intersticial (CheckEPID): un consenso basado en el método Delphi

r e s u m e n

Objetivo: desarrollar una lista de comprobación para facilitar la atención farmacéutica al paciente con
enfermedad pulmonar intersticial que requieren o están en tratamiento con antifibróticos.
Método: cinco especialistas en farmacia hospitalaria desarrollaron un listado inicial de 37 ítems divididos en 4
bloques: 1) Primera visita del paciente, que incluía datos generales del paciente y datos del primer tratamiento;
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2) Visitas de seguimiento, valorando aspectos del seguimiento del tratamiento con nintedanib o pirfenidona;
3) Telefarmacia, consistente en la evaluación de la inclusión de pacientes en un programa de este tipo, evolución
de la enfermedad, e identificación del contacto con el servicio de farmacia; 4) Tratamiento no farmacológico e
información al paciente. Para decidir su potencial inclusión en el listado de comprobación se realizaron dos
rondas del Delphi en las que los panelistas tenían que valorar de cada ítem propuesto su grado de acuerdo con
su “utilidad”, que fue el criterio determinante para su inclusión, y su “aplicabilidad”.
Resultados: se contactó con 48 farmacéuticos hospitalarios, 30 (63%) aceptaron por escrito participar, 28 (58%)
completaron la primera ronda del Delphi, y 27 (56%) completaron la segunda ronda. Después de la primera
ronda el cuestionario semodificó y quedó constituido por 40 ítems. De los 40 ítems evaluados tras las dos rondas
del Delphi, hubo dos que, basados en la utilidad, los participantes del Delphi no alcanzaron el consenso para su
inclusión en el listado: el referido a “Antecedentes de intervención quirúrgica, específicamente cirugía abdominal
en las últimas 4 semanas” (finalmentemantenido en el listado por su implicación en la indicación de nintedanib)
y el de realizar recomendaciones sobre “Relajación”. En dos de los ítems no se alcanzó consenso sobre su
aplicabilidad: “Estratificación del paciente según el modelo del paciente crónico de la SEFH” y “Recogida de
Resultados Comunicados por el Paciente”.
Conclusiones: el manejo del paciente con EPI y/o fibrosis pulmonar es complejo y requiere una aproximación
multidisciplinar donde el farmacéutico hospitalario juega un papel clave, en especial, aunque no solamente, en
el seguimiento del tratamiento farmacológico. Creemos que esta lista de comprobación puede desde la atención
farmacéutica contribuir a mejorar la atención integrada de los pacientes con EPI que requieren o están en
tratamiento con antifibróticos.

© 2023 Sociedad Española de Farmacia Hospitalaria (S.E.F.H). Publicado por Elsevier España, S.L.U. Este es un
artículo Open Access bajo la licencia CC BY-NC-ND (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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atención farmacéutica
método Delphi

Introduction

Interstitial lung diseases (ILDs) are a heterogeneous group of dis-
orders characterized by inflammation and/or fibrosis of the pulmo-
nary parenchyma.1 Idiopathic interstitial pneumonias are the most
common condition. Within this subset, idiopathic pulmonary fibrosis
(IPF) has the highest prevalence2 and is the quintessential example of
fibrotic ILDs.3 In Spain, although the estimated number of patients
with IPF is between 8000 and 12 000,4 its incidence is expected to in-
crease due to improved diagnostic methods and population ageing.5

Idiopathic pulmonary fibrosis is characterized by progressive wors-
ening of dyspnoea and lung function and has a poor prognosis,6

with a median survival without treatment of 2–5 years after
diagnosis.2,7 In Spain, the leading cause of lung transplantations is
ILD (42% of transplantations), ahead of emphysema/chronic obstruc-
tive pulmonary disease (35%).8

Among the unmet needs expressed by patients with IPF is the
improvement of the multidisciplinary care required by this
disease.9 A possible solution is provided by the World Health
Organization's proposals regarding chronic conditions; it suggested
the implementation of an integrated care model that covers the en-
tire care continuum, from diagnosis until end-of-life, and caters to
the patients' needs whilst being patient-centered.10 Hospital phar-
macists play a crucial role in this integrated care model for patients
with pulmonary fibrosis.11 Their responsibilities include monitor-
ing and educating patients about their treatment, polypharmacy,
and, in general, rationalizing pharmacological treatment, advising
on adverse reaction prevention and management, monitoring for
potential interactions, improving medication adherence and physi-
cian follow-up, providing guidance on overcoming daily life chal-
lenges by steering patients toward patient care and support
programs, and encouraging patients to actively participate in man-
aging their disease.11–14

The Spanish Society of Hospital Pharmacy (SEFH) has incorpo-
rated this integrated care model within its chronic patient care
model15 and in its definition of pharmaceutical care.16 Within this
framework, the objective of this project was as follows: a group of
hospital pharmacists were tasked with the development of a check-
list (CheckEPID) to facilitate pharmaceutical care for patients with
diffuse interstitial lung disease (DILD) who require or are undergoing
treatment with antifibrotics.

Materials and methods

Selection of experts and development of the proposed checklist

The project was coordinated by 2 hospital pharmacists of recognized
standing with expertise in providing pharmaceutical care to patients
with IPF. Together with 3 other experts, they formed the scientific com-
mittee responsible for establishing the objectives, design, scheduling,
and criteria used to select the expert panel. The scientific committee re-
ceived assistance from a consulting company specialising in research
and methodology.

The scientific committee developed an initial list of questions to be
evaluated by the expert panel. This list comprised 31 questions (with
a total of 37 items) divided into 4 blocks, as follows: (1) First patient
visit, which included general patient data: 12 questions on age, sex,
race, weight, allergies, pulmonary, renal and hepatic function, history
of surgical intervention, vaccination record, stratification according to
the SEFH chronic patient model, collection of Patient-Reported Out-
comes (PRO), and first treatment data (with 10 questions related to
treatment with nintedanib or pirfenidone, the only currently approved
treatments for IPD); (2) follow-up visits: 4 questions related to
assessing aspects of nintedanib or pirfenidone treatment follow-up, ad-
herence, and appropriateness of treatment; (3) telepharmacy: 3 ques-
tions on evaluating patients for their inclusion in a telepharmacy
program, evolution of the disease, and identification of the person au-
thorized for telepharmacy access; and (4) non-pharmacological treat-
ment and patient information: 2 questions on hygiene and dietary
recommendations and the elimination of toxic habits. Annex 1 contains
details of the initial checklist (see Annex).

The scientific committee selected panellists to participate in the
Delphi method on the basis of their expertise, type of hospital, and
geographical distribution.

The Delphi method used in the project

AmodifiedDelphimethodwas used in this study. Like other consen-
sus techniques, theDelphimethod seeks to achieve a general agreement
or convergence of opinion on a particular topic, particularly those for
which there is no evidence or any evidence is controversial. The Delphi
method rests on 4 key features: anonymity, to prevent the dominance of
certain opinions; iteration, to allow participants to change their
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opinion; controlled feedback, showing the group and individual re-
sponses; and statistical analysis, to provide a summary measure that
quantifies the degree of consensus.17 Together with other qualitative
techniques, this method has already been used in other projects related
to the management of IPD.18,19

The consulting company contacted potential panellists via email
with a brief explanation of the project, inviting them to participate,
and, if so, to appear on the published list of participants.

Between March and June 2022, 2 rounds of Delphi were conducted
using a specific web tool developed by the consulting company. For
each questionnaire item, panellists had to rate 2 attributes for the po-
tential inclusion of the item in the checklist: "usefulness", defined as
"the suitability/relevance of the information or action mentioned for
its inclusion in the checklist"; and "applicability", understood as "the
feasibility of applying the information or action mentioned in typical
pharmaceutical care practice taking into account typical practice in
their center". Both attributes were scored on a 5-point Likert scale
where the degree of agreement ranged from 1 (completely disagree)
to 5 (completely agree). The second round only included items on
which consensus had not been reached regarding their usefulness or ap-
plicability. In this second round, the panellists used the tool to view in-
formation on the group responses for each item (relative frequency
distribution of responses on the Likert scale) and the individual
responses from the first round.

Statistical analysis

Responses on the Likert scale were grouped into 3 categories: scores
of 1 or 2 corresponded to "disagreement", 3 corresponded to “inconclu-
sive”, and 4 or 5 corresponded to "agreement". Consensus was deemed
to have been reached when at least 70% of participants chose 1 of the 3
categories. However, tomake the resultsmore understandable, the level
of consensus was graded into 4 categories: "unanimity" (100%), "strong
consensus" (80%–99%), "consensus" (70%–79%), and "no consensus"
(b70%).

The statistical analysis was primarily descriptive. The characteristics
of the survey participants are shown with the absolute and relative fre-
quency of each category of the variable presented. For each attribute of
each item, we present the percentage of responses in each of the 3
agreement categories, themedian Likert scale score as a summarymea-
sure of the level of agreement, and the level of consensus achieved. Sta-
tistical analysis was conducted using Microsoft Excel for Microsoft 365
MSO.

Results

Overall participation, participant characteristics, and overall consensus
results

Forty-eight hospital pharmacists were contacted, of whom 30 (63%)
agreed to participate, 28 (58%) completed the first round, and 27 (56%)
completed the second round. More than half of the participants were
from Catalonia, the Community of Madrid, and the Valencian Commu-
nity. There was no representation from the Principality of Asturias,
Castille and León, the Chartered Community of Navarre, La Rioja, and
the autonomous cities of Ceuta and Melilla (Table 1). In total, 70% of
the participants were from third-level hospitals, almost two-thirds
had over 6 years' of experience, and nearly half had treated more than
20 patients with IPD and antifibrotic therapy in the past 12 months
(Table 1).

In the first round, for the attribute usefulness, the expert panel
reached unanimity on 8 items out of the 37, and strong consensus on
22; and for the attribute applicability, they reached unanimity on 3
items, strong consensus on 15, consensus on 6, and no consensus on
13. The scientific committee reviewed the results of the first round
and modified the questionnaire. The vaccination item was divided into

3 parts, one for each vaccination, and the wording of the item identify-
ing the person authorized for telepharmacy access wasmodified. Annex
2 presents these inter-round modifications (see Annex).

The questionnaire now comprised 40 items. In the second round, for
the attribute usefulness, the panel reached unanimity on 14 items,
strong consensus on 23, consensus on 1, and no consensus on 2; and
for the attribute applicability, they reached unanimity on 4 items, strong
consensus on 26, consensus on 7, and no consensus on 3. Next, we pres-
ent the detailed results of the second round.

Results of the second round of Delphi

All 12 demographic and clinical items under the heading "General
patient data" (Table 2) had amedian score of 4 or more on the attribute
usefulness, although consensus was not reached on one of the items:
"History of surgery, specifically abdominal surgery in the last 4 weeks,
in the light of the specific recommendation in the nintedanib summary
of product characteristics"; all items had amedian score of 4 ormore on
the attribute applicability (Table 2), although consensus was not
reached on 2 items: Patient stratification according to the SEFH chronic
patient model was evaluated as "inconclusive" by 67% of participants;
and the collection of PRO was evaluated as "inconclusive" by 52% and
"agreement" by 44%.

In the block "First treatment", consensus was reached on all 10
items, which were unanimously deemed useful and applicable. Most
of the items had a median of 5 (Table 2). However, regarding the item
"How to measure PRO", the consensus on usefulness was "agree" (96%
of responses), whereas the consensus on applicability was "inconclu-
sive" (78% of responses; median=3).

In the block "Follow-up visits", consensus was reached on all 7 items
on the attributes usefulness and applicability (Table 2). All items had a
median of 5, except for item "Include specific questions on adherence
to treatment using the Morisky-Green-Levine scale", which had a me-
dian score of 4. The other adherence item "Include specific questions
on adherence to treatment using dispensing records" had amedian of 5.

There was consensus on the usefulness and applicability of all three
"Telepharmacy" items, with median scores of 5 for usefulness and 4–5
for applicability (Table 2). In the "Non-pharmacological Treatment and
Patient Information" block, consensus was not reached on the useful-
ness and applicability of the item "Recommendations on relaxation".
In total, 59% of respondents agreed on its usefulness, and 37% agreed
on its applicability. The remaining items had median scores of 4–5.

Table 1

Characteristics of the Delphi participants.

Characteristic n = 28,
(%)

Autonomous Community
Andalusia 2 (7)
The Balearic Islands 2 (7)
Catalonia 5 (18)
The Valencian Community 5 (18)
Galicia 2 (7)
Community of Madrid 5 (18)
Othersa 6 (21)

Level of hospital
Third level 21 (71)
Second level 5 (18)
First level 2 (11)

Number of patients with IPD and antifibrotic treatment in the last 12 months
More than 50 7 (25)
Between 21 and 50 6 (21)
Equal to or less than 20 15 (54)

Years of experience
More than 6 y 17 (61)
Between 3 and 5 y 8 (28)
Equal or less than 2 y 3 (11)

a Includes Aragon, the Canary Islands, Cantabria, Castile-La Mancha, Extremadura, and
the Basque Country, with one participant each.
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Table 2

Delphi results.

Usefulness Applicability

Round Agreement
(%)

Inconclusive
(%)

Disagreement
(%)

Median DC Agreement
(%)

Inconclusive
(%)

Disagreement
(%) (%)

Median DC

First patient visit
General data
Age 1 96 4 0 5 SC 100 0 0 5 U
Sex 1 86 14 0 5 SC 89 7 4 5 SC
Weight 1 93 7 0 5 SC 82 18 0 4 SC
Race 2 81 19 0 4 SC 96 4 0 5 SC
Allergies, specifically to peanut and soybean 2 93 7 0 5 SC 93 7 0 5 SC
Lung function before starting treatment
(FVC, FEV1, FEV1/FVC, DLCO)

1 100 0 0 5 U 93 7 0 5 SC

Renal function test data before starting
treatment

1 86 14 0 5 SC 93 7 0 5 SC

Liver function test data before starting
treatment

1 96 4 0 5 SC 93 7 0 5 SC

History of surgical intervention, specifically
abdominal surgery in the last 4 weeks

2 67 33 0 4 NC 89 11 0 5 SC

Influenza vaccination record 2 89 11 0 4 SC 78 15 7 4 C
Pneumococcal vaccination record 2 93 7 0 4 SC 74 19 7 4 C
COVID-19 vaccination record 2 93 7 0 4 SC 78 18 4 4 C
Patient stratification according to the SEFH
Chronic Patient Model

2 74 22 4 4 C 15 67 8 3 NC

Collection of PRO 2 96 4 0 5 SC 44 52 4 3 NC
First treatment data
Report on expectations concerning the
treatment of ILD

2 100 0 0 5 U 85 15 0 5 SC

Provide information on nintedanib or
pirfenidone dosing regimen

1 96 4 0 5 SC 96 4 0 5 SC

Provide information on how to proceed in
the event of forgetting to take a dose of
medication

1 96 4 0 5 SC 96 0 4 5 SC

Provide information on storage conditions
of nintedanib or pirfenidone

1 93 4 4 5 SC 96 0 4 5 SC

Provide information on the most frequent
adverse reactions to nintedanib or
pirfenidone

1 100 0 0 5 U 100 0 0 5 U

Review the patient's complete
pharmacological treatment, with special
emphasis on drugs (or foods) with clinically
relevant interactions with nintedanib or
pirfenidone

1 100 0 0 5 U 93 7 0 5 SC

Provide information on possible
interactions of nintedanib or pirfenidone
(St. John's wort and grapefruit juice)

1 100 0 0 5 U 93 7 0 5 SC

How PRO are measured 2 96 4 0 4 SC 22 78 0 3 C
Specific hygienic-dietary recommendations
to patients on treatment with nintedanib or
pirfenidone (especially on sun exposure for
pirfenidone)

1 96 4 0 5 SC 96 4 0 5 SC

Provide information on specific reliable
sources (web pages and information
materials on ILD, centre protocol
information sheets, etc)

2 100 0 0 4 U 70 30 0 4 C

Follow-up visit
Treatment with nintedanib: ask about current
dosing regimen and intake in relation to
food

1 96 4 0 5 SC 89 11 0 5 SC

Treatment with pirfenidone: ask about
follow-up of the initial ascending regimen,
current dosing regimen, and intake in
relation to food

1 100 0 0 5 U 93 7 0 5 SC

Ask about the most frequent adverse effects
caused by nintedanib (gastrointestinal
disorders) or pirfenidone (photosensitivity
and gastrointestinal disorders)

1 100 0 0 5 U 100 0 0 5 U

Ask about interference with daily life caused
by the most frequent adverse effects of
treatment

2 100 0 0 5 U 100 0 0 5 U

Ask about changes since the previous visit in
terms of concomitant treatment with drugs
or foods with potential interaction with
pirfenidone or nintedanib

1 100 0 0 5 U 96 4 0 5 SC

Assessment of adherence to treatment using
the Morisky-Green-Levine scale

2 89 11 0 5 SC 93 7 0 4 SC

Assessment of adherence to treatment using
dispensing record

1 82 18 0 5 SC 89 7 4 5 SC
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Table 2 (continued)

Usefulness Applicability

Round Agreement
(%)

Inconclusive
(%)

Disagreement
(%)

Median DC Agreement
(%)

Inconclusive
(%)

Disagreement
(%) (%)

Median DC

Telepharmacy
Evaluation of the patient's suitability for
inclusion in a telepharmacy program

2 100 0 0 5 U 89 11 0 4 SC

Degree of evolution of IPD (degree of
dyspnoea, need for oxygen therapy)

2 100 0 0 5 U 93 7 0 4 SC

Identification of the person authorized for
contact in the telepharmacy service

2 96 4 0 5 SC 81 19 0 5 SC

Non-pharmacological treatment and patient information
Recommendation on physical exercise 2 96 4 0 4 SC 89 7 4 4 SC
Recommendation on sleep habits 2 93 7 0 4 SC 78 19 4 4 C
Recommendation on relaxation habits 2 59 37 4 4 NC 37 52 11 3 NC
Recommendation on dietary habits 2 100 0 0 5 U 93 4 4 4 SC
Recommendation on the elimination of toxic
habits, especially tobacco

2 100 0 0 5 U 93 7 0 5 SC

NC, no consensus; C, consensus; SC, strong consensus; FVC, forced vital capacity; DLCO, diffusing capacity for carbonmonoxide; DILD, diffuse interstitial lung disease; FEV1, forced expira-
tory volume in 1 s; DC, degree of consensus; PRO, patient-reported outcomes; SEFH, Spanish Society of Hospital Pharmacy; U, unanimity.

Table 3

Checklist for the pharmaceutical care of patients with interstitial lung disease.

First visit

General data Age
Sex
Weight
Race
Allergies, specifically to peanut and soybean
Lung function before starting treatment (FVC, FEV1, FEV1/FVC, DLCO)
Renal function test data before starting treatment
Liver function test data before starting treatment
History of surgical intervention, specifically abdominal surgery in the last 4 weeks
Influenza vaccination record
Pneumococcal vaccination record
COVID-19 vaccination record
Patient stratification according to the SEFH Chronic Patient Model
Collection of PRO (e.g., King's Brief Interstitial Lung Disease questionnairea)21

First
treatment

Report on expectations concerning the treatment of ILD
Provide information on nintedanib or pirfenidone dosing regimen
Provide information on how to proceed in the event of forgetting to take a dose of medication
Provide information on storage conditions of nintedanib or pirfenidone
Provide information on the most frequent adverse reactions to nintedanib or pirfenidone
Review the patient's complete pharmacological treatment, with special emphasis on drugs (or foods) with clinically relevant interactions with nintedanib
(potent inducers of P-glycoprotein involved in the metabolism of nintedanib, St. John's wort) or pirfenidone (tobacco, potent inducers of both CYP1A2 and other
CYP isoenzymes involved in the metabolism of pirfenidone, grapefruit juice)
Provide information on possible interactions of nintedanib or pirfenidone (St. John's wort and grapefruit juice)
How to measure PROb

Specific hygienic-dietary recommendations to patients on treatment with nintedanib or pirfenidone (especially on sun exposure for pirfenidone)
Provide information on specific reliable sources (web pages and informative materials on ILDs, centre protocol information sheets, etc)

Follow-up visits
Treatment with nintedanib: ask about current dosing regimen and intake in relation to food
Treatment with pirfenidone: ask about follow-up of the initial ascending regimen, current dosing regimen, and intake in relation to food
Ask about the most frequent adverse effects caused by nintedanib (gastrointestinal disorders) or pirfenidone (photosensitivity and gastrointestinal disorders)
Ask about interference with daily life caused by the most frequent adverse effects of treatment
Ask about changes since the previous visit in terms of concomitant treatment with drugs or foods with potential interaction with pirfenidone or nintedanib
Assessment of adherence to treatment with the Morisky-Green-Levine scale22

Assessment of adherence to treatment using dispensing record

Telepharmacy
Evaluation of the patient's suitability for inclusion in a telepharmacy program
Degree of evolution of IPD (degree of dyspnoea, need for oxygen therapy)
Identification of the person authorized for contact in the telepharmacy service

Non-pharmacological treatment and patient information (when deemed appropriate)
Recommendation on physical exercise
Recommendation on sleep habits
Recommendation on dietary habits
Recommendation on the elimination of toxic habits, especially tobacco

FVC, forced vital capacity; DLCO, diffusing capacity for carbonmonoxide; FEV1, forced expiratory volume in one second; DILD, diffuse interstitial lung disease; SEFH, Spanish Society of Hos-
pital Pharmacy.

a The King's Brief Interstitial Lung Disease questionnaire is a self-administered instrument for assessing health-related quality of life specific to interstitial lung disease. It comprises 15
items with 3 domains: psychological, dyspnoea and activities, and chest symptoms. A total score is obtained combining scores on the 3 domains.

b Establish what should be measured, with what instrument, how often, and by whom, preferably in consensus with the hospital's multidisciplinary team.
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Final checklist

After evaluating the results of the final Delphi round, the scientific
committee decided to include in the checklist all items for which there
was consensus on their usefulness. Initially, 2 items were excluded:
the general data item "History of surgical intervention, specifically ab-
dominal surgery in the last 4 weeks" and the non-pharmacological
treatment item "Recommendations on relaxation". However, since
treatment with nintedanib must be initiated at least 4 weeks after ab-
dominal surgery,20 the committee decided to retain this item. Table 3
presents the final checklist.

Discussion

The management of patients with ILD and/or pulmonary fibrosis is
complex and requires a multidisciplinary approach in which hospital
pharmacists play a crucial role, particularly, but not exclusively, in the
monitoring of pharmacological treatment. The checklist we have devel-
oped is intended to help guide such monitoring as part of the pharma-
ceutical care of patients. It may be particularly useful for centers
without a specialized unit for managing such patients.

There was no consensus on the usefulness of 2 items evaluated for
inclusion in the list: the item "History of surgical intervention, specif-
ically abdominal surgery in the last 4 weeks" and "Recommendation
for relaxation". As mentioned above, the scientific committee decided
to retain the former item on the list, given the implications of recent
abdominal surgery on starting treatment with nintedamib. Regarding
the item on relaxation, it should be noted that the chronic breathing
difficulties, coughing, and fatigue experienced by these patients
have a negative impact on their emotional wellbeing and quality of
life by limiting their daily activities.23,24 Anxiety related to fear of
these symptoms and the resulting loss of self-confidence can lead to
increased disability and a dangerous vicious cycle.23 Although re-
search in this area is limited, stress control interventions may im-
prove perceived stress and mood in patients with ILD.23 The lack of
consensus on the inclusion of such recommendations in the checklist
may be due to limited research in this area or to hospital pharmacists
lacking sufficient time and/or training to provide such recommenda-
tions. As a result, it is possible that other professionals in multidisci-
plinary teams caring for patients with ILD should be responsible for
these types of interventions.

Although not decisive for their inclusion in the list, consensus was
not reached on the applicability of 2 items: "Patient stratification ac-
cording to the SEFH chronic patient model" and "Collection of PRO";
and consensus was inconclusive on the item "Method of measuring
PRO". In 2012, the SEFH published a strategic plan for pharmaceutical
care in chronic patients with the goal of enhancing their treatment.
One of plan's objectives was "A patient-centered approach: stratifica-
tion as a tool for the new care model".15 Specific stratification models
have been published by the SEFH for human immunodeficiency virus
infection,25 immune-mediated inflammatory diseases,26 and for pa-
tients with respiratory diseases in general,27 but none has yet been de-
veloped that is specific to pulmonary fibrosis. This aspect may underlie
the lack of consensus on this item regarding its applicability.

If our aim is to implement a patient-centered approach, we must
deepen our understanding of how pulmonary fibrosis affects the pa-
tients' daily lives and identify the optimal methods to measure its im-
pact. Nevertheless, there are very few PRO measures specifically
designed for individuals with ILD or pulmonary fibrosis, and experience
is very limited in those that have been developed or adapted for these
patients.28 Thus, we find it unsurprising that no consensus was reached
regarding its applicability. However, it is also plausible that in this case,
and in that of implementing a stratification model, pressure on
healthcare services may have influenced its assessment in relation to
its applicability.

A possible limitation of this project is the scarce participation of
first- and second-level hospitals. In our setting, there is debate on
whether these diseases should be treated in referral units (located
in third-level hospitals) or if centers with a relevant patient volume
can provide the needed level of specialization.29 We believe that
third-level hospitals are better placed to provide treatment due to
the high volume of patients they treat for these diseases. Another
possible limitation is that the attribute usefulness alone was the
final criterion used to include items in the checklist. The reason
for this decision lay in the definition participants received regard-
ing "usefulness" ("the suitability/relevance of the information or
action mentioned for its inclusion in the checklist"). However, it is
relevant to note that for the checklist to be useful and generalizable
to hospital pharmacy services that care for these patients, it must be
applicable. Therefore, a field study should be conducted to assess
the viability of this checklist in real-life conditions. Integrated pa-
tient support programs for IPF have demonstrated benefits for pa-
tients in terms of medication adherence.30 Although the results
are very preliminary, a retrospective study has shown that a
patient-directed pharmacy program for IPF had a positive impact
on adherence to antifibrotic treatment.31 It would be of interest to
conduct a further study to evaluate the impact of using this check-
list on antifibrotic treatment outcomes and patient satisfaction
with care.

Overall, we believe that this checklist can complement previous
initiatives29 and, through pharmaceutical care, contribute to improving
the integrated care of patients with ILD who require or are undergoing
treatment with antifibrotics.
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cal care perspective, contribute to improving the integrated care of
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