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Enhanced recovery from respiratory
infection following treatment with a PDE-5
inhibitor: a single case study

Dear Sirs,
Current guidelines on treatment of acute lower respiratory tract
infection (including acute on chronic exacerbations)1,2 consider the
oxygenation of the alveolar capillaries as the clinical target. Nevertheless,
the physiological function of the lung is to deliver oxygenated blood to
the left atrium, a function reduced by the pulmonary arterio-venous
(A-V) shunt. Current treatments for recovery from chest disease rely on
surrogate outcomes such as forced expiratory volume in one second
(FEV1), even though the hard (and therefore more significant) outcome3

is patient experience – for example, the time to return to normal activity.
This focus on patient-related outcomes is exemplified by the two
systematic reviews on quality of life, health status and functional status
measurement in COPD published in the September 2011 issue of the
PCRJ.4,5

Therefore, I wish to report the effect of treatment with a
phosphodiesterase-5 (PDE- 5) inhibitor on myself when recovering from
an atypical chest infection, which resulted in an immediate improvement
in exercise tolerance. As a 55 year-old UK NHS general practitioner (GP),
I contracted an atypical chest infection requiring hospital admission in
June 2011. Four weeks later a close relative died, and the funeral was to
be held over 400 miles away. Exercise tolerance had improved only
slightly to 100 meters at a slow pace (1-2mph), and the advice of my
own GP and practice partners was that I was unfit to return to work and
so, by implication, unable to participate in the funeral. 

Having already treated the infection, it was postulated that reducing
the A-V shunt by reducing the pulmonary arterio-venous pressure
gradient might improve systemic oxygenation. PDE-5 inhibitors, notably
sildenafil, are licensed in the treatment of pulmonary hypertension (but
not to reduce an apparently normal pulmonary arterial blood pressure).
Related agents, PDE-4 inhibitors, have been used in COPD for their anti-
inflammatory effect.6,7 Tadalafil 5mg (a PDE-5 inhibitor) was available,
since samples had been provided for use in patients with erectile
dysfunction; though it is not licensed for use in pulmonary hypertension
it had the advantage not only of availability but a once-daily dosing
schedule. 

After discussion with my own GP, treatment with tadalafil 5mg
once-daily led to a reduction in breathlessness and a rapid increase in
exercise tolerance to near normal levels, allowing me to travel within 24
hours of starting the medication and being able to walk a mile at a
normal walking pace of 3-4mph two days later. The outcome of the
intervention was me being able to participate fully as a close family
member of the deceased at his funeral. Subsequent daily treatment with
5 mg tadalafil was continued for four weeks; an attempt to stop
treatment after three weeks (over a weekend to avoid occupational
impact) was unsuccessful, with a return of symptoms of shortness of
breath on exercise and reduced exercise tolerance.

The health and economic costs of recovery from acute lung insults

are significant. The total annual cost of COPD to the NHS in 2000-1 was
estimated to be £491,652,000 for direct costs only and £982,000,000
including indirect costs,1 with much of that expense related to
exacerbations: this might be reduced by using PDE-5 inhibitors in
addition to current treatments to avoid or shorten hospital admission.

Pharmaceutical trials normally require extensive preparation and
funding. This is a single case report of an experiment by the author on
himself – a method of scientific investigation with a long and illustrious
history... There was symptomatic and functional improvement within 24
hours following treatment with a PDE-5 inhibitor, which required a 4-
week course of treatment to prevent relapse. If treatment of common
lung diseases with PDE-5 inhibitors is found to be effective in a wider
patient group using more formal research methods, there is the potential
to reduce substantially the morbidity and health service costs of these
conditions.  
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