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Abstract

Rationale: Primary graft dysfunction (PGD) is a significant cause
of early morbidity and mortality after lung transplant and is
characterized by severe hypoxemia and infiltrates in the allograft. The
pathogenesis of PGD involves ischemia-reperfusion injury.However,
subclinical increases in pulmonary venous pressure due to left
ventricular diastolic dysfunction may contribute by exacerbating
capillary leak.

Objectives: To determine whether a higher ratio of early mitral
inflow velocity (E) to early diastolic mitral annular velocity (é),
indicative of worse left ventricular diastolic function, is associated
with a higher risk of PGD.

Methods:We performed a retrospective cohort study of patients in
the Lung Transplant Outcomes Group who underwent bilateral
lung transplant at our institution between 2004 and 2014 for
interstitial lung disease, chronic obstructive pulmonary disease, or
pulmonary arterial hypertension. Transthoracic echocardiograms

obtained during evaluation for transplant listing were analyzed
for E/é and other measures of diastolic function. PGD was
defined as PaO2

/FIO2
less than or equal to 200 with allograft infiltrates

at 48 or 72 hours after reperfusion. The association between E/é
and PGD was assessed with multivariable logistic regression.

Measurements andMain Results: After adjustment for recipient
age, body mass index, mean pulmonary arterial pressure, and
pretransplant diagnosis, higher E/é and E/é greater than 8 were
associated with an increased risk of PGD (E/é odds ratio, 1.93; 95%
confidence interval, 1.02–3.64; P = 0.04; E/é.8 odds ratio, 5.29; 95%
confidence interval, 1.40–20.01; P = 0.01).

Conclusions: Differences in left ventricular diastolic function may
contribute to the development of PGD. Future trials are needed to
determine whether optimization of left ventricular diastolic function
reduces the risk of PGD.

Keywords: left ventricular function; primary graft dysfunction;
lung transplant; diastolic heart failure; pulmonary hypertension

The most important cause of early
morbidity and mortality after lung
transplant is primary graft dysfunction
(PGD), a form of acute lung injury

characterized by severe hypoxemia and
infiltrates in the lung allograft within
72 hours of transplant (1). The syndrome
occurs in 10–30% of lung transplant

recipients and is thought to be partially
mediated by capillary leak induced by
ischemia-reperfusion injury (IRI). Grade
3 PGD is the most severe form and
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significantly lengthens the duration of
mechanical ventilation, increases the risk of
chronic lung allograft dysfunction, and
quadruples the risk of death in the early
post-transplant period (2–9).

While the diagnosis of PGD requires
the exclusion of cardiac etiologies as
the main source of pulmonary edema,
it is unclear whether abnormal diastolic
function and higher left ventricular
(LV) filling pressures can worsen
capillary leak from IRI. Elevated
hydrostatic pressure worsens fluid leak
in other forms of noncardiogenic edema,
including acute respiratory distress
syndrome (10–12). Furthermore, many
of the advanced lung diseases treated
with lung transplant are associated with a
high prevalence of diastolic dysfunction,
ranging from 20% to 70% (13–19).
Multiple mechanisms may mediate
the development of abnormal diastolic
function in chronic lung diseases
(16, 19–27). Chronically increased
right ventricular (RV) afterload, RV
dysfunction, and lung hyperinflation
decrease LV preload, which can lead to
LV atrophy and abnormal myocyte
relaxation (16, 19, 21–27). Given the
high prevalence of abnormal diastolic

function in this population, as well as
the association between higher LV
filling pressures and other forms of
acute lung injury, it is possible that higher
LV end-diastolic pressure and pulmonary
venous pressure after lung reperfusion
could contribute to capillary leak
and PGD.

Assessment of diastolic function
has improved with the introduction
of tissue Doppler imaging (TDI) on
transthoracic echocardiograms (TTEs).
Many of the traditional measurements
of diastolic function, including early
(E) and late (A) transmitral inflow
velocity and deceleration time (DT),
are dependent on loading conditions,
which prevents accurate assessment of
abnormal relaxation (28, 29). The ratio
of E to mitral annular velocity (é) (E/é)
is relatively immune to the effect of
elevated filling pressures and correlates
with the time constant for isovolumic
relaxation, best reflecting delayed
relaxation. Higher ratios of E/é correlate
with more severe diastolic dysfunction
and higher filling pressures. A cutoff of
E/é greater than 8 has a high sensitivity
for detecting diastolic dysfunction
(29–31).

We aimed to determine the
association of LV diastolic function at
lung transplant evaluation with the risk
of postoperative PGD. We hypothesized
that higher E/é, suggestive of worse LV
diastolic function, would be associated
with a higher risk of grade 3 PGD.
Some of the results of this study were
reported previously in the form of an
abstract (32).

Methods

We performed a retrospective cohort study
of patients who underwent lung transplant
at the Hospital of the University of
Pennsylvania.

Study Population and Study Sample
The study population was enrolled from
within the LTOG (Lung Transplant
Outcomes Group), a multicenter
prospective cohort of subjects aged
18–80 years from 11 U.S. transplant centers.
The study sample included subjects in the
LTOG who underwent initial bilateral
lung transplant for interstitial lung
disease (ILD), chronic obstructive

pulmonary disease (COPD), or
pulmonary arterial hypertension (PAH)
at the Hospital of the University of
Pennsylvania (one center of the LTOG)
between June 2004 and June 2014. We
included only bilateral lung transplant
recipients to provide the cleanest
phenotype of PGD (eliminating the
potential contribution of a native lung).
Subjects were excluded if they had
concomitant LV systolic dysfunction
with an LV ejection fraction of less
than 50%, atrial fibrillation or flutter,
or moderate to severe mitral regurgitation
at the time of transplant evaluation,
given the effect of these on the
assessment of diastolic function (29).
Subjects were also excluded if they
had undergone combined heart-lung
transplant or did not have available
preoperative TTEs.

Patients at our center undergo
routine testing during evaluation for
lung transplant. Patients underwent
right heart catheterization at rest.
Pulmonary function and 6-minute
walk distance tests were performed
according to American Thoracic
Society/European Respiratory Society
guidelines (33, 34).

Echocardiogram
Standard two-dimensional and Doppler
TTEs were performed with the patient
in the supine and left lateral decubitus
positions. The digital images were
analyzed on TomTec computer
workstations (TomTec Imaging Systems,
Unterschleissheim, Germany) by two
trained and certified cardiovascular
research technicians in the Center for
Quantitative Echocardiography at the
University of Pennsylvania. The readers
were blinded to clinical outcome.
Intrarater and interrater reliability was
assessed on 20% of the TTEs.

Left atrial, RV, and LV areas and
volumes were measured at end diastole
and end systole. Right atrial pressure
on TTEs was categorized as 3, 8, and
15 mm Hg per the American Society
of Echocardiography guidelines (35).
RV function on TTE was assessed
with tricuspid annular plane systolic
excursion, RV fractional area change,
and qualitative means. LV diastolic
function was assessed on the basis of the
following echocardiographic parameters
collected according to the American

At a Glance Commentary

Scientific Knowledge on the
Subject: Primary graft dysfunction
is a form of acute lung injury that
occurs within 72 hours of lung
transplant and remains a significant
source of morbidity and mortality after
transplant. The pathogenesis of
primary graft dysfunction involves
ischemia-reperfusion injury. However,
subclinical increases in pulmonary
venous pressure due to left ventricular
diastolic dysfunction may contribute
by exacerbating capillary leak.

What This Study Adds to the
Field: Our study identifies left
ventricular diastolic function as an
independent risk factor for the
development of primary graft
dysfunction. These findings suggest
that optimization of left ventricular
diastolic function could reduce the risk
of primary graft dysfunction after
transplant.
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Society of Echocardiography guidelines
(29): E/A, DT, left atrial volume, and E/é.
LV diastolic dysfunction was also
identified as lateral é less than 10 cm/s
or E/é greater than 8 (29–31).

Outcome Definition
PGD was graded by two readers using
the PaO2

/FIO2
ratio and the presence of

allograft infiltrates as recommended in
the International Society for Heart and
Lung Transplantation guidelines with
adjudication (1). PGD was defined as
grade 3 PGD (PaO2

/FIO2
ratio <200 with

allograft infiltrates) at 48 or 72 hours
after reperfusion. Subjects who died
within 72 hours of transplant and fulfilled
PGD criteria were defined as having
grade 3 PGD. Mortality data were
extracted from outpatient and inpatient
charts (M.K.P.). All graders of outcomes
were blinded to other clinical data and
TTE data.

Covariates
Potential risk factors for grade 3 PGD
or diastolic function previously identified
in the literature or hypothesized to
have clinical and/or biologic plausibility
were included for analysis a priori
(6, 8, 36–43). Recipient demographic,
laboratory, spirometry, walk distance,
echocardiography, and hemodynamic
variables were evaluated for inclusion
in the multivariable analysis.

Statistical Analysis
Continuous variables were summarized
using the mean and SD or median and
interquartile range (IQR). Categorical
variables were summarized by frequency
and percentage. Differences in TTE and
hemodynamic characteristics between
those with and without PGD were assessed
with Student’s t test, Mann–Whitney
U test, x2 test, or Fisher’s exact test,
as appropriate. Bivariate analysis was
used to evaluate the association of
demographic, laboratory, pulmonary
function, TTE, and hemodynamic
parameters with grade 3 PGD at 48 or
72 hours. Recipient demographic,
laboratory, spirometry, walk distance,
echocardiography, and hemodynamic
variables with a P value greater than
0.20 were included in the multivariable
model. Among the variables evaluated
for inclusion in the multivariable model
were recipient age; race; body mass

index (BMI); pulmonary diagnosis;
FEV1; total lung capacity; history of
hypertension; supplemental oxygen
use with exertion; E/A; E/é; é; DT; left
atrial diastolic volume; RV fractional
area change; tricuspid annular plane
systolic excursion; right atrial pressure
categorized as 3, 8, and 15 mm Hg; mean
pulmonary arterial pressure (mPAP);
pulmonary vascular resistance; and
cardiac index. If variables were collinear,
the variable with the strongest correlation
with PGD was included in multivariable
analysis.

Multivariate logistic regression models
were used to determine the association of
diastolic function with grade 3 PGD. The
effect of independent variables on the odds
of PGD was displayed as a fraction of the SD
to allow for comparison between variables.
The association between diastolic function
and 1-year mortality was assessed with
multivariable logistic regression after
adjusting for known PGD confounders and
secondarily by Cox proportional hazards

modeling with censoring at 1 year.
Reliability was assessed using intraclass
correlation coefficients (ICCs). A P value
less than 0.05 indicated statistical
significance. Statistical analyses were
performed using STATA software version
12.0 (StataCorp LP, College Station, TX).
Power calculations showed that our study
would have greater than 90% power to
detect 1 SD difference in E/é between those
with and without grade 3 PGD with our
sample size, assuming an estimated PGD
incidence of 20%.

All participants provided written
informed consent upon enrollment in
the LTOG. The study protocol was approved
by the Hospital of the University of
Pennsylvania Institutional Review Board
(IRB 819927).

Results

During the study period, 161 subjects
underwent bilateral lung transplant for

Lung transplant at
HUP 6/2004–6/2014

(N=418)

Single lung or combined
heart/lung transplant

(n=192)

Pre-transplant diagnosis of
CF, sarcoidosis, or other

(n=65)

TTE prior to June 2004
(n=16)

Previous lung transplant
(n=7)

LV ejection fraction < 50%
(n=8)

TTE images unobtainable
(n=13)

Bilateral lung
transplant (n=226)

Study cohort
(n=117)

Bilateral lung
transplant for COPD,
ILD, or PAH (n=161)

Figure 1. Study cohort. CF = cystic fibrosis; COPD= chronic obstructive pulmonary disease;
HUP =Hospital of the University of Pennsylvania; ILD = interstitial lung disease; LV = left ventricular;
PAH = pulmonary arterial hypertension; TTE = transthoracic echocardiogram.
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COPD, ILD, or PAH at our center. Of those,
16 had TTEs before June 2004, when our
institution started performing TDI; 7 had
previously received transplants; 8 had a
qualitative LV ejection fraction less than
50%; and 13 did not have available images
for review. Thus, our study sample
ultimately included 117 subjects (73%)
(Figure 1, Table 1; see also Table E1 in the
online supplement). There were no
differences in age, sex, race, or grade 3 PGD
between the study sample and those
excluded. Among subjects excluded for
concomitant LV systolic dysfunction,
previous lung transplant, or unobtainable
TTE images, COPD was more common
and PGD risk was possibly lower
(Table E1).

The intrareader ICCs for chamber
volume measurements by TTE were
0.72–0.99; for Doppler measurements, they
were 0.75–0.95; and for TDI, they were
0.73–0.97. The interreader ICCs were

0.85–0.99 for Doppler measurements and
0.94–0.99 for TDI. These data show very
high intra- and interreader reliability of
TTE measures. Those with missing TTE
data were similar to those with complete
data (data not shown).

The subjects’ mean age was 55.66 7.2
years, and most were men (65.0%) and
white (82.9%). The pretransplant diagnoses
were COPD in 55 subjects (47.0%), ILD in
54 (46.2%), and PAH in 8 (6.8%). Forty-
one (35.0%) had hypertension, 18 (15.4%)
had diabetes, and 13 (11.1%) had
obstructive sleep apnea. Forty-one (35.0%)
had coronary artery disease. Forty-nine
(41.9%) were on antihypertensive or
diuretic therapy at the time of evaluation,
and 15 (12.8%) were on pulmonary
vasodilators. Pulmonary hypertension (PH)
was present in 76 subjects (65.0%). Thirty
(25.6%) developed grade 3 PGD. The median
duration between evaluation TTE and right
heart catheterization was 2 days (IQR, 1–48).

The median duration between TTE and
transplant was 189 days (IQR, 103–382).

Patients with grade 3 PGD had higher
BMI, were more likely to have PAH (and
thus higher FEV1) and ILD, and more
commonly had systemic hypertension
(Table 1). Patients with grade 3 PGD also
had significantly higher mPAP and
pulmonary vascular resistance, and they
tended to have a lower cardiac index
(Table 2).

Table 3 shows unadjusted and adjusted
odds ratios (ORs) for the association of
measures of diastolic function with grade
3 PGD. After adjustment for age, BMI,
mPAP, and pretransplant diagnosis, higher
E/é was independently associated with an
increased risk of grade 3 PGD (OR, 1.93;
95% confidence interval [CI], 1.02–3.64;
P = 0.04). The presence of E/é greater than
8 was also independently associated with a
higher risk of grade 3 PGD (OR, 5.29; 95%
CI, 1.40–20.01; P = 0.01) after adjustment

Table 1. Characteristics of the Cohort (N = 117) Stratified by Primary Graft Dysfunction Status

Covariate PGD (n = 30) Non-PGD (n = 87) P Value

Donor characteristics
Smoke exposure, n (%) 7 (28.0) (n = 25) 12 (16.0) (n = 75) 0.19
Cause of death, n (%) n = 27 n = 75 0.06

Head trauma 12 (44.4) 27 (36.0)
Anoxia 0 (0.0) 16 (21.3)
Stroke 12 (44.4) 28 (37.3)
Other 3 (11.1) 4 (5.3)

Recipient characteristics
Age, yr 58.0 [52.2–60.5] 56.5 [49.5–60.5] 0.60
Male sex, n (%) 20 (66.7) 56 (64.4) 0.82
Race/ethnicity, n (%) 0.14

Caucasian 22 (73.3) 75 (86.2)
African American 7 (23.3) 8 (9.2)
Other 1 (3.3) 4 (4.6)

Body mass index, kg/m2 29.76 5.0 26.66 4.9 0.004
History of hypertension, n (%) 15 (50.0) 26 (29.9) 0.05
Use of antihypertensive or diuretic, n (%) 19 (63.3) 30 (34.5) 0.006
History of diabetes, n (%) 6 (20.0) 12 (13.8) 0.42
History of coronary artery disease, n (%) 11 (36.7) 32 (36.8) 0.99
History of obstructive sleep apnea, n (%) 4 (13.3) 9 (10.3) 0.65
Supplemental O2 with exertion, L 10 [6–100] 5.5 [3–10] (n = 86) 0.009
Six-minute walk distance, ft 965.86 278.8 1046.46 351.3 (n = 86) 0.26
Pretransplant diagnosis, n (%) 0.001

Chronic obstructive pulmonary disease 6 (20.0) 49 (56.3)
Interstitial lung disease 19 (63.3) 35 (40.2)
Pulmonary arterial hypertension 5 (16.7) 3 (3.5)

Pulmonary function tests
FVC, % predicted 49 [40–73] 51 [42–63] (n = 86) 0.83
FEV1, % predicted 46.5 [31–63] 29.5 [17–50] (n = 86) 0.003
FEV1/FVC 84 [56–86] 38 [26–85] 0.02
TLC, % predicted 75 [54–110] (n = 26) 100 [58–125] (n = 69) 0.10
DLCO, % predicted 30.5 [21–38.5] (n = 16) 34 [27–47] (n = 49) 0.18

Definition of abbreviations: DLCO = diffusing capacity of the lung for carbon monoxide; PGD = primary graft dysfunction; TLC = total lung capacity.
Data are given as mean6 SD, median [interquartile range], or n (%).
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for age, BMI, mPAP, and diagnosis. Further
adjustment for recipient hypertension or
diabetes, and for albumin at time of
evaluation and transplant, did not affect the
results (data not shown). In addition,
albumin at evaluation or before transplant
did not modify the relationship between
diastolic function and PGD (P for
interaction . 0.19 for both), indicating that
the relationship between diastolic function
and PGD was not affected by albumin level.
Cardiopulmonary bypass was used in the
majority of procedures in the sample
(88.9%) and did not significantly change
the effect of diastolic dysfunction on PGD
in our final multivariable model (OR for
E/é, 1.92; 95% CI, 1.02–3.63 [after
adjustment for cardiopulmonary bypass
use]; vs. OR, 1.93; 95% CI, 1.02–3.64
[without adjustment]). Inclusion of
ischemia time (mean, 320.476 75.6 min)
and sex did not significantly alter our
findings (OR for E/é, 1.95; 95% CI,
1.02–3.73; P = 0.04 [after adjustment for
ischemia time]; OR for E/é, 1.89; 95% CI,
1.00–3.61; P = 0.05 [after adjustment for
sex]). Among those with PH in our study
(with a much smaller sample size), E/é still
appeared to be associated with PGD
(adjusted OR, 2.32; 95% CI, 0.98–5.47;
P = 0.06; n = 76). Secondary measures of

diastolic function were not associated with
the risk of PGD.

Nineteen subjects died within 1 year of
transplant. Higher E/é was associated with a

borderline significantly increased risk of
1-year mortality after adjustment for recipient
age, BMI, mPAP, and pretransplant
diagnosis (OR per 1 SD increase, 1.68;

Table 2. Echocardiographic and Hemodynamic Characteristics, Stratified by Primary Graft Dysfunction Status

PGD (n = 30) Non-PGD (n = 87) P Value

Echocardiographic characteristics
E/é 6.8 [4.4–9.5] (n = 26) 5.8 [4.5–7.1] (n = 69) 0.27
E/é .8, n (%) 10 (38.5) (n = 26) 10 (14.5) (n = 69) 0.006
E/A ratio 0.9 [0.7–1.1] (n = 28) 1.0 [0.9–1.2] (n = 78) 0.08
Lateral é velocity, cm/s 11.06 0.7 (n = 27) 11.86 0.4 (n = 73) 0.32
Lateral é velocity ,10 cm/s, n (%) 9 (33.3) (n = 27) 22 (30.1) (n = 73) 0.76
Deceleration time, ms 156.56 49.0 (n = 28) 161.76 44.8 (n = 78) 0.61
Left atrial diastolic volume, ml 26.1 [15.8–35.2] (n = 26) 21 [13.9–28] (n = 71) 0.07
Left ventricular ejection fraction, % 65 [60–70] 65 [55–65] 0.56
Right ventricular fractional area change, % 37.26 13.9 (n = 28) 45.16 12.9 (n = 75) 0.009
TAPSE, cm 2.26 0.6 (n = 21) 2.16 0.4 (n = 54) 0.01
Estimated right atrial pressure n = 23 n = 74 0.11

3 mm Hg 15 (65.2) 60 (81.1)
8 mm Hg 5 (21.7) 12 (16.2)
15 mm Hg 3 (13.0) 2 (2.7)

Hemodynamic characteristics
Mean pulmonary arterial pressure, mm Hg 36 [25–45] 26 [20–33] 0.001
PCWP, mm Hg 11 [8–15] 12 [8–16] (n = 86) 0.45
Pulmonary vascular resistance, Wood units 3.6 [2.4–8.5] 2.5 [1.7–3.4] (n = 83) ,0.001
Cardiac output, L/min 5.46 1.9 5.66 1.4 (n = 84) 0.64
Cardiac index, L/min/m2 2.76 0.7 3.06 0.7 (n = 84) 0.07
Presence of pulmonary hypertension, n (%) 24 (80.0) 52 (59.8) 0.05

Definition of abbreviations: A = late mitral inflow velocity; é = early mitral annular velocity; E = early mitral inflow velocity; PCWP= pulmonary capillary wedge
pressure; PGD = primary graft dysfunction; TAPSE = tricuspid annular plane systolic excursion.
Data are given as mean6 SD, median [interquartile range], or n (%).

Table 3. Logistic Regression Models for the Effect of Measures of Diastolic Function
on Primary Graft Dysfunction Risk

Variable Odds Ratio 95% CI P Value

E/é, per 1 SD increase*
Unadjusted 1.50 0.95–2.37 0.08
Adjusted† 1.93 1.02–3.64 0.04

E/lateral é ratio .8
Unadjusted 3.69 1.31–10.39 0.01
Adjusted† 5.29 1.40–20.01 0.01

Lateral é , 10 cm/s
Unadjusted 1.15 0.45–2.98 0.76
Adjusted† 1.84 0.55–6.15 0.32

Deceleration time, per 1 SD increase*
Unadjusted 0.89 0.57–1.38 0.60
Adjusted† 1.06 0.58–1.94 0.84

E/A ratio, per 1 SD increase*
Unadjusted 0.69 0.42–1.13 0.14
Adjusted† 0.65 0.35–1.21 0.18

LA diastolic volume, per 1 ml increase
Unadjusted 1.04 1.00–1.09 0.08
Adjusted† 0.98 0.92–1.04 0.57

Definition of abbreviations: A = late mitral inflow velocity; CI = confidence interval; E = early mitral inflow
velocity; é = early mitral annular velocity; LA = left atrial.
*SD of E/é, 3.01; E/A, 0.33; deceleration time, 45.77.
†Adjusted for recipient age, body mass index, pulmonary diagnosis, and mean pulmonary arterial
pressure.
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95% CI, 0.94–3.00; P = 0.08). Using Cox
proportional hazards modeling, higher E/é
was associated with a significantly increased
risk of death (with censoring at 1 yr)
(hazard ratio per 1 SD increase, 1.17;
95% CI, 1.02–1.34; P = 0.03).

Discussion

In our retrospective cohort study of patients
with ILD, COPD, and PAH, worse LV
diastolic function during evaluation for
lung transplant was associated with a
significantly increased risk of grade 3 PGD
and worse 1-year post-transplant survival.
Abnormal LV diastolic function increased
the risk of PGD independently of previously
studied recipient risk factors for PGD (e.g.,
higher BMI, pulmonary diagnosis, and
higher mPAP). To our knowledge, this study
is the first to demonstrate an independent
effect of LV diastolic function on the
development of PGD. Researchers in
previous studies have not identified an
association between diastolic function and
PGD, possibly because they used measures
of diastolic function that were dependent on
loading conditions (44). However, E/é is
independent of loading conditions, is
strongly correlated with invasive
conductance catheter assessment of LV
stiffness and relaxation, and may more
clearly capture diastolic function (29, 30).

Chronically elevated RV afterload, RV
dysfunction, and lung hyperinflation result
in relative underfilling of the left ventricle in
advanced lung disease. Animal models and
human case series have demonstrated that,
in response to a chronically reduced LV
preload, there is a decrease in the LV
myocyte cross-sectional area, a prolongation
of LV action potential, and a decrease in the
calcium-ATPase pump involved in myocyte
relaxation, resulting in impaired LV
relaxation and diminished compliance
(16, 19, 21–24, 45). In addition, the left
ventricle’s ability to relax may be further
impaired perioperatively by the release of
proinflammatory cytokines in PGD,
including IL-6, which leads to a reduction
in sarcoplasmic reticulum Ca21-ATPase
(46–48). The left ventricle appears to
undergo reverse remodeling following
restoration of preload over time; however,
this adaptation is not immediate, and
abnormal filling may persist up to 1 year
after transplant (16, 23, 49–54). Therefore,
it is possible that acute and chronic

impairment in LV diastolic function may
contribute to pulmonary edema and PGD.

Restoration of LV preload to a stiff left
ventricle following allograft reperfusion may
increase pulmonary venous pressure and
exacerbate IRI-induced noncardiogenic
edema (Figure 2). Increased hydrostatic
pressure has been shown to promote fluid
and solute flux across damaged pulmonary
microvascular membrane in acute lung
injury (10–12). Sibbald and colleagues
demonstrated that higher pulmonary
capillary wedge pressure (PCWP) resulted
in a greater increase in extravascular lung
water content in patients with acute
respiratory distress syndrome than in those
with cardiogenic pulmonary edema (10).
Therefore, elevated filling pressures due to
impaired diastolic function may increase
extravasation of fluid across endothelium
damaged by IRI and contribute to PGD. In
earlier studies of PGD, researchers used a
PCWP cutoff ranging from 12 to 18 mm
Hg to exclude cardiogenic edema. The
measurement of the PCWP not only is
inaccurate in a postoperative patient
receiving mechanical ventilation but also is
potentially hazardous in the post–lung
transplant patient with solely pulmonary
arterial blood supply (1, 55, 56).
Furthermore, the capillary pressure at
which pulmonary edema occurs in the

setting of increased alveolocapillary
permeability is unknown, but it is likely
lower than in the setting of intact
endothelium. Regardless of this threshold,
our results suggest that LV diastolic
function contributes to the development
of PGD. While previous work suggested
that plasma albumin is inversely related
to pulmonary vascular permeability in
patients at risk for acute lung injury
(57, 58), the association between diastolic
function and PGD was not affected by
albumin level in our study.

Our data demonstrate the importance
of the LV in the early post-transplant period
and may suggest preventative strategies for
PGD. Several centers have found that
postoperative venoarterial extracorporeal
membrane oxygenation (VA-ECMO) can
reduce the risk of PGD in certain high-risk
groups, including those with PH (59, 60).
VA-ECMO may allow for controlled LV
filling and recovery, preventing acute
increases in pulmonary venous pressure in
the early period of IRI. Tudorache and
colleagues weaned patients off VA-ECMO
when the left atrial pressure no longer
increased in response to a decrease in
VA-ECMO flow rate, suggesting that the
left ventricle was able to accommodate the
normalized preload (61). Okada and
colleagues used b-blockers to treat

Chronic LV unloading and
impaired relaxation

Acute volume loading
of LV after

reperfusion of
allograft

Increased LA
pressure

Higher pulmonary venous
pressure

Increased capillary
permeability after
lung transplant

Primary
graft

dysfunction

Figure 2. Proposed mechanism of diastolic dysfunction in primary graft dysfunction. LA = left atrial;
LV = left ventricular.
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recurrent episodes of mPAP elevation and
pulmonary edema following bilateral lung
transplantation (62). b-blockade not only
reduces excessive RV contraction but may
also affect LV diastolic function. Prior
heart-lung transplantation studies have
been inconsistent in regard to whether
PGD rates are decreased, which would
be expected with replacement of a native
left ventricle with abnormal diastolic
function.

Our study has several limitations. Our
study included subjects at high risk of
diastolic dysfunction, including patients
with ILD, COPD, and PAH and only those
with bilateral transplants as a proof of
concept. Further studies should include
subjects with other transplant indications as
well as recipients of single lungs. The
duration between TTE and transplant was

approximately 6 months. Nonsystematic
variability in diastolic function in the
interim (or at transplant) should have
biased our results to the null; therefore,
the association between diastolic function
and PGD may be even stronger than
shown. While we adjusted for known
confounders of both diastolic function
and PGD in our multivariate model,
residual confounding by differences in
perioperative management strategies is
possible. Missing TTE data are inevitable in
a population with severe lung disease,
owing to difficult windows. However, those
with missing TTE data were similar to
those with complete data, making selection
bias less likely (63).

In summary, we have demonstrated
that, after adjustment for confounders,
worse LV diastolic function before lung

transplant is associated with the
development of grade 3 PGD and may
exacerbate capillary leak caused by IRI.
Identification of this risk factor on TTEs
obtained at the time of evaluation may
provide the opportunity for optimization of
diastolic function before and during lung
transplant. This relationship needs to be
confirmed in future multicenter studies
exploring the link between severity of PH
and diastolic function and evaluating the
role of perioperative interventions to allow
for LV recovery. n
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Vigneswaran W, Follette DM, Corris PA; ISHLT Working Group on
Primary Lung Graft Dysfunction. Report of the ISHLT Working Group
on Primary Lung Graft Dysfunction part IV: recipient-related risk
factors and markers. J Heart Lung Transplant 2005;24:1468–1482.

37. Christie JD, Kotloff RM, Pochettino A, Arcasoy SM, Rosengard BR,
Landis JR, Kimmel SE. Clinical risk factors for primary graft failure
following lung transplantation. Chest 2003;124:1232–1241.

38. Kuntz CL, Hadjiliadis D, Ahya VN, Kotloff RM, Pochettino A, Lewis J,
Christie JD. Risk factors for early primary graft dysfunction after
lung transplantation: a registry study. Clin Transplant 2009;23:
819–830.

39. Lederer DJ, Kawut SM, Wickersham N, Winterbottom C, Bhorade S,
Palmer SM, Lee J, Diamond JM, Wille KM, Weinacker A, et al.; Lung
Transplant Outcomes Group. Obesity and primary graft dysfunction
after lung transplantation: the Lung Transplant Outcomes Group
Obesity Study. Am J Respir Crit Care Med 2011;184:1055–1061.

40. Lee JC, Christie JD, Keshavjee S. Primary graft dysfunction: definition,
risk factors, short- and long-term outcomes. Semin Respir Crit Care
Med 2010;31:161–171.

41. Samano MN, Fernandes LM, Baranauskas JC, Correia AT, Afonso JE
Jr, Teixeira RH, Caramori ML, Pêgo-Fernandes PM, Jatene FB. Risk
factors and survival impact of primary graft dysfunction after lung
transplantation in a single institution. Transplant Proc 2012;44:
2462–2468.

42. Thabut G, Vinatier I, Stern JB, Lesèche G, Loirat P, Fournier M, Mal H.
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