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Shareable abstract (@ERSpublications)
Most ARDS patients are bridged by mechanical support to LTx. 40 patients were identified in 48
European centres. 31 survived until transplantation and 1-year survival was 71% after LTx. The
selection process remains ethically challenging. https://bit.ly/3GKwPL3
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Abstract
Background The published experience of lung transplantation in acute respiratory distress syndrome
(ARDS) is limited. The aim of this study was to investigate the contemporary results of lung
transplantation attempts in ARDS in major European centres.
Methods We conducted a retrospective multicentre cohort study of all patients listed for lung
transplantation between 2011 and 2019. We surveyed 68 centres in 22 European countries. All patients
admitted to the waitlist for lung transplantation with a diagnosis of “ARDS/pneumonia” were included.
Patients without extracorporeal membrane oxygenation (ECMO) or mechanical ventilation were excluded.
Patients were followed until 1 October 2020 or death. Multivariable analysis for 1-year survival after
listing and lung transplantation was performed.
Results 55 centres (81%) with a total transplant activity of 12438 lung transplants during the 9-year
period gave feedback. 40 patients with a median age of 35 years were identified. Patients were listed for
lung transplantation in 18 different centres in 10 countries. 31 patients underwent lung transplantation
(0.25% of all indications) and nine patients died on the waitlist. 90% of transplanted patients were on
ECMO in combination with mechanical ventilation before lung transplantation. On multivariable analysis,
transplantation during 2015–2019 was independently associated with better 1-year survival after lung
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transplantation (OR 10.493, 95% CI 1.977–55.705; p=0.006). 16 survivors out of 23 patients with known
status (70%) returned to work after lung transplantation.
Conclusions Lung transplantation in highly selected ARDS patients is feasible and outcome has improved
in the modern era. The selection process remains ethically and technically challenging.

Introduction
A distinct type of hypoxaemic respiratory failure characterised by acute abnormality of both lungs was
described during the 1960s and subsequently termed acute respiratory distress syndrome (ARDS). The
Berlin Definition of ARDS was published in 2012, and described disease severity by oxygenation
impairment and respiratory mechanics [1]. ARDS had a 35–46% hospital mortality dependent on disease
severity in the LUNG-SAFE Study [2]. In a recent analysis of more than 45000 ARDS patients on
venovenous extracorporeal membrane oxygenation (ECMO) in Germany, hospital mortality was 54% [3].
In a multicentre US cohort including 646 ARDS patients, 1-year survival was 59% with 22% dying after
initial hospital discharge [4].

Supportive treatment including prolonged mechanical ventilation and ECMO in severe cases is the
standard of care. Recovery from the disease and weaning from respiratory support become more unlikely
when late fibrotic stages of the disease are evident. In these patients, signs of irreversible lung disease are
typically present on high-resolution computed tomography.

The published experience of lung transplantation in ARDS was limited to single-centre case series until
2020 [5–14] and was regarded as controversial for many years because survival was inferior in comparison
with patients suffering from chronic lung diseases. Many centres were reluctant to accept these patients
because they are challenging to evaluate and are usually unable to give consent.

Coronavirus disease 2019 (COVID-19) is a respiratory disease caused by severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2). Since December 2019, COVID-19 has spread worldwide, leading to a
pandemic and need for mechanical ventilation in 2–3% of infected cases with high mortality [15].
Increasingly, lung transplantation centres are confronted with lung transplantation requests of patients with
severe COVID-19-related respiratory failure on mechanical respiratory support.

The objective of this study was to analyse the European experience of lung transplantation for ARDS
before the COVID-19 pandemic to facilitate case discussion of this approach because of similarities.

Methods
A retrospective multicentre cohort study was conducted. A study period between 2011 and 2019 was
chosen because 1) in 2011, the Lung Allocation Score (LAS) was introduced in Eurotransplant with
unified coding of diseases, 2) recent cases with contemporary management and sufficient follow-up time
were included, and 3) a focus was made on the pre-pandemic era. European lung transplant centres were
identified via the registry of the International Society for Heart and Lung Transplantation and by personal
knowledge.

A survey with case definition and 46 variables per identified case was sent out to 68 centres in 22
European countries. All patients admitted to the waitlist for lung transplantation with a diagnosis of
“ARDS/pneumonia” were included. Patients with hospital discharge after the initial diagnosis of ARDS/
pneumonia, absence of ECMO or mechanical ventilation and patients with pre-existing respiratory diseases
(except asthma) were excluded. The study was performed according to the 1975 Declaration of Helsinki
and the standards of the 2008 Declaration of Istanbul. The Ethics Committee at the Hannover Medical
School (Hannover, Germany), in addition to local ethics committees in centres, approved the study
protocol (9416_BO_K_2020). The dataset was anonymised and informed consent was waived according to
local policies. No funding was received. A STROBE (Strengthening the Reporting of Observational
Studies in Epidemiology) checklist was completed [16].

Date of last patient status was recorded until end of follow-up on 1 October 2020. Performance status on
the patient’s follow-up visit was rated on the World Health Organization (WHO) scale as previously
published (0=fully active to 5=death) [17]. Return to work (including part-time) was recorded on last
status. Verbal responsiveness before lung transplantation was defined as being able to follow commands
and communicate via writing pads as a surrogate to give informed consent. Long-term dialysis after lung
transplantation was defined as the use of renal replacement therapy for >90 days. End of mechanical
ventilation after lung transplantation was defined as the first day when no machine support was needed
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before discharge. Complications of ECMO were recorded via chart review, with major bleeding defined by
the need for surgery and minor bleeding defined by a bleeding event without the need for surgery.

Lung pathology before transplant was obtained from explant pathology or open lung biopsy if available
and classified according to the presence of three predefined criteria: diffuse alveolar damage, acute
fibrinoid organising pneumonia and fibrosis (defined by interstitial matrix deposition). Additional findings
were recorded.

National transplant activity was extracted from the European Directorate for the Quality of Medicines and
Healthcare, and centre activity from Eurotransplant and centre reports.

Statistical analysis was performed with metric variables expressed as median (interquartile range) and
categorical variables as absolute number (percentage) of data entries. Univariate analyses were performed
using the Mann–Whitney test for continuous variables and the Chi-squared test for categorical variables.
Survival analysis was performed using the Kaplan–Meier method and the differences in survival outcomes
between groups were compared using the log-rank test. Binary logistic regression analyses were conducted
with 1-year post-listing and post-transplant survival as the dependent variable. The level of significance
was set at ⩽0.10 for including variables identified by univariate analysis between groups. Data were
analysed as observed without imputation of missing values.

Results
55 centres (81%) gave feedback with a total transplant activity of 12438 transplants during the 9-year
period. 40 patients were identified and listed in 18 different centres for lung transplantation in 10 different
countries (Austria n=5, Belgium n=1, Estonia n=1, Finland n=5, France n=2, Germany n=14, Netherlands
n=3, Spain n=4, Sweden n=3, UK n=2). 23 patients were listed in the Eurotransplant region and nine
within Scandiatransplant. 38 out of 40 patients (95%) were listed in countries using either the LAS or
having a national urgency allocation scheme. Six patients with initial discharge after ARDS and later lung
transplantation referral with post-ARDS fibrosis (Oslo n=1, Copenhagen n=2, Essen n=1, Nantes n=1,
Barcelona n=1) were excluded. ARDS/pneumonia represented 0.25% of all indications in 48 reporting
centres and 0.32% of all indications in the 18 centres with at least one case. A flowchart of patients is
displayed in figure 1. Increasing incidence during the study period was not observed (figure 2).

Centres contacted

n=68

Centres replied

n=55 (81%)

Patients transplanted

n=31 (78%)

Patients listed with 

ARDS diagnosis

n=40, from 18 centres

Patients survived 1 year 

after transplant

n=22 (71%)

Deceased, n=9 (23%)

Transplanted with other diagnoses,

  n=12 398

Deceased, n=9 (29%)

FIGURE 1 Flowchart of patient identification. ARDS: acute
respiratory distress syndrome.
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Patient demographics are displayed in table 1. The median age was 35 years at listing. Three patients (8%)
were listed with age <18 years (4, 7 and 16 years). 90% of patients were on ECMO in combination with
mechanical ventilation, with a median bridging period before listing of 46 days on mechanical ventilation
and 35 days on ECMO. 75% of patients had infectious causes of ARDS, 5% other causes and in 20%
aetiology was unknown. The most commonly identified pathogens were influenza virus (n=12),
Streptococcus pneumoniae (n=3) and cytomegalovirus (n=2).

Data completeness for all variables was 92–100% except for inspiratory oxygen fraction (FIO2
) (68%).

31 (78%) patients were on venovenous ECMO at listing, two (5%) on venoarterial ECMO and three (8%)
on venovenous arterial ECMO. A single patient was bridged by an extracorporeal carbon dioxide removal
system and another by a pulmonary artery to left atrium ECMO setting. 21 (65%) patients had dual
cannulation and eight (25%) had a single, double lumen cannula. Three patients had triple cannulation and
in four patients cannulation was unknown. Inflow cannula was mostly positioned in the internal jugular
vein and outflow cannula in the femoral vein. In case of a single, double lumen cannula, the right internal
jugular vein was preferred.

18 (47%) patients had at least one complication on ECMO. Major bleeding requiring surgical intervention
occurred in eight (21%) patients, minor bleeding in six (16%), limb ischaemia/thrombosis in five (13%),
clotting of the circuit in three (8%), sepsis in two (5%) and haemolysis in one (3%) during the waiting
time.

Outcome
31 patients underwent lung transplantation and nine died while on the waitlist (78% bridging success).
Transplant characteristics are displayed in table 2. Donor lungs were allocated by national urgency in 43%
and via the LAS in 50% after a median waiting time of 14 days. Kaplan–Meier analysis of patient survival
after listing comparing patients receiving lung transplantation and those without is shown in figure 3.
One-year survival after transplantation was 71%, being not different in seven unilateral lung transplant
recipients.

Median (IQR) follow-up after transplantation was 725 (149–1536) days. Three patients required long-term
renal replacement therapy after discharge. According to the performance status on last follow-up, eight
(26%) patients were fully active, nine (29%) were ambulatory, slightly limited, one (3%) was ambulatory,
not active, one (3%) had some support and 12 (39%) were dead. 16 survivors out of 23 patients with
known status (70%) returned to work after lung transplantation. Seven patients developed chronic lung
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FIGURE 2 Incidence of cases during the study period (n=40).
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TABLE 1 Patient demographics (n=40)

Female 20 (50)
Age at listing, years 35 (23–46); range 4–62
Any comorbidity 19 (48)
Hypertension 3 (7)
Hypothyroidism 3 (7)
Asthma 2 (5)
Post-pregnancy 2 (5)
Haematopoietic cell transplantation 2 (5)
Renal vasculitis 1 (3)
Rheumatoid arthritis 1 (3)
Irritable bowel syndrome 1 (3)
Sickle cell disease 1 (3)
Thalassaemia 1 (3)
Spherocytosis 1 (3)
Crohn’s disease 1 (3)

Cause of ARDS
Infectious
Viral 17 (35)
Bacterial 5 (13)
No pathogen identified 8 (20)

Trauma 1 (2)
Nonrespiratory sepsis 1 (2)
Unknown 8 (20)

Ventilation
MV only 2 (5)
ECMO only 2 (5)
MV plus ECMO 36 (90)

FIO2
0.61 (0.4–1)

Vasopressor requirement 21 (53)
Verbally unresponsive 18 (45)
Renal replacement therapy before lung transplantation 17 (43)
Rehabilitation/mobilisation pre-transplant 12 (30)
Duration of MV pre-listing, days 46 (22–70)
Duration of ECMO pre-listing, days 35 (20–55)
Follow-up post-listing, days 374 (35–1339)

Data are presented as n (%) or median (interquartile range), unless otherwise stated. ARDS: acute respiratory
distress syndrome; MV: mechanical ventilation; ECMO: extracorporeal membrane oxygenation; FIO2

: inspiratory
oxygen fraction.

TABLE 2 Transplant patient characteristics (n=31)

Duration of MV pre-transplant, days 65 (36–84)
Duration of ECMO pre-transplant, days 40 (24–72)
Duration on waiting list pre-transplant, days 14 (3–44)
Allocation type
Elective 2/30 (7)
Emergency 13/30 (43)
LAS 15/30 (50)

Transplant type
Unilateral 7 (23)
Bilateral 20 (65)
Bilateral lobar 2 (6)
Lung–kidney 1 (3)
Heart–lung 1 (3)

Duration of MV post-transplant, days 21 (4–50); range 0–149

Data are presented as median (interquartile range), n (%) or n/N (%), unless otherwise stated. MV: mechanical
ventilation; ECMO: extracorporeal membrane oxygenation; LAS: Lung Allocation Score.
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allograft dysfunction at a median of 749 days after lung transplantation. All survivors without chronic lung
allograft dysfunction (n=14) were fully active (WHO scale 0) or ambulatory with slight limitation (WHO
scale 1) at last status.

Lung pathology
Lung pathology was available in 29 patients (in 27 cases obtained by explant pathology and in two cases
obtained by open lung biopsy before the listing). In 15 patients (52%) both pulmonary fibrosis (defined by
extracellular matrix deposition) and diffuse alveolar damage were found. Four patients (14%) had a pattern
of acute fibrinoid organising pneumonia. Additional findings each in a single case (3%) were nonspecific
interstitial pneumonia and pleuroparenchymal fibroelastosis. Significant signs of pulmonary hypertension
were noted on pathology in three patients.

Predictors of survival
Univariate analysis comparing 1-year survivors with nonsurvivors after listing revealed that none of the
following categorised variables had an impact on survival: female gender, age (cut-off 35 years), cause of
ARDS (viral versus other), type of support, FIO2

(cut-off 0.6), ECMO complication, mobilisation, verbal
responsiveness, duration of support, type of transplant, days on waitlist (cut-off 14 days), centre volume
(cut-off 50 annual transplants) or number of cases (one or more than one case). In multivariate analysis
(with one case excluded due to missing duration of ECMO), lung transplantation was independently
associated with survival, while renal replacement therapy before lung transplantation, use of vasopressors,
and ECMO complications and duration were not (table 3).

In univariate analysis between 1-year survivors and nonsurvivors after lung transplantation with
categorised variables, female gender, age (cut-off 35 years), cause of ARDS (viral versus other), type of
support, FIO2

(cut-off 0.6), ECMO complication, mobilisation, verbal responsiveness, duration of support,
type of transplant, days on waitlist (cut-off 14 days), centre volume (cut-off 50 annual transplants) and
number of cases (one or more than one case) were not different. In multivariate analysis, a significantly
higher proportion of patients survived >1 year after transplantation in the era 2015–2019, while renal
replacement therapy and requirement for vasopressors before lung transplantation were not associated with
1-year lung transplantation survival (table 4). Just one single patient out of nine (11%) who required
vasopressors, renal replacement therapy and had an ECMO-related complication survived >1 year after
listing.
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FIGURE 3 Patient survival after listing depending on transplantation status.
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Discussion
We present a large cohort study of lung transplantation in ARDS collected over a 9-year period in all
major lung transplant centres in Europe. According to our collaborative results, ARDS is still a rare
indication for lung transplantation in Europe. Most ARDS patients listed for lung transplantation were on
invasive ventilation with a combined use of venovenous ECMO before lung transplantation. In this
selected cohort of young adults, bridging success was 78% and 1-year survival was 71% (rising to 88% in
the most recent period) with acceptable long-term results.

The concept of transplanting lungs for ARDS has been historically considered on a case-by-case basis, but
was not a reasonable option for the vast majority of patients. One obstacle for transplantation is that many
patients with ARDS have extrapulmonary infections and sometimes multiresistant pathogens which are
difficult to treat. These infections pose a risk factor or contraindication for lung transplantation because of
intense immunosuppression to prevent organ rejection after the procedure. Other major reasons to decline
ARDS patients are surgical complexity, intensive care unit (ICU)-acquired complications, reduced physical
condition and reluctance to evaluate patients under sedation [18].

In comparison with the registry data published recently [19], lung transplantation activity for ARDS/
pneumonia was slightly different in the USA between 2005 and 2018 (0.15%) and in Europe between
2011 and 2019 (0.25%), probably explained by focusing more on the recent experience in our study. In
contrast, the age profile of recipients was similar (median 34 years versus 35 years in the USA in
comparison with Europe, respectively) as well as the majority of patients being bridged by ECMO.

TABLE 3 Multivariate analysis of predictors of 1-year survival after listing#

Covariate Patients, n Post-listing survival, n (%) OR (95% CI) p-value

⩽1 year (n=18) >1 year (n=21)

Any complications of ECMO (pre-transplant)
No 21 7 (33) 14 (67) Reference Reference
Yes 18 11 (61) 7 (39) 0.199 (0.023–1.716) 0.142

Days of ECMO (pre-listing)
<30 20 6 (30) 14 (70) Reference Reference
⩾30 19 12 (63) 7 (37) 0.140 (0.018–1.109) 0.063

Vasopressor requirement (pre-transplant)
No 18 5 (28) 13 (72) Reference Reference
Yes 21 13 (62) 8 (38) 0.181 (0.021–1.563) 0.120

Renal replacement therapy (pre-transplant)
No 22 7 (32) 15 (68) Reference Reference
Yes 17 11 (65) 6 (35) 0.555 (0.070–4.378) 0.576

Transplant recipient
No 9 9 (100) Reference Reference
Yes 30 9 (30) 21 (70) 52.617 (3.721–744.103) 0.003

ECMO: extracorporeal membrane oxygenation. #: one patient excluded due to missing data for ECMO duration.

TABLE 4 Multivariate analysis of predictors of 1-year survival after lung transplantation

Covariate Patients, n Post-transplant survival, n (%) OR (95% CI) p-value

⩽1 year (n=9) >1 year (n=22)

Era
2011–2014 15 7 (47) 8 (53) Reference Reference
2015–2019 16 2 (12.5) 14 (87.5) 10.493 (1.977–55.705) 0.006

Vasopressor requirement (pre-transplant)
No 16 2 (12.5) 14 (87.5) Reference Reference
Yes 15 7 (47) 8 (53) 0.751 (0.156–3.616) 0.721

Renal replacement therapy (pre-transplant)
No 19 3 (16) 16 (84) Reference Reference
Yes 12 6 (50) 6 (50) 0.486 (0.081–2.905) 0.429
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Case reports are usually not helpful to evaluate the outcome of lung transplantation in ARDS patients
bridged by mechanical support because of an imminent publication bias [5–14]. Furthermore, short-term
outcome is frequently limited to reporting 30-day, hospital or 3-month survival. Because of prolonged
recovery after lung transplantation in critical illness, in our view short-term outcome is better reflected by
1-year survival. In a recent multicentre analysis of 12 lung transplantations in COVID-19 patients on
ECMO (median age 47 years) the median follow-up was just 80 days, with one patient still in hospital and
one death [20].

The proportion of patients transplanted from ECMO has increased in the USA constantly since 2010 to a
proportion of 7.3% in 2019 and 7.4% in the Eurotransplant region [21]. Two retrospective US registry
analyses of lung transplantation outcome in patients on mechanical support demonstrated a 1-year survival
of 69% during the period between 2005 and 2013 (n=184 patients on ECMO, 35% on ECMO only) [22]
and 78% between 2005 and 2017 (n=664 patients on ECMO) [23]. Both studies confirm better outcome in
the most recent era after transplantation. This was confirmed by our results, and is possibly explained by
improved patient selection, management and advances in medical technology. In both US registry
publications, the vast majority of extracorporeal life support system-bridged recipients suffered from an
underlying chronic respiratory disease such as an interstitial lung disease, chronic obstructive pulmonary
disease or cystic fibrosis. The median ages of 47 and 51 years in these studies were higher than in
published series on lung transplantation candidates with ARDS. Usually, patients with ARDS/pneumonia
are evaluated for lung transplantation on mechanical support, which limits the possibility of invasive tests
(e.g. coronary angiography, colonoscopy, etc.), which are mandatory in candidates aged >50 years in most
centres.

In the first of these two analyses, isolated mechanical support by either ECMO or mechanical ventilation
had better 1-year survival than patients bridged with a combination of ECMO and mechanical ventilation
[22]. These encouraging results of mechanical support must be weighed against the 1-year survival of 85–
89% in patients without mechanical support in the modern area [21, 24] and even higher in experienced
centres. Because of urgency-driven systems there is an ethical dilemma of driving allocation towards
critically ill patients, leading to a disadvantage of competing patients on the waitlist with presumed
superior outcome [25, 26]. In our view, this dilemma can only be solved by limiting listing of these
patients on a centre level [27].

Although ARDS continues to be a rare indication for lung transplantation, its proportion is rapidly
growing. During the COVID-19 pandemic, a further increase in lung transplantation activity for ARDS has
been noted in most countries. Prioritisation in the selection process for lung transplantation is inevitable
given the donor shortage. In 2018, 1660 patients aged <60 years were treated in Germany with venovenous
ECMO for ARDS in contrast to 375 lung transplantation procedures [3].

The largest single-centre series on lung transplantation for ARDS from South Korea reported on 14
patients listed for lung transplantation between 2008 and 2013 with a median age of 38 years. Nine (64%)
were transplanted [28]. Similar to our series, 86% were on mechanical ventilation and 78% survived
1 year. A US registry analysis of 2005–2018 recently identified 63 ARDS patients admitted to the waitlist,
of whom 39 were transplanted [19]. No recovery occurred after listing in our study in contrast to one out
of nine patients in the Korean cohort who survived 1 year and four out of 24 patients not transplanted who
improved in the US analysis and who were removed from the waitlist. The 1-year survival of transplanted
patients in the US registry was 77%, excluding seven patients who had not yet reached 1 year.

In the US study, 23% of patients were bridged by ECMO only compared with 5% in our study and none
in the Korean series [19, 28]. Consequently, more patients (90%) were on mechanical ventilation plus
ECMO support in our series compared with the US analysis (54%). Notably, four patients in the US study
were neither on mechanical ventilation nor on ECMO, questioning the severity of ARDS in these cases
[29]. Taken together with the very high mortality in our patients who did not get a transplant, these
numbers highlight the severity of ARDS in our cohort.

Acceptance of ARDS patients for lung transplantation without personal informed consent is controversial.
Surrogate decision making is usually applied in ICU patients who have lost the capacity to participate in
the decision-making process. Agreement on treatment preference of patients was only 70% even though
surrogates were asked to base their treatment decisions on substituted judgement [30]. In our study, almost
half of our patients listed were not verbally responsive, suggesting inability to give personal informed
consent. Long-term outcomes in survivors after lung transplantation do not indicate a questioning of this
approach, although in our view neurological disorders have to be excluded by imaging techniques in such
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patients. No psychiatric issues were reported from European centres in recipients who were transplanted
based on substitute decision makers.

A key finding of our study is the excellent survival data recorded in the most recent era, with 88% 1-year
and 60% 5-year survival. ARDS patients bridged with mechanical support receive high emergency allocation
in most countries using national priority systems or the LAS [18, 19, 31–33]. Reporting multi-institutional
outcomes of rare indications is essential to pursue this practice. The observed proportion of survivors
returning to work (70%) was similar (77%) to a series of 109 ARDS survivors who did not require lung
transplantation with a median age of 44 years [34]. Considering that the lung transplantation cohort is usually
comprised of the sickest patients, this is another argument for offering this procedure to selected patients.

In general, bilateral rather than unilateral lung transplantation was chosen in most patients because lungs
with long-standing ARDS were frequently infected with difficult-to-treat pathogens and demonstrated
pulmonary cavities, bilateral pneumothorax, diffuse pulmonary haemorrhage or signs of irreversible lung
disease. In addition, some patients had signs of pulmonary hypertension before transplantation, pointing
towards the bilateral procedure to avoid severe primary graft dysfunction.

A limitation of our study is still a low number of patients. It is difficult to give recommendations on
individual patient selection based on our data. Extrapulmonary organ failure, probably with the exception
of acute kidney failure, remains a contraindication in these patients in our experience. Eurotransplant is
currently discussing selection criteria for ARDS patients and business rules for allocation.

In conclusion, this cohort study demonstrates the feasibility of lung transplantation in highly selected
ARDS patients. In the modern era of lung transplantation and ICU management, results have improved
considerably in critically ill candidates with encouraging long-term results in young patients. Because of
the severe donor shortage, the outcome of critically ill patients must be balanced against the usually
excellent results in elective patients on the waitlist. The selection process is ethically and technically
challenging, and the approach should probably be limited to younger patients (<50 years) in the absence of
significant additional risk factors. Further studies are warranted to define overarching criteria for lung
transplantation in ARDS patients in order to maintain a fair distribution of scarce donor organs.

Acknowledgements: Are Holm, Oslo, Norway; Christina Valtin, Hannover, Germany; Christiane Knoop, Brussels,
Belgium; Olivier Brugière, Suresnes, France; Michael Perch, Copenhagen, Denmark, Anne Olland, Strasbourg,
France, Christophe Pison, Grenoble, France; Federica Meloni, Pavia, Italy, Federico Rea, Padua, Italy; John-David
Aubert, Lausanne, Switzerland, Andrew Fisher, Newcastle, UK; Christian Benden, Zürich, Switzerland, Anna Reed,
Harefield, UK; Federica Venuta, Roma, Italy; Ina Hettich, Freiburg, Germany, Matthias Hecker, Giessen, Germany;
Daniel Höfer, Innsbruck, Austria; Letizia Morlacchi, Milano, Italy.

Anonymised participant data will be made available after publication upon requests directed to the corresponding
author. Proposals will be reviewed and approved by the investigators and collaborators on the basis of scientific
merit.

Author contributions: J. Gottlieb and K. Hoetzenecker conceived and designed the study. J. Tikkanen, J. Gottlieb,
P.M. Lepper, K. Hoetzenecker and R. Vos contributed to the discussion of set of variables and design of the study.
J. Gottlieb and J. Tikkanen performed the statistical analysis. J. Gottlieb, K. Hoetzenecker, J. Tikkanen, P.M. Lepper
and R. Vos contributed to the draft of the manuscript. All other authors contributed to the implementation of the
study and data collection. All authors critically reviewed and approved the final version.

Conflict of interest: J. Gottlieb reports grants from the German Center for Lung Research (DZL), during the conduct
of the study; grants from Deutsche Forschungsgemeinschaft (DFG) and from Breath Therapeutics, personal fees
from Novartis, outside the submitted work. P.M. Lepper has nothing to disclose. C. Berastegui has nothing to
disclose. B. Montull has nothing to disclose. A. Wald has nothing to disclose. J. Parmar reports nonfinancial
support from Breath Therapeutics, outside the submitted work. J.M. Magnusson reports personal fees from GSK,
grants and personal fees from Boehringer Ingelheim, outside the submitted work. F. Schönrath reports grants from
Novartis and Abbott, nonfinancial support from Medtronic, other from AstraZeneca and Orion Pharma, outside the
submitted work. T. Laisaar has nothing to disclose. S. Michel reports grants from the German Center for Lung
Research (DZL), during the conduct of the study; grants from Deutsche Forschungsgemeinschaft (DFG), outside the
submitted work. H. Larsson has nothing to disclose. R. Vos reports grants from Research Foundation-Flanders
(FWO), outside the submitted work. A. Haneya has nothing to disclose. T. Sandhaus has nothing to disclose.
E. Verschuuren has nothing to disclose. J. le Pavec has nothing to disclose. J. Tikkanen reports personal fees from

https://doi.org/10.1183/13993003.02078-2021 9

EUROPEAN RESPIRATORY JOURNAL ORIGINAL RESEARCH ARTICLE | J. GOTTLIEB ET AL.



Astellas Pharma, GSK pharma and CSL Behring, outside the submitted work. K. Hoetzenecker reports grants from
FWF Austria, personal fees from Medtronic, outside the submitted work.

References
1 ARDS Definition Task Force. Acute respiratory distress syndrome: the Berlin Definition. JAMA 2012; 307:

2526–2533.
2 Bellani G, Laffey JG, Pham T, et al. Epidemiology, patterns of care, and mortality for patients with acute

respiratory distress syndrome in intensive care units in 50 countries. JAMA 2016; 315: 788–800.
3 Friedrichson B, Mutlak H, Zacharowski K, et al. Insight into ECMO, mortality and ARDS: a nationwide analysis

of 45,647 ECMO runs. Crit Care 2021; 25: 38.
4 Wang CY, Calfee CS, Paul DW, et al. One-year mortality and predictors of death among hospital survivors of

acute respiratory distress syndrome. Intensive Care Med 2014; 40: 388–396.
5 Barrio J, Sanchez C, Vicente R, et al. Successful sequential double-lung transplantation for adult respiratory

distress syndrome after long-term mechanical ventilation. Eur J Anaesthesiol 2004; 21: 326–327.
6 Brichon PY, Barnoud D, Pison C, et al. Double lung transplantation for adult respiratory distress syndrome

after recombinant interleukin 2. Chest 1993; 104: 609–610.
7 Chang Y, Lee SO, Shim TS, et al. Lung transplantation in acute respiratory distress syndrome caused by

influenza pneumonia. Korean J Crit Care Med 2015; 30: 196–201.
8 Demertzis S, Haverich A, Ziemer G, et al. Successful lung transplantation for posttraumatic adult respiratory

distress syndrome after extracorporeal membrane oxygenation support. J Heart Lung Transplant 1992; 11:
1005–1007.

9 Iacono A, Groves S, Garcia J, et al. Lung transplantation following 107 days of extracorporeal membrane
oxygenation. Eur J Cardiothorac Surg 2010; 37: 969–971.

10 Jackson A, Cropper J, Pye R, et al. Use of extracorporeal membrane oxygenation as a bridge to primary lung
transplant: 3 consecutive, successful cases and a review of the literature. J Heart Lung Transplant 2008; 27:
348–352.

11 Jurmann MJ, Schaefers HJ, Demertzis S, et al. Emergency lung transplantation after extracorporeal
membrane oxygenation. ASAIO J 1993; 39: M448–M452.

12 Nosotti M, Rosso L, Palleschi A, et al. Bridge to lung transplantation by venovenous extracorporeal
membrane oxygenation: a lesson learned on the first four cases. Transplant Proc 2010; 42: 1259–1261.

13 Rosenberg AA, Haft JW, Bartlett R, et al. Prolonged duration ECMO for ARDS: futility, native lung recovery, or
transplantation? ASAIO J 2013; 59: 642–650.

14 Tsang V, Evans TW, Morgan C, et al. Heart-lung transplantation for adult respiratory distress syndrome.
Crit Care Med 1991; 19: 286–287.

15 Karagiannidis C, Mostert C, Hentschker C, et al. Case characteristics, resource use, and outcomes of 10021
patients with COVID-19 admitted to 920 German hospitals: an observational study. Lancet Respir Med 2020; 8:
853–862.

16 von Elm E, Altman DG, Egger M, et al. The Strengthening the Reporting of Observational Studies in
Epidemiology (STROBE) Statement: guidelines for reporting observational studies. Int J Surg 2014; 12:
1495–1499.

17 Oken MM, Creech RH, Tormey DC, et al. Toxicity and response criteria of the Eastern Cooperative Oncology
Group. Am J Clin Oncol 1982; 5: 649–655.

18 Tsiouris A, Budev MM, Yun JJ. Extracorporeal membrane oxygenation as a bridge to lung transplantation in
the United States: a multicenter survey. ASAIO J 2018; 64: 689–693.

19 Harano T, Ryan JP, Chan EG, et al. Lung transplantation for the treatment of irreversible acute respiratory
distress syndrome. Clin Transplant 2021; 35: e14182.

20 Bharat A, Machuca TN, Querrey M, et al. Early outcomes after lung transplantation for severe COVID-19: a
series of the first consecutive cases from four countries. Lancet Respir Med 2021; 9: 487–497.

21 Valapour M, Lehr CJ, Skeans MA, et al. OPTN/SRTR 2019 annual data report: lung. Am J Transplant 2021; 21:
Suppl. 2, 441–520.

22 Schechter MA, Ganapathi AM, Englum BR, et al. Spontaneously breathing extracorporeal membrane
oxygenation support provides the optimal bridge to lung transplantation. Transplantation 2016; 100:
2699–2704.

23 Hayanga JWA, Hayanga HK, Holmes SD, et al. Mechanical ventilation and extracorporeal membrane
oxygenation as a bridge to lung transplantation: closing the gap. J Heart Lung Transplant 2019; 38:
1104–1111.

24 Chambers DC, Cherikh WS, Harhay MO, et al. The International Thoracic Organ Transplant Registry of the
International Society for Heart and Lung Transplantation: Thirty-sixth adult lung and heart-lung
transplantation Report – 2019; Focus theme: Donor and recipient size match. J Heart Lung Transplant 2019;
38: 1042–1055.

25 Gottlieb J. Lung allocation. J Thorac Dis 2017; 9: 2670–2674.

https://doi.org/10.1183/13993003.02078-2021 10

EUROPEAN RESPIRATORY JOURNAL ORIGINAL RESEARCH ARTICLE | J. GOTTLIEB ET AL.



26 Holm AM, Immer F, Benden C. Lung allocation for transplant: the European perspective. Clin Transplant 2020;
34: e13883.

27 Weill D, Benden C, Corris PA, et al. A consensus document for the selection of lung transplant candidates:
2014 – an update from the Pulmonary Transplantation Council of the International Society for Heart and
Lung Transplantation. J Heart Lung Transplant 2015; 34: 1–15.

28 Chang Y, Lee SO, Shim TS, et al. Lung transplantation as a therapeutic option in acute respiratory distress
syndrome. Transplantation 2018; 102: 829–837.

29 Matthay MA, Thompson BT, Ware LB. The Berlin definition of acute respiratory distress syndrome: should
patients receiving high-flow nasal oxygen be included? Lancet Respir Med 2021; 9: 933–936.

30 Hare J, Pratt C, Nelson C. Agreement between patients and their self-selected surrogates on difficult medical
decisions. Arch Intern Med 1992; 152: 1049–1054.

31 Boffini M, Venuta F, Rea F, et al. Urgent lung transplant programme in Italy: analysis of the first 14 months.
Interact Cardiovasc Thorac Surg 2014; 19: 795–800.

32 Auraen H, Schultz HHL, Hammainen P, et al. Urgent lung allocation system in the Scandiatransplant
countries. J Heart Lung Transplant 2018; 37: 1403–1409.

33 Roussel A, Sage E, Massard G, et al. Impact of donor, recipient and matching on survival after high
emergency lung transplantation in France. Eur Respir J 2019; 54: 1900096.

34 Herridge MS, Tansey CM, Matte A, et al. Functional disability 5 years after acute respiratory distress syndrome.
N Engl J Med 2011; 364: 1293–1304.

https://doi.org/10.1183/13993003.02078-2021 11

EUROPEAN RESPIRATORY JOURNAL ORIGINAL RESEARCH ARTICLE | J. GOTTLIEB ET AL.


	Lung transplantation for acute respiratory distress syndrome: a retrospective European cohort study
	Abstract
	Introduction
	Methods
	Results
	Outcome
	Lung pathology
	Predictors of survival

	Discussion
	References


