
Is the microbiome- induced glycolytic 
pathway a harbinger of acute 
exacerbation of idiopathic 
pulmonary fibrosis?
Ram P Naikawadi   

Idiopathic pulmonary fibrosis (IPF) is a 
chronic age- related disease with increasing 
prevalence that is characterised by 
progressive loss of lung function, which 
contributes to accelerated morbidity and 
mortality. While the exact aetiology is 
unknown, studies in patients with IPF and 
murine models of lung fibrosis have estab-
lished genetic mutations1 2 and telomere 
dysfunction in alveolar epithelial cells3 as 
molecular drivers that lead to a series of 
events involving aberrant repair, fibroblast 
activation, senescence reprogramming, 
epithelial to mesenchymal transition and 
inflammatory cell recruitment to the 
fibrotic niche. After onset, disease progres-
sion is variable, with some patients 
suffering acute exacerbation. Although the 
cause of acute exacerbation remains 
unknown, they may be encountered in 
patients exposed to secondary insults, 
such as environmental pollutants like 
chitin polysaccharides,4 5 smoking and 
altered immune response.6

To better understand the aetiology of 
acute exacerbation, several groups inves-
tigated the role of microbiome in IPF.7–10 
Altered and increased bacterial burden is 
a common finding across all these studies. 
Molyneaux et al employed 16S bacterial 
ribosomal RNA sequencing to show there 
is increased bacterial burden in IPF lungs 
compared with control subjects and that 
patient survival was inversely correlated 
with bacterial burden.7 In the Correlating 
Outcomes with biochemical Markers 
to Estimate Time- progression in IPF 
(COMET- IPF) study, Han and colleagues 
found a significant association between 
relative abundance of Streptococcus and 
Staphylococcus with IPF disease progres-
sion.8 More recently, in a bleomycin model 
of lung fibrosis, O’Dwyer et al report that 
lung dysbiosis precedes peak lung injury 

and persists during fibrogenesis. More-
over, germ- free mice were protected 
from mortality resulting from pulmonary 
fibrosis.9

These studies demonstrate that micro-
bial subtypes and cellular pathways are 
dysregulated during acute exacerbation 
in patients with IPF. Ingenuity pathway 
analysis (IPA) of bronchoalveolar lavage 
(BAL) fluid by Huang et al11 identi-
fied immune pathways that correlated 
with progression- free survival (PFS) and 
microbial diversity. Increased abundance 
of Streptococcus operational taxonomic 
unit 1345 correlated with decreased 
immune response and poor PFS. Further, 
they demonstrated that host–microbiome 
interactions influence fibroblast respon-
siveness. Streptococcus was the most 
common genus, followed by Prevotella 
and Veillonella in BAL fluid of patients 
with IPF. Pneumolysin, a pore- forming 
toxin from Streptococcus pneumoniae was 
shown to exacerbate fibrosis in murine 
model.12 However, the mechanism by 
which S. pneumoniae aggravates fibrosis 
was unclear.

In response to pathogen invasion, host 
cells undergo reprogramming, including 
activation of the glycolytic pathway. 
Disruption of glycolysis is also implicated 
in sepsis.13 However, its role was unclear 
in fibrosis until recently when glycolytic 
reprogramming was reported to play a role 
in lung fibrosis pathology.14 Glycolysis is a 
physiological process responsible for regu-
lating glucose metabolism. Among various 
glucose transporters, glucose transporter 
(GLUT)1 is a key glucose transporter that 
is highly conserved in mammalian cells.

The importance of GLUT1- dependent 
glycolysis in fibrosis was demonstrated by 
Cho et al,15 who reported that GLUT1- 
dependent glycolysis in the lungs of aged 
mice was significantly higher compared 
with young mice. Moreover, pharmaco-
logical inhibition of GLUT1 attenuated 
lung fibrosis. Following up on their study, 
Cho et al identified a novel mechanism 
where GLUT1- dependent inflammasome 
activation exacerbated lung fibrosis. In this 

study, the authors report that a secondary 
insult with S. pneumoniae infection in 
bleomycin- treated mice resulted in exac-
erbation of fibrosis. The authors chose 
Streptococcus for secondary infection 
because it is reported to be abundant in 
patients with IPF with acute worsening 
of their disease.8 In this study, GLUT1 
expression was selectively elevated in 
bleomycin+S. pneumoniae- treated lungs. 
Myeloid cell- specific deletion of GLUT1 
using LysM- cre mice ameliorated glycol-
ysis, fibrosis and morbidity.

Inflammasomes (NLRP1, NLRP3, 
IPAF1 and AIM2) are multiprotein 
complexes that assist in maturation of 
proinflammatory cytokines to participate 
in immune defence. Fluctuations in the 
glycolytic pathway signal inflammasome 
activation.16 Exposure to pathogens, 
pathogen- associated molecular patterns 
or danger- associated molecular patterns 
activates NLRP3 inflammasome.17 NLRP3 
inflammasome is also activated in response 
to high extracellular glucose levels.18 
Conversely, Moon et al19 reported that 
mammalian target of rapamycin complex 
1 (mTORC1)- induced glycolysis activates 
the absent in melanoma 2 (AIM2) inflam-
masome, which is also a cytosolic dsDNA 
sensor. Because circulating cell- free mito-
chondrial DNA (mtDNA) is elevated in 
patients with IPF, Cho et al hypothesised 
that AIM2 inflammasome can poten-
tially recognise mtDNA contributing to 
acute exacerbation of fibrosis. In the BAL 
samples of the bleomycin+S. pneumoniae 
group, increased inflammatory cells with 
augmented AIM2 inflammasome activa-
tion localised to alveolar macrophages. 
To determine the role of NLRP3 inflam-
masome, when NLRP3−/− mice were stim-
ulated with bleomycin+S. pneumoniae, 
increased collagen deposition, inflamma-
tory cells and mediators such as AIM2 and 
interleukin (IL)-1β were still observed. 
This indicates that these processes occur 
independent of NLRP3.

To understand the mechanism between 
GLUT1- dependent glycolysis and AIM2 
inflammasome activation, siRNA- 
mediated knockdown of GLUT1 in bone 
marrow- derived macrophages from 
NLRP3−/− mice resulted in significant 
decrease in glycolysis. Treatment with 
poly (dA:dT), a potent inflammasome 
activator, decreased downstream activa-
tion of procaspase 1 and pro- IL-1β. To 
determine whether GLUT1- dependent 
glycolysis regulates AIM2 inflammasome 
activation, LysMCre- GLUT1fl/fl mice 
treated with bleomycin+S. pneumoniae 
abrogated activation of AIM2, and caspase 
1 p20 complex activation was significantly 
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diminished. These data confirm that 
GLUT1- dependent glycolysis indeed regu-
lates AIM2 activation in macrophages. To 
confirm the role of AIM2 downstream 
GLUT1 activation, when AIM2 knockout 
mice were treated with bleomycin+S. 
pneumoniae, total collagen protein levels, 
caspase activation and IL-1β levels were 
decreased. This phenotype was not evident 
when Aim2 knockout mice were treated 
with bleomycin alone, indicating that 
AIM2- dependent regulation of fibrosis is 
specific to S. pneumoniae infection.

Accumulating evidence suggests that 
the microbial population is elevated in 
lungs of patients with IPF, compromising 
host defence and leading to heightened 
inflammation and risk of acute exac-
erbation. Metabolomic approaches in 
microbiome research has laid foundation 
to focus on specific genera which are 
otherwise not possible due to difficulty 
in culturing certain bacterial species. 
The findings in this study by Cho and 
colleagues have relevant clinical implica-
tions. They provide evidence of a plau-
sible mechanistic link between bacterial 
infection, glycolysis, AIM2 inflammasome 
and progressive lung fibrosis. Limitations 
of this study include the use of LysM- cre 
mice, where cre is expressed not just in 
macrophages but neutrophils, dendritic 
cells and monocytes as well. Usage of 
macrophage- specific Cx3cr1- cre driver 
mice would strengthen that the findings 
are specific to macrophages. Despite using 
bone marrow- derived macrophages from 
AIM2 whole- body knockout, the use of 
macrophage- specific AIM2 deletion would 
make the study more affirmative. Finally, 
although AIM2 levels were found to be 
higher in IPF lungs, the cells expressing 
AIM2 need further identification.

Although the findings from the study 
by Cho et al20 provide novel mechanistic 
insight regarding the relationship between 
bacterial infection and lung fibrosis, it also 
raises additional questions that remain 
to be answered. For example, are these 

mechanistic findings relevant to other 
microbes associated with IPF exacerba-
tion? Are these findings relevant to bacte-
rial load or bacterial subtypes? Do other 
GLUT transporters contribute to AIM2 
inflammasome activation? Currently, 
there is no unified approach to treating 
acute exacerbation in IPF. Answering these 
questions will address whether GLUT1 
and AIM2 activation are central mediators 
of acute exacerbation of IPF. Establishing 
broad relevance would support pursuing 
them as therapeutic targets.

Funding The authors have not declared a specific 
grant for this research from any funding agency in the 
public, commercial or not- for- profit sectors.

Competing interests None declared.

Patient consent for publication Not required.

Provenance and peer review Commissioned; 
internally peer reviewed.

© Author(s) (or their employer(s)) 2020. No commercial 
re- use. See rights and permissions. Published by BMJ.

To cite Naikawadi RP. Thorax 2020;75:200–201.

Accepted 8 January 2020
Published Online First 23 January 2020

 ► http://  dx.  doi.  org/  10.  1136/ thoraxjnl- 2019- 213571

Thorax 2020;75:200–201.
doi:10.1136/thoraxjnl-2019-214374

ORCID iD
Ram P Naikawadi http:// orcid. org/ 0000- 0001- 9061- 
7044

REFEREnCEs
 1 Tsakiri KD, Cronkhite JT, Kuan PJ, et al. Adult- 

Onset pulmonary fibrosis caused by mutations 
in telomerase. Proc Natl Acad Sci U S A 
2007;104:7552–7.

 2 Wolters PJ. A recurring theme in pulmonary 
fibrosis genetics. Eur Respir J 2017;49. 
doi:10.1183/13993003.00545-2017

 3 Naikawadi RP, Disayabutr S, Mallavia B, et al. Telomere 
dysfunction in alveolar epithelial cells causes lung 
remodeling and fibrosis. JCI Insight 2016;1:e86704.

 4 Van Dyken SJ, Liang H- E, Naikawadi RP, et al. 
Spontaneous chitin accumulation in airways and age- 
related fibrotic lung disease. Cell 2017;169:497–509.

 5 Zhou Y, Peng H, Sun H, et al. Chitinase 3- like 1 
suppresses injury and promotes fibroproliferative 
responses in mammalian lung fibrosis. Sci Transl Med 
2014;6:240ra76.

 6 Collard HR, Ryerson CJ, Corte TJ, et al. Acute 
exacerbation of idiopathic pulmonary fibrosis. An 
international Working Group report. Am J Respir Crit 
Care Med 2016;194:265–75.

 7 Molyneaux PL, Cox MJ, Willis- Owen SAG, et al. The 
role of bacteria in the pathogenesis and progression 
of idiopathic pulmonary fibrosis. Am J Respir Crit Care 
Med 2014;190:906–13.

 8 Han MK, Zhou Y, Murray S, et al. Lung microbiome and 
disease progression in idiopathic pulmonary fibrosis: 
an analysis of the comet study. Lancet Respir Med 
2014;2:548–56.

 9 O’Dwyer DN, Ashley SL, Gurczynski SJ, et al. Lung 
microbiota contribute to pulmonary inflammation and 
disease progression in pulmonary fibrosis. Am J Respir 
Crit Care Med 2019;199:1127–38.

 10 Molyneaux PL, Willis- Owen SAG, Cox MJ, et al. Host- 
Microbial interactions in idiopathic pulmonary fibrosis. 
Am J Respir Crit Care Med 2017;195:1640–50.

 11 Huang Y, Ma S- F, Espindola MS, et al. Microbes are 
associated with host innate immune response in 
idiopathic pulmonary fibrosis. Am J Respir Crit Care 
Med 2017;196:208–19.

 12 Knippenberg S, Ueberberg B, Maus R, et al. 
Streptococcus pneumoniae triggers progression of 
pulmonary fibrosis through pneumolysin. Thorax 
2015;70:636–46.

 13 Xie M, Yu Y, Kang R, et al. PKM2- dependent glycolysis 
promotes NLRP3 and AIM2 inflammasome activation. 
Nat Commun 2016;7:13280.

 14 Xie N, Tan Z, Banerjee S, et al. Glycolytic 
reprogramming in myofibroblast differentiation 
and lung fibrosis. Am J Respir Crit Care Med 
2015;192:1462–74.

 15 Cho SJ, Moon J- S, Lee C- M, et al. Glucose transporter 
1- dependent glycolysis is increased during aging- 
related lung fibrosis, and phloretin inhibits lung 
fibrosis. Am J Respir Cell Mol Biol 2017;56:521–31.

 16 Sanman LE, Qian Y, Eisele NA, et al. Disruption of 
glycolytic flux is a signal for inflammasome signaling 
and pyroptotic cell death. Elife 2016;5:e13663.

 17 Schroder K, Tschopp J. The inflammasomes. Cell 
2010;140:821–32.

 18 Zhou R, Tardivel A, Thorens B, et al. Thioredoxin- 
Interacting protein links oxidative stress 
to inflammasome activation. Nat Immunol 
2010;11:136–40.

 19 Moon J- S, Hisata S, Park M- A, et al. Mtorc1- 
Induced HK1- Dependent glycolysis regulates NLRP3 
inflammasome activation. Cell Rep 2015;12:102–15.

 20 Cho SJ, Moon J- S, Nikahira K, et al. GLUT1- dependent 
glycolysis regulates exacerbation of fibrosis via AIM2 
inflammasome activation. Thorax 2020;75:227–36.

201Naikawadi RP. Thorax March 2020 Vol 75 No 3

 on M
arch 20, 2024 by guest. P

rotected by copyright.
http://thorax.bm

j.com
/

T
horax: first published as 10.1136/thoraxjnl-2019-214374 on 23 January 2020. D

ow
nloaded from

 

http://crossmark.crossref.org/dialog/?doi=10.1136/thoraxjnl-2019-214374&domain=pdf&date_stamp=2020-02-26
http:// dx. doi. org/ 10. 1136/thoraxjnl-2019-213571
http://orcid.org/0000-0001-9061-7044
http://orcid.org/0000-0001-9061-7044
http://dx.doi.org/10.1073/pnas.0701009104
http://dx.doi.org/10.1183/13993003.00545-2017
http://dx.doi.org/10.1172/jci.insight.86704
http://dx.doi.org/10.1016/j.cell.2017.03.044
http://dx.doi.org/10.1126/scitranslmed.3007096
http://dx.doi.org/10.1164/rccm.201604-0801CI
http://dx.doi.org/10.1164/rccm.201604-0801CI
http://dx.doi.org/10.1164/rccm.201403-0541OC
http://dx.doi.org/10.1164/rccm.201403-0541OC
http://dx.doi.org/10.1016/S2213-2600(14)70069-4
http://dx.doi.org/10.1164/rccm.201809-1650OC
http://dx.doi.org/10.1164/rccm.201809-1650OC
http://dx.doi.org/10.1164/rccm.201607-1408OC
http://dx.doi.org/10.1164/rccm.201607-1525OC
http://dx.doi.org/10.1164/rccm.201607-1525OC
http://dx.doi.org/10.1136/thoraxjnl-2014-206420
http://dx.doi.org/10.1038/ncomms13280
http://dx.doi.org/10.1164/rccm.201504-0780OC
http://dx.doi.org/10.1165/rcmb.2016-0225OC
http://dx.doi.org/10.7554/eLife.13663
http://dx.doi.org/10.1016/j.cell.2010.01.040
http://dx.doi.org/10.1038/ni.1831
http://dx.doi.org/10.1016/j.celrep.2015.05.046
http://thorax.bmj.com/

	Is the microbiome-induced glycolytic pathway a harbinger of acute exacerbation of idiopathic pulmonary fibrosis?
	References


