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Lung transplant is the ultimate option for patients with 
end-stage lung failure who are refractory to medical 
therapy. The International Society of Heart and Lung 
Transplantation (ISHLT) reported that in the year 2019, 
almost 5,000 cases of lung transplants were performed (1). 
Primary graft dysfunction (PGD) is a clinical syndrome that 
develops within the first 72 hours after lung transplant that 
resembles adult respiratory distress syndrome (ARDS). Prior 
to 2005, PGD was also referred to as ischemia-reperfusion 
injury, noncardiogenic pulmonary edema, early graft failure, 
primary nonfunction of the lung, reimplantation oedema, 
acute lung injury and post-transplant ARDS (2). 

PGD is a major cause of early mortality and morbidity 
and decreased long-term survival  fol lowing lung 
transplantation (3,4) with a reported incidence ranging from 
10–25% (5,6). Multiple risk factors are known to increase 
the risk of PGD, such as donor smoking history, donor 
age, recipient pulmonary arterial hypertension, obesity, use 
of cardiopulmonary bypass, single lung transplant, higher 
fraction of inspired oxygen (FiO2) during reperfusion and 
prolonged ischemic time (5,7-9).

In 2005, the ISHLT Working Group proposed a 
standardized grading system for PGD (10). This was 

based on the evaluation of the partial pressure of arterial 
oxygen (PaO2)/FiO2 (P/F) ratio O2 and whether there are 
bilateral infiltrates on chest X-ray. These assessments are 
carried out at the time-points 6, 24, 48, and 72 hours after 
the operation. This was subsequently updated in 2016 to 
address limitations of the original 2005 consensus, and 
incorporated new parameters, specifically regarding the 
roles of extracorporeal membrane oxygenation (ECMO), 
high flow oxygen and pulmonary vasodilators. The absence 
of pulmonary edema on chest radiograph is classified as 
PGD 0, regardless of the P/F ratio (11).

The various events involved in lung transplantation 
from preoperative donor management and procurement, 
to reperfusion can lead to the development of PGD. 
These include various insults to the donor lung such as 
ischemia, microtrauma from handling of the lung during 
organ explant, method of donor organ preservation, the 
surgical strategy of organ implantation such as single versus 
double lung transplant, the use and type of intraoperative 
circulatory support, and reperfusion. The key pathological 
hallmarks of PGD are ischemic injury of the pulmonary 
vasculature, altered permeability of the pulmonary vessels, 
and diffuse alveolar injury. 
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The exact pathogenesis of PGD is not fully known, 
however ischemia reperfusion injury is thought to play 
a major role. The development of PGD represents an 
interplay between baseline donor and recipient factors, 
and a proinflammatory cascade that begins at the time of 
reperfusion. PGD occurs in two phases: an early phase 
where donor lung macrophages and lymphocytes play 
important roles, and a later phase which is regulated by 
recipient neutrophils and lymphocytes. Proinflammatory 
factors, including free radicals, reactive oxygen species 
(ROS), cytokines and neutrophilic inflammation are critical 
to the development of PGD. The recipient inflammatory 
environment also plays a crucial role in the development of 
PGD post-transplant (12).

The development of PGD is associated with poor 
outcomes. These include prolonged intensive care unit 
(ICU) stay and mechanical ventilation, and increased use 
of ECMO. Post lung transplant mortality at 90 day is up to 
37%, and at 1 year, is up to 34%. The long-term outcome 
following lung transplant is also negatively affected by 
PGD. The reported survival rates are 72.8%, 43.9% and 
18.7% at 1, 5 and 10 years postoperatively for patients 
with PGD. PGD is also linked to chronic lung allograft 
dysfunction (CLAD), a form of chronic lung rejection. The 
severity of PGD is directly correlated to an increase in the 
relative risk of bronchiolitis obliterans syndrome, one of the 
forms of CLAD (12-14).

In this issue of the journal, Toyoda et al. looked at risk 
factors (donor, recipient or intraoperative) that show 
an association with mild/moderate or severe PGD (15). 
Retrospective patient data from a single centre at the 
Northwestern University Medical Centre of Chicago, 
Illinois, were collected. Outcomes of 151 consecutive 
patients undergoing single or bilateral lung transplantation 
from brain death donors were analysed. They did not 
include lungs that were assessed by ex vivo lung perfusion 
(EVLP). Clinical characteristics that were more common in 
patients who developed PGD grade 3 than those with PGD 
grade 1 or 2 included younger age, use of preoperative 
venovenous (V-V) ECMO, aetiology of coronavirus disease 
2019 (COVID-19), lower haemoglobin, and higher total 
bilirubin count. 

Compared to patients with PGD grade 0, those with 
PGD grade 1 to 3 had longer operative times, longer 
ischemic times and higher intraoperative blood transfusion 
volumes of packed cells, fresh frozen plasma, and platelets. 
Patients with PGD grade 1 to 3 were more likely to need 
venoarterial (VA) ECMO; however, the duration of VA 

ECMO support did not influence the development of 
PGD of any grade. Multivariate logistic regression analysis 
did not find any independent risk factors of PGD grade 3 
compared to intraoperative use of VA ECMO as a predictive 
factor for grade 1 or 2. Comparing PGD grade 0 with PGD 
grades 1–3, operative time was an independent predictor 
of the development of PGD, according to univariate and 
multivariate analysis. Receiver operating characteristic 
(ROC) curve analysis showed that an operative time of 8.18 
hours provided the cut-off value for the development of 
PGD grade 3, as well as high risk of acute kidney failure, 
dialysis use, and digital ischemia. 

The authors hypothesized that the absence of identifiable 
independent risk factors for PGD grade 3 can be explained 
by the low patient numbers compared to number of 
variables in the cohort. The authors concluded that the 
risks factors for PGD grade 1 or 2 were similar to PGD 
grade 3, suggesting that PGD is a constant disease group 
with common risk factors. The limitations of study include 
the study design of a single centre retrospective review, with 
a small cohort and therefore a small event number, thus 
preventing examination of PGD grades 1 and 2 separately. 
Long-term postoperative results were not able to be 
analysed because of the short follow up periods. Because the 
all-cause mortality was only 25.2%, the authors were unable 
to examine disease specific mortality. 

Some other inherent issues of the current PGD 
classification, not touched on by Toyoda and colleagues, 
warrant further elaboration. The Toyoda study looked at the 
subgroups of PGD 1, 2 and 3. One concern is the potential 
confounder of radiographic discordance in the assessment 
of chest radiograph. The grading system of PGD ranges 
from 0 to 3, based on the presence or absence of infiltrates 
on chest X-ray and the P/F ratio. According to the 2017 
updated ISHLT criteria, in the absence of radiographic 
infiltrates on chest radiograph, the patient is graded as  
PGD 0, regardless of the P/F ratio. Theoretically, a patient 
with a PF ratio of <200 may be classified as either PGD 3, 
or PGD 0, based on presence or absence of infiltrates of 
the chest X-ray. However, chest X-ray assessment may be 
difficult in the early period after lung transplant. 

A retrospective study by Schwarz from the Vienna 
group addressed this issue. They studied whether there 
was interobserver variability among radiologists on the 
assessment of chest X-rays after lung transplant, and if 
variability is present, how this might affect the grading of 
PGD. Out of 1,988 chest radiographs taken in the early 
post lung transplant period, full agreement of all the five 
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participating radiologists was achieved in only 43% of the 
entire cohort. As a result of the variation in chest X-ray 
assessment, the rate of PGD grade 3 would vary from 
28.4% to 8.4% on arrival in ICU, 4.8% to 1.8% at 24 hours 
after transplant, 5.3 % to 2% at 48 hours after transplant, 
and 3.1% to 0.2% at 72 hours after transplant. Increased 
interobserver variability was associated with recipients with 
higher body mass index (BMI), and cases of significant 
donor/recipient size mismatch where lung volume reduction 
had to be performed on the graft.

In recipients with an increased BMI, the development 
of atelectasis would be more likely during the weaning of 
ventilatory support, and the chest radiographic changes 
might be misinterpreted as lung infiltrates in PGD. Where 
lung volume reduction was performed in the graft for size 
mismatch, these are commonly done in the right middle 
lobe and/or lingula, resulting in lung opacities which may 
be misinterpreted as lung infiltrates of PGD. The Schwarz 
study demonstrated significant interobserver variability in 
chest X-ray interpretation after lung transplant, leading 
to high variation of PGD grades in the present system of 
grading. 

In theory this could be improved by strict chest X-ray 
interpretation by experienced clinicians, however this may 
not be easily put into practice in the real world (16,17). 

Another issue worth considering is the construct 
validity of the current PGD classification in the grading 
of PGD. The Lung Transplant Outcomes Group (LTOG) 
investigated whether higher-severity grades of PGD was 
worthwhile. The authors interrogated the dataset of the 
LTOG, which is a large, prospectively collected dataset on 
PGD. They defined an additional ‘very severe’ PGD with 
P/F ratio <100, and demonstrated that having this extra 
subgroup of very severe PGD did not influence the risk of 
long-term mortality; however, the presence of this extra 
category might alert clinicians of patients at high risk of 
early death, and therefore might lead to more aggressive 
early intervention (18,19). 

In recent years, there has been ongoing change in the 
donor profile. These include increasing donor age, increased 
utilization of donors with extended donor criteria, the wider 
adoption of donors after cardiac death. The introduction of 
normothermic EVLP into clinical practice has substantially 
increased the donor lung utilization in some experienced 
centers, by allowing objective evaluation of marginal donor 
lungs that would have been declined by conventional 
selection criteria. The Toronto group showed that the use 
of EVLP has increased the lung transplant volume by 20%. 

The same group also reported that there was no difference 
in PGD 3 at 72 hours post-transplant, 30-day mortality and 
1-year survival between recipients of the marginal lungs 
used for transplant after EVLP evaluation and control 
lungs (20,21). Another EVLP study using a different EVLP 
platform, the INSPIRE trial, reported that PGD 3 was 
significantly lower in the EVLP group compared to the cold 
storage group (17.7% vs. 29.7%). Whether the reduced 
incidence of PGD 3 might lead to earlier recovery and 
better post-transplant long-term outcomes requires further 
research (22). The potential of EVLP to recondition donor 
lungs may be extended to EVLP as platform of therapy, and 
some preclinical studies have shown promise. Infection of 
the donor lung is thought to contribute towards PGD (11).  
Antimicrobial treatment in vivo may be limited by the 
toxicity towards other donor or recipient organs such as the 
kidney or liver. However, when the donor lung is perfused 
in isolation during EVLP, supra-therapeutic doses of drug 
could be administered without any concern regarding injury 
to other organs (23,24). 

One exciting new direction of preclinical lung transplant/
EVLP research is the use of cross-circulation to maintain 
injured donor lungs. Hozain et al. from Columbia studied 
human lungs rejected for clinical lung transplantation, and 
used EVLP to maintain the lungs while connecting the 
circuit by cross circulation to anesthetized xenogenic pigs 
with immunosuppression. They showed that the xenogenic 
cross circulation platform provided explanted lung grafts 
a physiologically supportive environment. The authors 
reported marked improvement in physiological parameters 
and in the observed areas of damage of the donor lungs after 
perfusing the grafts for 24 hours. Importantly, they also 
showed significant improvement of the vascular endothelium, 
airway and alveolar epithelium, suggesting the presence of 
repair process. At the same time, the levels of important 
markers of acute inflammation were attenuated (25).  
These new areas of research provide a glimpse into possible 
advanced treatment of donor lungs, which may have 
important impact on the amelioration of PDG in clinical 
lung transplantation.

Acknowledgments

Funding: None.

Footnote

Provenance and Peer Review: This article was commissioned 



Wong and Hsin. PGD still plagues lung transplant4

© Journal of Thoracic Disease. All rights reserved. J Thorac Dis 2024;16(1):1-5 | https://dx.doi.org/10.21037/jtd-23-1618

by the editorial office, Journal of Thoracic Disease. The article 
did not undergo external peer review.

Conflicts of Interest: Both authors have completed the ICMJE 
uniform disclosure form (available at https://jtd.amegroups.
com/article/view/10.21037/jtd-23-1618/coif). The authors 
have no conflicts of interest to declare.

Ethical Statement: The authors are accountable for all 
aspects of the work in ensuring that questions related 
to the accuracy or integrity of any part of the work are 
appropriately investigated and resolved.

Open Access Statement: This is an Open Access article 
distributed in accordance with the Creative Commons 
Attribution-NonCommercial-NoDerivs 4.0 International 
License (CC BY-NC-ND 4.0), which permits the non-
commercial replication and distribution of the article with 
the strict proviso that no changes or edits are made and the 
original work is properly cited (including links to both the 
formal publication through the relevant DOI and the license). 
See: https://creativecommons.org/licenses/by-nc-nd/4.0/.

References

1. 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;38:1042-55.

2. Arcasoy SM, Fisher A, Hachem RR, et al. Report of 
the ISHLT Working Group on Primary Lung Graft 
Dysfunction part V: predictors and outcomes. J Heart 
Lung Transplant 2005;24:1483-8.

3. Christie JD, Kotloff RM, Ahya VN, et al. The 
effect of primary graft dysfunction on survival after 
lung transplantation. Am J Respir Crit Care Med 
2005;171:1312-6.

4. Huang HJ, Yusen RD, Meyers BF, et al. Late primary graft 
dysfunction after lung transplantation and bronchiolitis 
obliterans syndrome. Am J Transplant 2008;8:2454-62.

5. Diamond JM, Lee JC, Kawut SM, et al. Clinical 
risk factors for primary graft dysfunction after 
lung transplantation. Am J Respir Crit Care Med 
2013;187:527-34.

6. Prekker ME, Nath DS, Walker AR, et al. Validation 
of the proposed International Society for Heart and 

Lung Transplantation grading system for primary graft 
dysfunction after lung transplantation. J Heart Lung 
Transplant 2006;25:371-8.

7. Liu Y, Liu Y, Su L, et al. Recipient-related clinical 
risk factors for primary graft dysfunction after lung 
transplantation: a systematic review and meta-analysis. 
PLoS One 2014;9:e92773.

8. Kreisel D, Krupnick AS, Puri V, et al. Short- and long-
term outcomes of 1000 adult lung transplant recipients at a 
single center. J Thorac Cardiovasc Surg 2011;141:215-22.

9. Fang A, Studer S, Kawut SM, et al. Elevated pulmonary 
artery pressure is a risk factor for primary graft dysfunction 
following lung transplantation for idiopathic pulmonary 
fibrosis. Chest 2011;139:782-7.

10. Christie JD, Carby M, Bag R, et al. Report of the ISHLT 
Working Group on Primary Lung Graft Dysfunction part 
II: definition. A consensus statement of the International 
Society for Heart and Lung Transplantation. J Heart Lung 
Transplant 2005;24:1454-9.

11. Snell GI, Yusen RD, Weill D, et al. Report of the ISHLT 
Working Group on Primary Lung Graft Dysfunction, 
part I: Definition and grading-A 2016 Consensus 
Group statement of the International Society for Heart 
and Lung Transplantation. J Heart Lung Transplant 
2017;36:1097-103.

12. Hunt ML, Cantu E. Primary graft dysfunction after 
lung transplantation. Curr Opin Organ Transplant 
2023;28:180-6.

13. Clausen E, Cantu E. Primary graft dysfunction: what we 
know. J Thorac Dis 2021;13:6618-27.

14. Li D, Weinkauf J, Kapasi A, et al. Baseline lung allograft 
dysfunction in primary graft dysfunction survivors after 
lung transplantation. Respir Med 2021;188:106617.

15. Toyoda T, Cerier EJ, Manerikar AJ, et al. Recipient, donor, 
and surgical factors leading to primary graft dysfunction 
after lung transplant. J Thorac Dis 2023;15:399-409.

16. Schwarz S, Muckenhuber M, Benazzo A, et al. 
Interobserver variability impairs radiologic grading of 
primary graft dysfunction after lung transplantation. J 
Thorac Cardiovasc Surg 2019;158:955-962.e1.

17. Gray WH, McFadden PM. Commentary: Evaluation of 
primary graft dysfunction after lung transplantation-It is 
time to teach an old dog new tricks! J Thorac Cardiovasc 
Surg 2019;158:963-4.

18. Cantu E, Diamond JM, Suzuki Y, et al. Quantitative 
Evidence for Revising the Definition of Primary Graft 
Dysfunction after Lung Transplant. Am J Respir Crit Care 
Med 2018;197:235-43.

https://jtd.amegroups.com/article/view/10.21037/jtd-23-1618/coif
https://jtd.amegroups.com/article/view/10.21037/jtd-23-1618/coif
https://creativecommons.org/licenses/by-nc-nd/4.0/


Journal of Thoracic Disease, Vol 16, No 1 January 2024 5

© Journal of Thoracic Disease. All rights reserved. J Thorac Dis 2024;16(1):1-5 | https://dx.doi.org/10.21037/jtd-23-1618

19. Neyrink A, Verleden GM. How Would You Grade 
Our Progress in Primary Graft Dysfunction after 
Lung Transplantation? Am J Respir Crit Care Med 
2018;197:155-7.

20. Cypel M, Yeung JC, Machuca T, et al. Experience with the 
first 50 ex vivo lung perfusions in clinical transplantation. J 
Thorac Cardiovasc Surg 2012;144:1200-6.

21. Munshi L, Keshavjee S, Cypel M. Donor management and 
lung preservation for lung transplantation. Lancet Respir 
Med 2013;1:318-28.

22. Warnecke G, Van Raemdonck D, Smith MA, et al. 
Normothermic ex-vivo preservation with the portable 
Organ Care System Lung device for bilateral lung 

transplantation (INSPIRE): a randomised, open-label, 
non-inferiority, phase 3 study. Lancet Respir Med 
2018;6:357-67.

23. Nakajima D, Cypel M, Bonato R, et al. Ex Vivo Perfusion 
Treatment of Infection in Human Donor Lungs. Am J 
Transplant 2016;16:1229-37.

24. Zinne N, Krueger M, Hoeltig D, et al. Treatment 
of infected lungs by ex vivo perfusion with high dose 
antibiotics and autotransplantation: A pilot study in pigs. 
PLoS One 2018;13:e0193168.

25. Hozain AE, O'Neill JD, Pinezich MR, et al. Xenogeneic 
cross-circulation for extracorporeal recovery of injured 
human lungs. Nat Med 2020;26:1102-13.

Cite this article as: Wong KHM, Hsin KYM. Primary graft 
dysfunction in lung transplantation: still a thorn in the side of 
lung transplant. J Thorac Dis 2024;16(1):1-5. doi: 10.21037/jtd-
23-1618


