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Background: Non-cystic fibrosis bronchiectasis is associated with airway pathogen colonization. We planned to investigate the 
inflammatory markers in patients with different airway pathogens and their correlation with disease severity.
Methods: We enrolled patients aged between 20 and 75 from October 2021 to August 2022. All patients had sputum evaluation for 
bacterial and fungal cultures before enrollment, and were classified into four groups according to the culture results.
Results: Forty-four patients with non-CF bronchiectasis and six controls were enrolled and categorized as follows: Group 1, no 
pathogens identified in sputum cultures (n = 14); Group 2, positive fungal culture results (n = 18); Group 3, positive P. aeruginosa 
culture results (n = 7); and Group 4, positive culture results for both fungi and P. aeruginosa (n = 5). Group 4 had significantly higher 
serum defensin α1, IL-6 and tissue inhibitors of MMP (TIMP)-1 levels than group 1 patients. The serum levels of IL-6 and TIMP-1 
were positively correlated with the FACED score and negatively correlated with distance-saturation product.
Conclusion: Significantly higher levels of serum IL-6 and TIMP-1 were found in the patients who had concomitant fungal and 
P. aeruginosa colonization, and were closely related to clinical severity and may have important roles in disease monitoring.
Keywords: TIMP-1, non-cystic fibrosis bronchiectasis, clinical severity

Introduction
Non-cystic fibrosis (non-CF) bronchiectasis is a progressively inflammatory lung disease, which is characterized by recurrent 
bacterial colonization, infection and airway structural destruction.1,2 Inflammation in bronchiectasis is mainly neutrophil 
induced, leading to impaired lung function.3 Degranulation of neutrophil granules releases proteases, and neutrophil elastase 
(NE), which are responsible for increased lung damage. Active NE is associated with P. aeruginosa infection and low 
microbiome diversity, along with a decline in lung function, increased exacerbations and death.4,5 Antibiotic treatment reduces 
inflammatory markers, including NE, interleukin (IL)-8 and tumor necrosis factor (TNF)-α.6,7 NE seems to be a useful 
biomarker for categorizing disease severity, as well as predicting exacerbations and outcomes in bronchiectasis.

Matrix metalloproteinases (MMPs) are activated by NE and play important roles in extracellular matrix modelling. 
A higher MMP-9/tissue inhibitor of MMP (TIMP)-1 ratio has been associated with NE activity, and active MMP-9 and 
MMP-9/TIMP-1 have been closely correlated with the disease severity of bronchiectasis.8 Moreover, Taylor et al found 
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that MMPs vary with airway microbiota composition.9 Not only bacteria (mainly P. aeruginosa) but also Aspergillus spp. 
elicit MMP expression and activation. Garratt et al identified associations between airways with Aspergillus spp. present 
and both higher total MMP-9 and MMP-9/TIMP-1.8 These findings suggest an important role of the lung mycobiome in 
airway inflammation and remodeling.

Moreover, to limit colonization and pathogen invasion, epithelial cells utilize many antimicrobial peptides (AMPs) 
including defensin.10 Parducho et al reported that epithelial β-defensin exhibited a novel antibacterial, in that it reduced 
the formation of biofilm but did not reduce the activity of A. baumannii or P. aeruginosa.11 However, there is limited data 
concerning the association between antimicrobial peptides and airway microbiota in bronchiectasis.

Here, we plan to investigate the systemic inflammatory markers in different airway colonizing pathogens and their 
correlation with clinical severity, including the distance-saturation product (DSP) as derived from a 6 minute-walk test 
(6MWT), FACED score, and Bronchiectasis Severity Index (BSI).12

Methods
Patient Population
We enrolled patients from the outpatient department of thoracic medicine at our hospital with non-CF bronchiectasis 
from the Department of Thoracic Medicine from October 2021 to August 2022. Healthy patients had no evidence of any 
long-term lung condition and no chest infection in the preceding 4 weeks. The age of the enrolled patients ranged from 
20 to 75 years. The inclusion criteria were as follows: bronchiectasis documented in chest high-resolution computed 
tomography (HRCT), chronic sputum production, and steady state defined by the absence of change in symptoms noted 
by the patient over the past 3 weeks. The exclusion criteria were as follows: bronchiectasis with defined etiology (i.e, 
pulmonary tuberculosis, asthma, chronic obstructive pulmonary disease, pneumoconiosis), common variable immuno
deficiency, and use of antibiotics within the last 3 weeks, without sputum evaluations to isolate pathogens. Patients with 
hepatic failure, malignancy, or pregnancy, and those without complete medical record and follow-up data were also 
excluded. Data for calculating the BSI and FACED scores were taken from the patients’ medical records. We defined 
acute exacerbation (AE) as an event that was clinically diagnosed by the physician and required antibiotic prescription 
for acute onset of cough, dyspnea, and changes in sputum characteristics.12

Before enrollment, all of the patients underwent regular sputum analysis for nontuberculous mycobacteria, bacterial 
and fungal cultures. They were then classified into four groups based on culture results. This study was approved by the 
Ethics Committee of Chang Gung Memorial Hospital (IRB 202002288B0), and all participants gave written informed 
consent before they were enrolled into the study.

Six-Minute Walk Test
All of the patients underwent the 6MWT following standard protocols, according to the 2002 ATS statement by 
experienced technicians during clinic visits. Oxygen saturation in room air was measured before and after the test, and 
the Borg scale, walking distance, and standard spirometry before the test were recorded. The tests were conducted in 
room air. The DSP was calculated as final 6MWT distance in meters × lowest oxygen saturation value during the 6MWT.

Enzyme-Linked Immunosorbent Assay
Blood samples were centrifuged at 3000 rpm at 4°C for 15 minutes and then stored at −70°C. Enzyme-linked 
immunosorbent assays were performed to measure levels of serum defensin α1, elastase 2 (MyBiosource, San Diego, 
CA), TNF-α, MMP-9, TIMP-1, IL-17A, IL-8, IL-1β and IL-6 (R&D Systems, Inc., Minneapolis, MN) according to the 
manufacturers’ instructions. All assays were performed in duplicate. For each test, absorbance was first read at 450 nm, 
and then the concentration was calculated based on standard curves.

Statistical Analysis
Parametric data are shown as median (range) or mean (± SD), and categorical data are shown as number (%). 
Comparisons of continuous variables were performed with the nonparametric exact two-tailed Mann–Whitney U-test. 
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Comparisons of categorical variables were performed with Fisher’s exact test. Correlations between parameters were 
evaluated using Spearman’s rank correlation. These statistical analyses were performed using Prism version 9.0 
(GraphPad Prism Software Inc, CA), and a p value ≤ 0.05 was considered to be statistically significant.

Results
We enrolled 6 control subjects (mean age 43.5 years old) and 44 patients with non-CF bronchiectasis (mean age 64.3 
years old). Compared with the control subjects, the patients with non-CF bronchiectasis demonstrated higher serum 
defensin α1 (8137 ± 1623 vs 12281 ± 6742, respectively, p = 0.0275; Table 1, Figure 1A), higher serum IL-6 (0.16 ± 0.39 
vs 4.12 ± 6.33, respectively, p < 0.0001; Table 1, Figure 1B) and higher serum TIMP-1 (155.8 ± 18.5 vs 187.3 ± 34.9, 
respectively, p = 0.0089; Table 1, Figure 1D). The serum MMP-9 were comparable between groups (431.7 ± 125.9 vs 
610.9 ± 276.8, respectively, p = 0.1790, Table 1, Figure 1C).

The patients with non-CF bronchiectasis were further classified into four groups based on sputum fungal and bacterial 
culture results: Group 1, patients who had no pathogens identified from their sputum (n = 14); Group 2, positive fungal 
isolates (n = 18); Group 3, positive P. aeruginosa isolates (n = 7); and Group 4, with both P. aeruginosa and fungal 
isolates (n = 5).

No significant differences were found in sex, body mass index, clinical severity or age between the four groups 
(Table 2). The patients in group 4 who presented with both P. aeruginosa and fungal isolates from their sputa had 
significantly higher serum levels of defensin α1, TIMP-1 and IL-6 compared to those in group 1 (Table 2, Figure 2). In 
addition, serum levels of defensin α1 and TIMP-1 in group 4 were significantly higher than those in group 1 and group 2 
(Figure 2, Table 2). Serum MMP-9/TIMP-1 and MMP-9 were similar between the control subjects and non-CF 
bronchiectasis patients (Table 1) and between all groups (Table 2). The isolated fungal species were listed in Table 3.

We also analyzed the correlation between serum inflammatory markers, antimicrobial peptides, anti-protease makers, 
the 6MWT, and clinical severity scores. Significant negative correlations were found between the serum levels of TIMP-1 
and IL-6 with DSP, whereas positive correlations were found between the serum levels of TIMP-1 and IL-6 with FACED 
score (Figure 3).

Discussion
This prospective study may be the first to focus on levels of serum inflammatory markers, antimicrobial peptides and 
proteases from different airways colonizing pathogens in patients with non-CF bronchiectasis, and investigate their 

Table 1 Baseline Characteristics and Immunochemistry Results of Normal 
Subjects and Patients with Bronchiectasis

Normal Subjects 
n = 6

Bronchiectasis 
n = 44

P value

Age (years), mean ± SD 43.5±6.7 64.3±10.0 <0.0001

Male, n (%) 3 (50) 18 (41) 0.6861

BMI (kg/m2), mean ± SD 21.6±2.7 22.9±3.7 0.4105
Serum biomarker

IL-1 β, pg/ml, mean ± SD 0.00 0.09±0.28 0.3271

Defensin α1, pg/ml, mean ± SD 8137±1623 12,281±6742 0.0275
Elastase 2, ng/ml, mean ± SD 56.56±28.57 44.94±34.36 0.2959

IL-6, pg/ml, mean ± SD 0.16±0.39 4.12±6.33 <0.0001

IL-8, pg/ml, mean ± SD 10.54±2.70 16.43±14.41 0.6675
IL-17A, pg/ml, mean ± SD 2.57±6.10 0.89±1.53 0.8337

TNF-α, pg/ml, mean ± SD 6.35±1.94 6.11±6.73 0.3147

MMP-9, ng/ml, mean ± SD 431.7±125.9 610.9±276.8 0.1790
TIMP-1, ng/ml, mean ± SD 155.8±18.5 187.3±34.9 0.0089

MMP-9/TIMP-1, mean ± SD 2.9±1.1 3.3±1.6 0.6942

Abbreviations: SD, standard deviation; BMI, body mass index.
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correlation with clinical severity. Our results demonstrated higher levels of antimicrobial peptides, α defensin, and serum 
IL-6 in the patients with non-CF bronchiectasis compared to the control subjects, and also significantly higher levels of 
TIMP-1. However, no significant differences were found between the two groups in MMP-9 and MMP-9/TIMP-1. With 
regard to airway pathogens, the highest serum levels of α defensin and TIMP-1 were found in patients with concomitant 
fungus and P. aeruginosa colonization. In addition, positive correlations were noted between serum IL-6 and TIMP-1 
with the FACED score, and negative correlations were noted between serum IL-6 and TIMP-1 with the DSP.

Repeated bacterial colonization, inflammation and bronchial wall destruction are features of non-CF bronchiectasis.1 

AMPs play key roles in host microbial defense, however they have also been shown to be inflammatory markers in 
bronchiectasis.13 Increasing studies have focused on AMPs including defensins and LL-37, which may exhibit activity 
against P. aeruginosa and inhibit biofilm production of P. aeruginosa.11,14 Sibila et al found that elevated sputum LL-37 
levels were associated with P. aeruginosa infection and correlated to exacerbations in bronchiectasis.13 In this study, we 
found significantly higher serum levels of defensin α1 in the non-CF bronchiectasis patients than in the control group. 
Moreover, the levels of serum defensin α1 in the patients with both P. aeruginosa and fungus colonization were higher 
than in those with only fungus colonization and those with neither fungus nor P. aeruginosa colonization. However, 
serum defensin α1 had no significant correlation with clinical severity, including BSI, FACED score and DSP.

Chronic inflammation in non-CF bronchiectasis also plays a major role in bronchial injury, and can induce pro- 
inflammatory cytokine released, including TNF- α, IL-8 and IL-6.15 Gao et al found that serum TNF-α and IL-6 were 

Figure 1 Comparison of inflammatory markers in sera collected from normal subjects (n = 6) and non-CF bronchiectasis patients (n = 44) examined by ELISA. 
Notes: Serum levels of (A) defensin α1; (B) IL-6; (C) MMP-9; (D) TIMP-1. Horizontal lines represent the median values for each group.
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markers for viral infection in patients with bronchiectasis exacerbation.16 Recently, Camargo et al reported significantly 
higher levels of IL-6 in adults with bronchiectasis and were negatively correlated with aerobic capacity.15 We demon
strated a similar finding, as our patients had significantly higher serum IL-6 levels compared to the controls. We also 
found that patients with both P. aeruginosa and fungus colonization had the highest serum IL-6 levels. Furthermore, the 
levels of serum IL-6 were positively associated with the FACED score and negatively associated with DSP, which we 
have previously shown to have comparable predictive ability for mortality.12 These findings elucidated a potential 

Table 2 Clinical Characteristics and Immunochemistry Results of the Four Groups of Bronchiectasis 
According to the Pathogen Isolated from Sputum Samples

Group 1 
n =14

Group 2 
n =18

Group 3 
n =7

Group 4 
n =5

P value

Age (years), mean ± SD 63.4±8.4 63.8±10.7 66.6±3.5 63.6±16.5 0.8763

Male, n (%) 6 (43) 9 (50) 2 (29) 1 (20) 0.5526
BMI (kg/m2), mean ± SD 22.9±3.7 23.9±3.3 21.1±4.0 21.6±4.3 0.3211

Allergic rhinitis, n (%) 7, 50% 13, 72% 2, 29% 4, 80% 0.1470

FEV1, %, mean ± SD 66.6±19.7 72.2±23.5 56.3±22.9 62.6±12.7 0.3967
Lobe involvement 0.4944

≥ 3 lobes, n (%) 6, 43% 12, 67% 5, 71% 3, 60%
BSI, mean ± SD 5.9±2.4 5.5±2.4 10.3±3.8 6.8±4.3 0.0385

FACED, mean ± SD 2.4±1.5 2.7±1.4 3.4±1.1 3.4±1.5 0.3317

DSP, mean ± SD 457±78 375±172 367±65 442±133 0.2640
Serum biomarker

IL-1β, pg/ml, mean ± SD 0.033±0.06 0.056±0.24 0.152±0.29 0.300±0.62 0.4267

Defensin α1, pg/ml, mean ± SD 12154±5141 10,686±3168 13,284±5037 16,975±2754 0.0417
Elastase 2,ng/ml, mean ± SD 50.0±33.6 41.4±35.9 32.3±27.5 61.2±40.5 0.4449

IL-6, pg/ml, mean ± SD 1.79±2.0 4.33±7.2 3.92±4.6 10.2±9.9 0.075

IL-8, pg/ml, mean ± SD 21.2±18.3 9.9±5.2 21.4±17.3 19.6±16.0 0.1209
IL-17A, pg/ml, mean ± SD 0.56±1.1 1.17±1.9 0.21±.56 1.80±2.0 0.2024

TNF-α, pg/ml, mean ± SD 5.79±4.9 4.80±7.1 8.20±10.6 8.81±1.8 0.1147

MMP-9, ng/ml, mean ± SD 651.4±228.0 555.3±275.9 625.3±349.5 677.5±349.8 0.6270
TIMP-1, ng/ml, mean ± SD 175.5±26.0 180.7±24.8 189.0±22.5 241.1±56.1 0.0353

MMP-9/TIMP-1, mean ± SD 3.8±1.5 3.1±1.6 3.4±2.1 2.7±0.9 0.3176

Abbreviations: SD, standard deviation; BMI, body mass index; BSI, bronchiectasis severity index; DSP, distance-saturation 
product.

Figure 2 Comparison of inflammatory markers in sera collected from non-CF bronchiectasis patients, dividing into 4 groups. 
Notes: Group 1, patients who had no any pathogen identified from sputum (n = 14); Group 2, positive fungal isolates (n = 18); Group 3, positive P. aeruginosa isolates (n 
= 7); and Group 4, concomitant P. aeruginosa and fungus isolates (n = 5). Serum levels of (A) defensin α1; (B) IL-6; (C) TIMP-1. Horizontal lines represent the median values 
for each group.
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association between serum levels of IL-6 and pathogen infection, and that serum levels of IL-6 may play a key role in the 
clinical severity of non-CF bronchiectasis.

MMPs are extracellular matrix remodeling peptidases, which can degrade extracellular matrix components and 
participate in inflammatory processes of several chronic lung diseases.17 An inverse correlation between serum MMP- 
9 with forced expiratory volume of 1 second has been demonstrated in patients with chronic obstructive pulmonary 
disease.18 MMPs are inhibited by TIMPs, which are endogenous protein regulators. Elevated serum MMP-9 concen
trations and MMP-9/TIMP-1 ratio have also been associated with an increased risk of mortality19 and to be predictors 
of emphysema.20,21 Lin et al found significantly increased expressions of lung connective tissue growth factor in OVA- 
challenged mice, and that this was positively associated with smooth muscle proliferation, MMP-9, and TIMP-1.22 

Matsumoto et al stated that TIMP-1 may play an important role in thickening of airway smooth muscle in patients with 
asthma, resulting in airflow obstruction.23 Recently, Garratt et al reported associations between both active MMP-9 and 
MMP-9/TIMP-1 in sputum with increased expressions of free NE and the progression of cystic fibrosis. The elevated 
MMP-9/TIMP-1 ratio in sputum suggests that proteinase-anti-proteinase imbalance may be involved in airway 

Table 3 Fungal Species Isolated from Sputum 
Samples in Non-CF Bronchiectasis Patients

Fungal Species Group 2 
n=18, (n, %)

Group 4 
n=5 (n, %)

Aspergillus Flavus 4, 22% 1, 20%

Aspergillus Niger 1, 6% 0
Aspergillus versicolor 2, 11% 0

Aspergillus spp 1, 6% 0

Penicillium 9, 50% 3, 60%
Cladosporium 6, 33% 1, 20%

Mold 6, 33% 4, 80%

Figure 3 The correlation between serum IL-6, TIMP-1 and DSP, the clinical severity score (BSI, FACED).
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damage.8 Moreover, the levels of MMP-8 and MMP-9 have been associated with clinical severity, including high- 
resolution computed tomography scores, pulmonary function and BSI.24 Taylor et al also reported that patients with 
bronchiectasis with H. influenzae–dominant infections of the airway had elevated MMP-8 activity than those with 
P. aeruginosa– dominant infections of the airway. In addition, they found that forced expiratory volume in 1 second 
was significantly inversely correlated with MMP-9/TIMP-1, MMP-8, and MMP-8/TIMP-1, and also positive correla
tions among MMP-1, MMP-8, MMP-9, and TIMP-2 with multiple inflammatory markers (serum CRP level, and 
sputum neutrophil, IL-8, IL-1β levels).9 In this study, we did not find significantly elevated levels of serum MMP-9 or 
MMP-9/TIMP-1 in the patients with non-CF bronchiectasis compared with the controls. In subgroup analysis of the 
different airway-colonizing pathogens, we also no significant differences among the groups. Levels of MMP can be 
affected by inflammation and infections of the airway, and MMP-9/TIMP-1 may differ according to the stage of non- 
CF bronchiectasis.

TIMPs are well recognized for the ability of controlling the activity of MMPs.25 Dong et al reported significant 
elevations of secreted TIMP-1 in the serum and bronchoalveolar lavage fluid in a mouse model of multi-walled carbon 
nanotube exposure. Increased TIMP-1 levels have also been reported in other lung diseases, including idiopathic 
pulmonary fibrosis and bleomycin-induced lung fibrosis.26 Thus, it is possible that TIMP-1 elevation represents 
a shared molecular response and that it plays a crucial role in the development of fibrosis, particularly in the initial 
phase of inflammation and tissue remodeling.27 Although the serum levels of MMP-9 in the non-CF bronchiectasis 
patients were not significantly different from those in the controls in the present study, we found that serum levels TIMP- 
1 were significantly higher than in normal subjects. In addition, the group with concomitant fungus and P. aeruginosa 
demonstrated the highest serum TIMP-1 levels. Furthermore, serum levels of TIMP-1 were significantly positively 
correlated with the FACED score, significantly negatively correlated with DSP, and showed a trend of a positive 
correlation with BSI, all of which represent clinical severity and are predictors of mortality.12 These findings suggest 
that serum levels of IL-6 and TIMP-1 may be primarily triggered by airway pathogens, and that they are closely 
associated with clinical severity.

There are several limitations to this study. First, biomarker analysis was only performed at the serum level. We found 
no differences in MMP-9 or MMP-9/TIMP-1, however this may be because serum levels of these markers could not 
properly reflect activity in the airway. However, we still found significant associations between the serum levels of 
TIMP-1 and IL-6 with airway pathogens and disease severity, indicating the key role that systemic inflammation plays in 
non-CF bronchiectasis. Second, the prognosis was assessed in terms of mortality from any cause, and associations with 
the biomarkers would be of interest. We enrolled patients from outpatient clinics, and all patients are still currently alive, 
so we were unable to determine an association between these biomarkers and mortality. Third, patients with positive 
fungal culture may be higher in our study, this may attribute to the warm and humid weather in Taiwan. Forth, we only 
identified pathogens from the sputum through fungal and bacterial culture. 16S rRNA gene sequencing of sputum 
samples would be a better method. Furthermore, the age was significantly different between healthy control and patients 
with bronchiectasis in our study, which may have an impact on systemic inflammatory marker. Nevertheless, the levels of 
serum IL-6 and TIMP-1 were still higher in group 4 patients with concomitant P. aeruginosa and fungal isolates, 
suggested more significant inflammation. The number of included patients was also limited, and larger prospective 
studies are warranted to validate our findings.

In conclusion, our results demonstrated significantly higher serum levels of TIMP-1, α defensin and IL-6 in the 
patients with bronchiectasis and concomitant fungus and P. aeruginosa colonization. In addition, the levels of 
serum of TIMP-1 and IL-6 were closely related to clinical severity and may have important roles in disease 
monitoring.

Abbreviations
AMP: antimicrobial peptide; BSI: Bronchiectasis Severity Index; CF: cystic fibrosis; DSP: distance-saturation product; 
MMP: matrix metalloproteinase; NE: neutrophil elastase; TIMP-1: tissue inhibitor of MMP.

Journal of Inflammation Research 2024:17                                                                                          https://doi.org/10.2147/JIR.S465413                                                                                                                                                                                                                       

DovePress                                                                                                                       
5707

Dovepress                                                                                                                                                               Lin et al

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Data Sharing Statement
The data sets analyzed in the current study are available from the corresponding author, Chun-Yu Lin, upon reasonable 
request.

Ethics Approval and Consent to Participate
This study was carried out in accordance with the principles of the Declaration of Helsinki and approved by the Ethics 
Review Committee of Chang Gung Medical Foundation (approval no. IRB 202002288B0). All participants provided 
written informed consent. All procedures followed were in accordance with the ethical standards of the IRB of Chang 
Gung Medical Foundation and with the Helsinki Declaration.

Consent for Publication
Informed consent was obtained from all individual participants included in the study.

Acknowledgments
We express our thanks to the staff of the Department of Thoracic Medicine.

Author Contributions
All authors made a significant contribution to the work reported, whether that is in the conception, study design, 
execution, acquisition of data, analysis and interpretation, or in all these areas; took part in drafting, revising or critically 
reviewing the article; gave final approval of the version to be published; have agreed on the journal to which the article 
has been submitted; and agree to be accountable for all aspects of the work.

Funding
This study was supported by Taiwan National Science Research Project (NMRP) grant (MOST 110-2635-B-182A-006). 
The funders had no role in the study design, data collection and analysis, decision to publish, or manuscript preparation.

Disclosure
The authors declare that they have no competing interests.

References
1. Hsieh MH, Chou PC, Chou CL, et al. Matrix metalloproteinase-1 polymorphism (−1607G) and disease severity in non-cystic fibrosis bronchiectasis 

in Taiwan. PLoS One. 2013;8(6):e66265. doi:10.1371/journal.pone.0066265
2. Chotirmall SH, Chalmers JD. RESPIRE: breathing new life into bronchiectasis. Eur Respir J. 2018;51(1):1702444. doi:10.1183/13993003.02444- 

2017
3. Richardson H, Dicker AJ, Barclay H, Chalmers JD. The microbiome in bronchiectasis. Eur Respir Rev. 2019;28(153):190048. doi:10.1183/ 

16000617.0048-2019
4. Oriano M, Gramegna A, Terranova L, et al. Sputum neutrophil elastase associates with microbiota and Pseudomonas aeruginosa in bronchiectasis. 

Eur Respir J. 2020;56(4):2000769. doi:10.1183/13993003.00769-2020
5. Chalmers JD, Moffitt KL, Suarez-Cuartin G, et al. Neutrophil elastase activity is associated with Exacerbations and Lung Function Decline in 

Bronchiectasis. Am J Respir Crit Care Med. 2017;195(10):1384–1393. doi:10.1164/rccm.201605-1027OC
6. Chalmers JD, Smith MP, McHugh BJ, Doherty C, Govan JR, Hill AT. Short- and long-term antibiotic treatment reduces airway and systemic 

inflammation in non-cystic fibrosis bronchiectasis. Am J Respir Crit Care Med. 2012;186(7):657–665. doi:10.1164/rccm.201203-0487OC
7. Menendez R, Mendez R, Amara-Elori I, et al. Systemic Inflammation during and after Bronchiectasis Exacerbations: impact of Pseudomonas 

aeruginosa. J Clin Med. 2020;9(8):2631. doi:10.3390/jcm9082631
8. Garratt LW, Sutanto EN, Ling KM, et al. Matrix metalloproteinase activation by free neutrophil elastase contributes to bronchiectasis progression in 

early cystic fibrosis. Eur Respir J. 2015;46(2):384–394. doi:10.1183/09031936.00212114
9. Taylor SL, Rogers GB, Chen AC, Burr LD, McGuckin MA, Serisier DJ. Matrix metalloproteinases vary with airway microbiota composition and 

lung function in non-cystic fibrosis bronchiectasis. Ann Am Thorac Soc. 2015;12(5):701–707. doi:10.1513/AnnalsATS.201411-513OC
10. Hou M, Zhang N, Yang J, et al. Antimicrobial peptide LL-37 and IDR-1 ameliorate MRSA pneumonia in vivo. Cell Physiol Biochem. 2013;32 

(3):614–623. doi:10.1159/000354465
11. Parducho KR, Beadell B, Ybarra TK, et al. The Antimicrobial Peptide Human Beta-Defensin 2 Inhibits Biofilm Production of Pseudomonas 

aeruginosa without compromising metabolic activity. Front Immunol. 2020;11:805. doi:10.3389/fimmu.2020.00805
12. Lin CY, Hsieh MH, Fang YF, et al. Predicting mortality in non-cystic fibrosis bronchiectasis patients using distance-saturation product. Ann Med. 

2021;53(1):2034–2040. doi:10.1080/07853890.2021.1999490

https://doi.org/10.2147/JIR.S465413                                                                                                                                                                                                                                    

DovePress                                                                                                                                                 

Journal of Inflammation Research 2024:17 5708

Lin et al                                                                                                                                                               Dovepress

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1371/journal.pone.0066265
https://doi.org/10.1183/13993003.02444-2017
https://doi.org/10.1183/13993003.02444-2017
https://doi.org/10.1183/16000617.0048-2019
https://doi.org/10.1183/16000617.0048-2019
https://doi.org/10.1183/13993003.00769-2020
https://doi.org/10.1164/rccm.201605-1027OC
https://doi.org/10.1164/rccm.201203-0487OC
https://doi.org/10.3390/jcm9082631
https://doi.org/10.1183/09031936.00212114
https://doi.org/10.1513/AnnalsATS.201411-513OC
https://doi.org/10.1159/000354465
https://doi.org/10.3389/fimmu.2020.00805
https://doi.org/10.1080/07853890.2021.1999490
https://www.dovepress.com
https://www.dovepress.com


13. Sibila O, Perea L, Canto E, et al. Antimicrobial peptides, disease severity and exacerbations in bronchiectasis. Thorax. 2019;74(9):835–842. 
doi:10.1136/thoraxjnl-2018-212895

14. Beringer PM, Bensman TJ, Ho H, et al. Rhesus theta-defensin-1 (RTD-1) exhibits in vitro and in vivo activity against cystic fibrosis strains of 
Pseudomonas aeruginosa. J Antimicrob Chemother. 2016;71(1):181–188. doi:10.1093/jac/dkv301

15. de Camargo AA, de Castro RAS, Vieira RP, et al. Systemic Inflammation and Oxidative Stress in Adults with Bronchiectasis: association with 
clinical and functional features. Clinics. 2021;76:e2474.

16. Gao YH, Guan WJ, Xu G, et al. The role of viral infection in pulmonary exacerbations of bronchiectasis in adults: a prospective study. Chest. 
2015;147(6):1635–1643. doi:10.1378/chest.14-1961

17. Cabral-Pacheco GA, Garza-Veloz I, Castruita-De la Rosa C, et al. The roles of matrix metalloproteinases and their inhibitors in human diseases. 
Int J Mol Sci. 2020;21(24). doi:10.3390/ijms21249739

18. Linder R, Ronmark E, Pourazar J, Behndig A, Blomberg A, Lindberg A. Serum metalloproteinase-9 is related to COPD severity and symptoms - 
cross-sectional data from a population based cohort-study. Respir Res. 2015;16(1):28. doi:10.1186/s12931-015-0188-4

19. Linder R, Ronmark E, Pourazar J, Behndig AF, Blomberg A, Lindberg A. Proteolytic biomarkers are related to prognosis in COPD- report from a 
population-based cohort. Respir Res. 2018;19(1):64. doi:10.1186/s12931-018-0772-5

20. Vignola AM, Riccobono L, Mirabella A, et al. Sputum metalloproteinase-9/tissue inhibitor of metalloproteinase-1 ratio correlates with airflow 
obstruction in asthma and chronic bronchitis. Am J Respir Crit Care Med. 1998;158(6):1945–1950. doi:10.1164/ajrccm.158.6.9803014

21. Lo CY, Huang HY, He JR, et al. Increased matrix metalloproteinase-9 to tissue inhibitor of metalloproteinase-1 ratio in smokers with airway 
hyperresponsiveness and accelerated lung function decline. Int J Chron Obstruct Pulmon Dis. 2018;13:1135–1144. doi:10.2147/COPD.S161257

22. Lin SC, Chou HC, Chiang BL, Chen CM. CTGF upregulation correlates with MMP-9 level in airway remodeling in a murine model of asthma. 
Arch Med Sci. 2017;13(3):670–676. doi:10.5114/aoms.2016.60371

23. Matsumoto H, Niimi A, Takemura M, et al. Relationship of airway wall thickening to an imbalance between matrix metalloproteinase-9 and its 
inhibitor in asthma. Thorax. 2005;60(4):277–281. doi:10.1136/thx.2004.028936

24. Guan WJ, Gao YH, Xu G, et al. Sputum matrix metalloproteinase-8 and −9 and tissue inhibitor of metalloproteinase-1 in bronchiectasis: clinical 
correlates and prognostic implications. Respirology. 2015;20(7):1073–1081. doi:10.1111/resp.12582

25. Ries C. Cytokine functions of TIMP-1. Cell Mol Life Sci. 2014;71(4):659–672. doi:10.1007/s00018-013-1457-3
26. Tomita M, Okuyama T, Katsuyama H, et al. Mouse model of paraquat-poisoned lungs and its gene expression profile. Toxicology. 2007;231(2– 

3):200–209. doi:10.1016/j.tox.2006.12.005
27. Dong J, Ma Q. TIMP1 promotes multi-walled carbon nanotube-induced lung fibrosis by stimulating fibroblast activation and proliferation. 

Nanotoxicology. 2017;11(1):41–51. doi:10.1080/17435390.2016.1262919

Journal of Inflammation Research                                                                                                     Dovepress 

Publish your work in this journal 
The Journal of Inflammation Research is an international, peer-reviewed open-access journal that welcomes laboratory and clinical findings on 
the molecular basis, cell biology and pharmacology of inflammation including original research, reviews, symposium reports, hypothesis 
formation and commentaries on: acute/chronic inflammation; mediators of inflammation; cellular processes; molecular mechanisms; pharmacology 
and novel anti-inflammatory drugs; clinical conditions involving inflammation. The manuscript management system is completely online and 
includes a very quick and fair peer-review system. Visit http://www.dovepress.com/testimonials.php to read real quotes from published authors.  

Submit your manuscript here: https://www.dovepress.com/journal-of-inflammation-research-journal

Journal of Inflammation Research 2024:17                                                                                   DovePress                                                                                                                       5709

Dovepress                                                                                                                                                               Lin et al

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1136/thoraxjnl-2018-212895
https://doi.org/10.1093/jac/dkv301
https://doi.org/10.1378/chest.14-1961
https://doi.org/10.3390/ijms21249739
https://doi.org/10.1186/s12931-015-0188-4
https://doi.org/10.1186/s12931-018-0772-5
https://doi.org/10.1164/ajrccm.158.6.9803014
https://doi.org/10.2147/COPD.S161257
https://doi.org/10.5114/aoms.2016.60371
https://doi.org/10.1136/thx.2004.028936
https://doi.org/10.1111/resp.12582
https://doi.org/10.1007/s00018-013-1457-3
https://doi.org/10.1016/j.tox.2006.12.005
https://doi.org/10.1080/17435390.2016.1262919
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
https://www.dovepress.com
https://www.dovepress.com

	Introduction
	Methods
	Patient Population
	Six-Minute Walk Test
	Enzyme-Linked Immunosorbent Assay
	Statistical Analysis

	Results
	Discussion
	Abbreviations
	Data Sharing Statement
	Ethics Approval and Consent to Participate
	Consent for Publication
	Acknowledgments
	Author Contributions
	Funding
	Disclosure

