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• Patients receiving background antifibrotics had a lower FVC% predicted, a longer median time from diagnosis of IPF to study 
entry and were more likely to be using supplemental oxygen at baseline.

• To report the baseline demographics and characteristics of patients in the 
FIBRONEER -IPF trial.

AIM

• FIBRONEER -IPF is a randomized, double-blind, placebo-controlled, multicenter 
study underway in 44 countries worldwide.1

• Patients aged ≥40 years with a diagnosis of IPF, FVC ≥45% predicted and DLco ≥25% 
predicted were allowed to participate in this trial.1

METHODS

• Nerandomilast is the first preferential PDE4B inhibitor currently in a Phase III trial 
in IPF.1

• The characteristics of patients enrolled in the FIBRONEER -IPF trial are 
representative of the IPF population and consistent with other Phase III trials.3–5

CONCLUSIONS
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RESULTS

• Overall, 1,177 patients were randomized in a 1:1:1 ratio to receive nerandomilast 9 mg, 18 mg, or placebo BID for at least 52 weeks.

Baseline patient demographics and 
disease characteristics for all patients

Baseline patient demographics and disease characteristics by 
background antifibrotic use (treated patients)
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ABBREVIATIONS
BID, twice daily; DLco, diffusing capacity of the lung for carbon 
monoxide; FVC, forced vital capacity; ILD, interstitial lung 
disease; IPF, idiopathic pulmonary fibrosis; PDE4B, 
phosphodiesterase 4B; PPF, progressive pulmonary fibrosis; 
R, randomization; SD, standard deviation.

aRandomization is stratified by background antifibrotic use. 
bVariable period where patients will continue blinded treatment and have trial visits 
every 12 weeks.

• Current antifibrotic treatments for IPF (nintedanib and pirfenidone) slow, but do not 
stop, decline in pulmonary function.1

• Nerandomilast (BI 1015550) is an oral preferential inhibitor of PDE4B. 
• Phase III trials are investigating the efficacy and safety of nerandomilast in patients 

with IPF (FIBRONEER -IPF) and PPF (FIBRONEER -ILD).1,2

• Enrolment for both trials1,2 is now complete.

INTRODUCTION

aOne patient in the antifibrotic group and one in the non-antifibrotic group identified in more than one race category. 
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