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* loTopIikn avadpoun Kal emiwon YETA ATTO peTapéd){tho?ﬁ 1
TTVEUOVO
* [loio¢ aoBevnc utTopei va wPeAnBEi
o NiOTO JETAPOOXEUONC KAI JETAPOOXEUTIKI Ol1adIKOTIO
* [1pwToyevn ¢ TTEPIBaAWN

* To HEAANOV OTIC HETAPOOXEUOEIC



Ag yvwpiooupe TN 'Mapiad’

* 63 €TWYV, BNAU

« Eygpuonua, diayvwaon 1Tpo 4 €T1iag

« AY., KatabAiyn

* Mia voonAegia Tov TEAeUTAio XpOVo AOYyw TTapocuvong
* AIOKOTI KATTVIOPNOATOC ME TNV EI0AYWYN OTO VOOOKOMEIO
« FEV,=21%

* [1poo@aTa eviaxbnke o€ TTPOYPAUUA ATTOKATACTAONG

« Eivai urmroyneia via évrain orn Aiora yia YETAPUOOXEUON ?




* loTOPIKG OTOIXEIO KOl £'ITIBIUL)OT]I) ‘;" .‘,

» Evociceic-INapatroutrn-Workup

e 2UVTOVIONOC METAPNOOXEUTIKNC
O1a0IKOCIaC

o OpovTida PETG peETANOOXEUONC

* MeAAOVTIKG OTOIXEID

MeTapdoyxeuon
TTveupova
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First performed June 11, 1963 by Dr. James D. Hardy The first heart-lung block was successfully” > 7
(& Dr. Watts R. Webb) at the University of Mississippi performed by Drs. Norman E. Shumway and

« Carcinoma of left main stem Bruce A. Reitz at Stanford on March 9 1981.

bronchus and severe COPD * Transplanted for pulmonary

« Azathioprine, prednisone and hypertension

cobalt irradiation  Cyclosporin was key
» Survived 18 days * Survived > 5 years

ﬂﬁ Ist Lung Transplant Recipient .

June 1963
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» The first successful lung (single) » The first successful double lung was % ';,3’ g, |
transplantation was performed by Dr. Joel D. performed by Cooper and Patterson at the >
Cooper at the University of Toronto on University of Toronto in 1986.

November 7, 1983. « The first double lung transplant for cystic

* Pulmonary Fibrosis fibrosis followed in 1988 at Washington

« Survived more than 7 years University, St. Louis.

« Previously, early trouble had been alrway * Two lungs needed due to infection

dehiscence
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“My transplant was so successful that | never once felt,m\f/x <D f_
lungs during the race,” says Timothy. “The only thing | felt

were my legs.”

)

New York City Marathon

/ Nov 2010

32 y.0. male patient

bilateral lung Tx for CF
completes marathon in 7:08:50
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Transplantation: Thirty-third Adult Lung and Heart—Lung Transplant Report—2016; Focus Theme: , g ‘/
Primary Diagnostic Indications for Transplant o

Roger D. Yusen, MD, MPH, Leah B. Edwards, PhD, Anne I. Dipchand, MD, FRCPC, Samuel B. Goldfarb, MD, Anna Y. Kucheryavaya, ”? g; =4 ‘
MS, Bronwyn J. Levvey, RN, Lars H. Lund, MD, PhD, Bruno Meiser, MD, Joseph W. Rossano, MD, Josef Stehlik, MD, MPH > ' ”

The Journal of Heart and Lung Transplantation

55,795 adult lung transplants Volume 35, Issue 10, Pages 1170-1184 (October 2016)
53,522 (95.9%) primary lung DOI: 10.1016/j.healun.2016.09.001
i 4500
transplantatlon u Bilateral/Double Lung 4033
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W B COPD without AIATD ®ECOPD with A1ATD oCF fi "

mlIP OILD-not lIP B Retransplant

3,500

134 transplant centers 3,000
3,973 adult lung transplantation
procedures (2014)
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Diagnoses (Transplants: January 1995 — June 2017)

Adult Lung Transplants
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806 (4.2%)

Diagnosis SLT (N=19,112) | BLT (N=39,813)

COPD 7,525 (39.4%) | 10,505 (26.4%) | 18,030 (30.6%)
P 7,100 (37.1%) | 8,064 (20.3%) 15,164 (25.7%)
CF 225 (1.2%) 8,871 (22.3%) 9,096 (15.4%)
ILD-not IIP 1,067 (5.6%) 2,209 (5.5%) 3,276 (5.6%)
A1ATD

2,056 (5.2%)

2,862 (4.9%)

Retransplant

966 (5.1%)

1,410 (3.5%)

2,376 (4.0%)

136 (0.7%)

IPAH 93 (0.5%) 1,609 (4.0%) 1,702 (2.9%)
Non CF-bronchiectasis 73 (0.4%) 1,526 (3.8%) 1,599 (2.7%)
Sarcoidosis 328 (1.7%) 1,126 (2.8%) 1,454 (2.5%)
PH-not IPAH

767 (1.9%)

903 (1.5%)

LAM/tuberous sclerosis

155 (0.8%)

400 (1.0%)

555 (0.9%)

OB

401 (2.1%)

76 (0.4%) 431 (1.1%) 507 (0.9%)
CTD 154 (0.8%) 349 (0.9%) 503 (0.9%)
Cancer 7 (0.0%) 30 (0.1%) 37 (0.1%)
Other

460 (1.2%)

861 (1.5%)

N ad ™ N |

ISHLT « INTERNATIONAL SOCIE TY FOR HEART AND LUNG TRANSPLANTATION
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Survival (%)
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Adult Lung Transplants

Kaplan-Meier Survival by Major Diagnhosis
(Transplants: January 1990 — June 2016)
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Survival (%)

Adult Lung Transplants
Kaplan-Meier Survival by Era
(Transplants: January 1990 — June 2015)

100

Median survival (years):
1990-1998: 4.2; Conditional=7.1;
1999-2008: 6.1; Conditional=8.5;

75 2009-6/2015: NA: Conditional=NA
1990-1998 vs. 1999-2008: p<0.0001;
1990-1998 vs. 2009-6/2015: p<0.0001;
1999-2008 vs. 2009-6/2015: p<0.0001
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25

O 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19
Years
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Adult Lung Transplants

Kaplan-Meier Survival by Gender
(Transplants: January 1990 — June 2016)

100
—\lale (N=33,465)
—Female (N=26,526)
75
S
S s0
> p<0.0001
S5
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25
Median survival (years): —
Male=5.8; Female=6.4
O I I | | | |
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Adult Lung Transplants . ‘,";aﬁ,
Cause of Death (Deaths: January 1990 — June 2017) ;"ﬂ *; )3 )“
Cause of Death DDA [P pre— %egrs 23 | >3 \;Ezg .5 |>5 \ga;s- 10 Year;"’, ‘g) 9
(N=3,707) |Year (N=6,724) [ "c7o) (N=3,041) (N=a.902) | (N=2.097) e |
OB/BOS 11 (0.3%) | 309 (4.6%) @(26.100) @ @ @(22.10 )
Acute Rejection 118 (3.2%) 119 (1.8%) 102 (1.5%) 24 (0.6%) 23 (0.5%) 4 (0.2%)
Lymphoma 1(0.0%) | 141(21%) | 112 (1.7%) 55 (1.4%) 93 (1.9%) | 60 (2.9%)
Malignancy, Non-Lymphoma | 5(0.1%) | 201(3.0%) | 554 (8.4%) | 478(12.1%) | 761 (15.2%) | 301 (14.4%)
CMV 3(0.1%) | 132(2.0%) | 58 (0.9%) 10 (0.3%) 6 (0.1%) 1 (0.0%)

Infection, Non-CMV

693 (18.7%)

2,313 (34.4%

1,374 (20.8%)

694 (17.6%)

835 (16.7%)

344 (16.4%)

Graft Failure

888 (24%
T

1,102 (16.4%)

1,252 (18.9%)

704 (17.9%)

804 (16.1%)

312 (14.9%)

Cardiovascular

445 (12.0%)

369 (5.5%)

292 (4.4%)

184 (4.7%)

293 (5.9%)

142 (6.8%)

Technical

439 (11.8%)

237 (3.5%)

61 (0.9%)

18 (0.5%)

36 (0.7%)

14 (0.7%)

Multiple Organ Failure

471 (12.7%)

817 (12.2%)

338 (5.1%)

158 (4.0%)

233 (4.7%)

109 (5.2%)

Other

633 (17.1%)

984 (14.6%)

747 (11.3%)

440 (11.2%)

674 (13.5%)

346 (16.5%)

N ad N
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Percentages represent % of deaths
in the respective time period.
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Adult Lung Transplants (2004-6/2016) .W
»

Statistically Significant Risk Factors For 1 Year Mortality with 95%, -

Confidence Limits

! HR LCL UCL pvalue N

Transplant era - 2013-2016 vs 2004-2008 (4 : 0.715 0.668 0.764 <0.01 14333
Procedure Type - Bilateral/Double 0: 0.868 0.812 0.928 <0.01 27139

AlALe A ATAV: AlAE2 ARrie N _Q

N ~ - v . . 1 <U.U O
Diagnosis - PH-not IPAH vs COPD : —— 1549 1278 1876 <0.01 635
Diagnosis - Retx vs COPD | | @~ 1687 1.486 1.914 <001 1745
Recipient dialysis - Yes | | —<—— 1901 1415 2553 <0.01 124
1 2
R

and 95% CI

(N = 41,438)

ISHLT « INTERNATIONAL SOCIETY FOR HEART AND LUNG TRANSPLANTATION
I q I JHLT.2018 Oct; 37(10): 1155-1206




MeTapooyxeuon  lOTOPIKA oTOIXEIQ KAl ETTIBILWON .
TTVeUpOvVa . Evdciceic-Mapamroutri-Workup
* 2UVTOVIONOC METAPNOOXEUTIKNC
O1a0IKOCiaC
* PpovTida YeTA PETAPNOOXEUON
* MeAAOVTIKG OTOIXEID
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[10T€ eKTIUATAI KATTOIOG YIA £vTagN OTN AioTa? » 2, @&

EmiRiwon petd mn
METANOOXEUON

O€ YEVIKEC YPOUMEG £vag
mOavog AQTITNG Ba TTPETTE VA
EKTINATOI OTAV N €TTIRIWON OTA
ETTOMEVA 2-3 XPOVIO aVAMEVETAI

N < 50%
' Kal /n

NYHA class Ill or IV

)

EmRiwon xwpic
[MoiéTnTa (WNGS



Transplant ‘window'

« Opiletal WG TO XPOVIKO dlacTnua OTToU 0 a0BevnC
gival 'apkeTd coBapd’ yia va weeAndei atrd Tnv
METAPOOYXEUON TTVEUMOVA Kal OEV €ival APKETA
'‘ooBapd’ yia va avTtécel Tn dladikaaoia Tng
METANOOXEUONG

* AU&non Tn¢ emRBiwong Kal KaAuTepN TTO10TATA (WNAG

» referral vs early referral vs listing

* TO 'TapABuUPO’ UTTOPEI VA AVOIEEl META ATTO KATTOIEC .
TTapeuPAaoeIg

(atTOKATACTACT), OIATPOPIKEC AAAAYEC, BepaTTEia

AOINWEEWV)

Am J Respir Crit Care Med Vol 158. pp
335-339, 1998
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* High > 50% risk of death from lung disease within 2 years
If LTX IS not be performed

* High > 80% likelihood of surviving at least 90 days after
LTX

* High > 80% likelihood of 5-years post LTx survival from a
general medical perspective provided that there Is
adeqguate graft function




ATTOAUTEC QVTEVOEICEIC »
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« KakonBeia ota rponyoupeva 2 Xpovia ( EKTOC atrd PACIKOKUTTAPIKO KOl TTAAKWOEG .

KApKivwua OEpUATOC)
> 5 xpovia eAeUBepoC vOoOU

* MaoT1oc¢> oTadiou 2

* [laxéog > Dukes A

* MeAavwpua > 2tadiou Il
* Kapkivo veppou

AlauapTieg Kal QUOUOPYIEC 0.0. KAl BwpPaKIKoU KAw[ou
Kapdiakr , NTTaTIKr Kal VEQPIKI AVETTAPKEIQ

Kartrviopa kai Xprion ouciwyv

KoIvwViKoi, YuXoAoyIKOi Kal OIKOVOMIKOiI Adyol

* HBV, HCV, HIV, Burkolderia cepacia *

J Heart Lung Transplant 2006, 25:745-55



2 XETIKEC AVTEVOEICEIC

* HAIKKia > 65 £Tn

* 2NMUAVTIKOC TTEPIOPIOHPOC TNG AEITOUPYIKAC KOTAOTAONC TOU
aoBevoucg

e ATTOIKIONOG UE TTOAUQVOEKTIKA ] TTAVAVOEKTIKA BaKTHpId
« Akpaiec TinéEC BMI >35 <18 Kg/ m?

e 20[Bapou BaBuou ooTEOTTOPWON

 Mechanical ventilation? , ECMO?

* J Heart Lung Transplant 2006; 25:745-55



XEIPOUPYIKEC AVTEVOEICEIC/ EIDIKEC TTEPITITWOEIC b .

* [1poNyOUMNEVEC XEIPOUPYIKEC ETTEMNPATEIC

* [1AeupodEON

* PTX

* AuCnuéva TTOO00TA algopPaAyIwy, ETTAVAdIEPEUVNONG KAl
VEPPIKNG duoTTapayiag YTropeEi va traparnpnbouv o€
TTPONYOUUEVEC XEIPOUPYIKEC TTAPEUPRATEIC OTO Bwpaka

* [1poNyOUNEVEC XEIPOUPYIKEC ETTENPACEIC OTO BWPAKA KAl JEYAAN
NAIKia >65 xp




Referral/ XAl roTe? g 3

Timing of referral:

e Disease 1s progressive, despite maximal treatment
including medication, pulmonary rehabilitation, and
oxygen therapy.

* Patient 1s not a candidate for endoscopic or surgical
LVRS. Simultaneous referral of patients with COPD for
both lung transplant and LVRS evaluation 1s appropriate.

e BODE index of 5 to 6.

* Paco, > 50 mm Hg or 6.6 kPa and/or Pao, <60 mm Hg
or § kPa.

* FEV, <25% predicted.

J Heart LungTransplant 2015;34:1-15



Listing/ XAI1 1ToT1€?

Timing of listing (presence of one criterion 1s sufficient):

* BODE mdex =7.

e FEV, <15% to 20% predicted.

® Three or more severe exacerbations during the
preceding year.

* One severe exacerbation with acute hypercapnic respira-
tory failure.

* Moderate to severe pulmonary hypertension.

Variable

FEV, (% of predicted) T
Distance walked in 6 min (m)
MMRC dyspnea scalex:
Body-mass index§

Points on BODE Index

0 1 2 3
=65 50-64 36-49 <35
=350 250-349 150-249 <149
0-1 2 3 4
>21 <21

J Heart LungTransplant 2015;34:1-15



Overview of various therapies used to treat patients with COPD and emphysema worldwide. Note that all therapies
are not approved for clinical care in all countries. Additionally, the effects of BLVR on survival or other long term
outcomes or comparison to LVRS are unknown.

Advanced COPD

I

~ ~

not candidate for
bullectomy, BLVR or LVRS

emphysema predominant phenotype with severe hyperinflation

large T T~
bulla | | e N
L L W / L
/
bullectomy heterogeneous nct))Lalllrage homogeneous [ lung transplant
emphysema emphysema I\
\
I | N
| | | | ~o _
W W Ny L _~ -
— collateral + collateral — collateral + collateral
ventilation ventilation ventilation ventilation
| I | I
N Ny W N
LVRS LVRS BLVR BLVR
BLVR BLVR (EBV, LVRC) (LVRC)
(EBV, LVRC, VA) (LVRC, VA) LVRS * LVRS *

Definition of Abbreviations: BLVR, Bronchoscopic Lung Volume Reduction, EBY, endobronchial Valve, LVRS,
Lung volume reduction surgery, LVRC, Lung volume reduction coil, VA, Vapor ablation

v » A
©Wative for Chronic Obstructive Lung Disease
L 9 : 9

*at some but not all centers
FIGURE 4.5



Referral /Aiayxutec TTveuoOvVOTTIABEIEC TTOTE?

* loToAoyikn i atrelkovioTIKA atrodeicn UIP avecdptnta
aTTd TNV JETPOUMEVN CWTIKA XwpnTIKOTNTA VC

* loTtoAoyikn emRePaiwaon fibrotic NSIP

« FVC <80% predicted

« DLCO <40% predicted

« AvoTrvola 1} GNUAVTIKOG TTEPIPIOHUOS TNG
dpaCTNPIOTNTAC

« O¢&uyovoBepartreia akOpa Kal JOVO TNV TTPOCTTABEIN

1.Kreider & Kotloff Proc Am Thorac Soc 2009; 6:20-7
2.J Heart LungTransplant 2015;34:1-15



Listing/ AlGyxuTeg TTVvEUPOVOTTIABEIEG TTOTE? X
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Timing of listing:

* Decline in FVC =10% during 6 months of follow-up
(note: a 5% decline 1s associated with a poorer prognosis
and may warrant listing).

* Decline in DLco = 15% during 6 months of follow-up.

* Desaturation to <88% or distance < 250 m on 6-minute-
walk test or =50 m decline in 6-minute-walk distance
over a 6-month period.

* Pulmonary hypertension on right heart catheterization or
2-dimensional echocardiography.

* Hospitalization because of respiratory decline, pneumo-

thorax., or acute exacerbation.
J HeartLungTransplant 2015;34:1-15



Referral/ KuoTikn ivwon 1moTe?

FEV1 is < 50% predicted and rapidly declining (> 20%

1.
relative decline in FEV1 within 12 months) g
OR 4.
FEV1 is < 40% predicted with markers of shortened
survival 5,
OR 6
FEV1 is < 30% predicted '
7.
Lung

6MWT distance <400 m
hypoxemia (at rest or with exertion)
hypercarbia (PaCO2 > 50 mmHg)
pulmonary hypertension (PA systolic pressure>50 mmHg on
echocardiogram or evidence of right ventricular dysfunction in the
absence of a tricuspid regurgitant jet)
> 2 exacerbations per year requiring IV antibiotics or 1 exacerbation
requiring positive pressure ventilation regardless of FEV1.
massive hemoptysis (N240 mL) requiring ICU admission or bronchial
artery embolization.
PTx

transplant referral for individuals with cystic fibrosis: Cystic Fibrosis Foundation

consensus guidelines

Kathleen J. Ramos **, Patrick J. Smith ®, Edward F. McKone ¢, Joseph M. Pilewski 9, Amy Lucy ¢,
Sarah E. Hempstead ¢, Erin Tallarico ¢, Albert Faro ¢, Daniel B. Rosenbluth , Alice L. Gray & Jordan M. Dunitz ",

the CF

Lung Transplant Referral Guidelines Committee'

KJ. Ramos et al. / Jounal of Cystic Fibrosis xxx (2019) xxx



Listing/ KuoTikny ivwon 1ToTe?

FEV, % predicted

100%

50%

40%

30%

Routine discussions about
disease trajectory and lung
transplant as a potential
component of clinical care

Annual discussion of lung transplantation, with a
focus on addressing potential barriers to transplant
Screen for markers of disease severity; referral if indicatec\

.

Referral for all individuals*

» Chronic respiratory failure

= With hypoxia alone(partial pressure of oxygen [PaO2]
<8 kPa or < 60 mmHg)

= With hypercapnia(partial pressure of carbon dioxide
[PaCO2] >6.6 kPa or >50 mmHgQ).

» Long-term non-invasive ventilation therapy

» Pulmonary hypertension

» Frequent hospitalization

» Rapid lung function decline

» World Health Organization Functional Class IV

Review
Lung transplant referral for individuals with cystic fibrosis: Cystic Fibrosis Foundation
consensus guidelines

Kathleen J. Ramos **, Patrick J. Smith ®, Edward F. McKone ¢, Joseph M. Pilewski ¢, Amy Lucy ¢,
Sarah E. Hempstead ¢, Erin Tallarico €, Albert Faro €, Daniel B. Rosenbluth !, Alice L. Gray &, Jordan M. Dunitz ",
the CF Lung Transplant Referral Guidelines Committee'

J Heart Lung Transplant 2015;34:1-15



s 2GR

SL.E |
<y D

Referral /[TveEUUOVIKEC QyYEIOKEC TTABNOEIC ToTE? ? .; e
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 NYHA Functional Class Ill or IV symptoms during escalating
therapy.

« Rapidly progressive disease(assuming weight and
rehabilitation concerns not present).

» Use of parenteral targeted pulmonary arterial hypertension
(PAH) therapy regardless of symptoms or NYHA Functional
Class.

« Known or suspected pulmonary veno-occlusive disease
(PVOD) or pulmonary capillary hemangiomatosis.

J Heart LungTransplant 2015;34:1-15
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Listing/ ['VEUUOVIKEG AYEIOKEG TTABNOEIG TTOTE? » > 2, &

 NYHA Functional Class Il or IV despite of at least 3
months of combination therapy including
prostanoids.

e Cardiac index of < 2 It/min/m2.
« Mean right atrial pressure of >15 mmHg.
* 6-minute walk test of <350 m.

« Development of significant hemoptysis,pericardial
effusion, or signs of progressive right heart failure
(renal insufficiency,increasing bilirubin,brain
natriuretic peptide, or recurrent ascites)

J Heart LungTransplant 2015;34:1-15



Ac BupunBoupe TTaAl Tnv Mapia

* 63 £TWV, BNAU

* Eypuonua, didyvwaon 1po 4 €T1iag

* AY., KatabAiyn

* Mia voonAeia Tov TEAEUTAiIo XpOVO AOYW TTapOguvong

* AIOKOTTN KATTVIOMOTOC ME TNV EI0QYWYI OTO VOOOKOUEIO
 FEV1=21%

 [lpOo@aTa EVTAXONKE OE TTPOYPAUMOA ATTOKATACTAONG
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« KUpPIO XapaKTNPIOTIKO TNG OPEIAEI va €ival N ATTAR Kal aUKo)\ﬁ’ = "’, ”

TTPOoBaon oTIC OIadIKATIEC TTAPATTOMTIAG ATTO YIATPOUC
OTTOI0CONTIOTE EIOIKOTNTAC

* H dlatrnpnon cuvOECUOU HE TOV YVIATPO TTAPATIOUTING

* TeAika 1 o1ig 10 TTAPATTOUTTIEG €ival KATAAANAN yia £vTagn OTN
LETAUOOXEUTIKN AioTa

* To eAdxI0TO pre-screening £CETA0EWY




KW3IKAC ETTIKOIVWVIOC .

* AC O0UUE Qv n UETAUOOXEUDN Eival N KATAAANAn Beparreia
via thv maénorn oou

avri yia

« Xpelaleoal giyoupda UETAUOTXEUON TTVEULOVWV
e 2E OTEAVW OTO ... KEVTPO VIQ EKTIUNON QUECT
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MF'T?UOGX?'UG” + [OTOPIKG OTOIXEIO KAl ETTIRBIWON % % 5
TveUpova , ,

H » Evociceic-INapatroutrn-Workup

* 2UVTOVIOUOG METAPNOOXEUTIKNG
OladIKagiag

o QpovTida YETA HETAPOOXEUON

* MeAAOVTIKG OTOIXEID






MeTapdoyxeuon
TTveupova

loTOPIKA OTOIXEIO KAl ETTIBIWON
Evociceic-Iapatrouti-Workup

2.UVTOVIOMOC METAUOOXEUTIKNG
O1a0IKOCIaC

PpovTida YETA HETAPOOXEUONC
MeAAOVTIKG oTOIXEIO



AvVAyKnN €TTEKTAONC TNG OUADAC TWV OOTWV

2009 | 2010 (| 2011 2012 | 2013 | 2014 | 2015| 2016 | 2017 | 2018

Potential, all donors 4610 | 4830 | 4962 | 4842 | 4610 | 4612 | 4650 | 4624 | 4500| 4912

Notreporfed | 2876 | 2957 | 2916 | 2626 | 2299 | 2275 2412 2385| 2257 | 2485

Reported 1734 1873 2046 2216 2311 2337 2238 2239 2243 2427
Not offered 18 26 24 10 27 12 10 4 8 9
Offered 1716 1847 2022 2206 2284 | 2325 2228 2235 2235 2418

Nat accepfed 374 383 412 497 490 232 561 443 500 550

transplanted/offered
Accepted 1342 | 1464 1610| 1709 | 1794 | 1793 | 1667 | 1787 | 1735| 1868 ~56.5%

Noft transplanted 345 353 427 398 478 495 474 516 502 500

Transplanted 997 | 1111 1183 | 1311 1316 | 1298 | 1193 | 1271 1233 | 1368

Not used 737 762 863 905 995 | 1039 | 1045 968 | 1010 | 1059

statistics eurofransplant org - 1132P_All ET_lung - 22 012019 : by donor registration date

Active lung waiting list (at year-end) in All ET, by year, by country

KdaBe xpovo ~ 10-13% Twv aocBevwyv TTOU
2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 , , , ,
Austria 73 58 66 B6 83 72 74 90 105 I 72 j 8XOUV £VTGXG£I 08 AIO—TG I“IsTGUOOXeUOng ea

r
Belgium 95 90 119 81 85 82 104 122 143 143 'ITS_‘,GGVO uv

Germany 657 642 606 483 443 432 409 390 391 314

Netherlands 186 214 235 194 189 180 177 195 178 186

Total patients 1011 1004 1026 844 800 766 764 797 817 I 715 I

statistics.eurotransplant.org - 3071P_AIl ET_lung : 11.01.2019 : includes patients also waiting for other organs

http://www.eurotransplant.org
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Liberalization of Donor Criteria May
Expand the Donor Pool Without

Adverse Consequence in
Lung Transplantation
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Mary A. McCabe, MS,* and Edward R. Garrity, MD*
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VS
Ideal donors Extended
(61) donors (52)

OR complications
ICU complications
Intubation (hours)

Hospital LOS
Hospital survival

12/61 (20%)
6/61 (10%)
21
14 * 12
49/61 (80%)

15/52 (29%)
8/52 (15%)
20
12+8
46/52 (88%)




Extended donor criteria for lung transplantation—a clinical reality™ ”! ” ‘
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Kaplan—Meier Survival
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J Heart Lung Transplant 2008; 27:1319-25
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Serve as a platform
to improve short-
and long-term
outcomes

Increase the
number of
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Ann Thorac Surg 2007; 83:2191-8

The Future of Lung Transplantation
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EVLP settings

Table 2. EVLP Maintenance Strategy—Settings

Measure Setting
Tidal volume 6—8 ml/kg
PEEP 5 cm H,0
Respiratory rate 7 breaths/min
Fio, 21%
Flow rate 40% of estimated cardiac output
LAP 3-5 mm Hg
PAP 10—-15 mm Hg
Recruitments To PawP of 25 cm H,0
86% N,
8% CO, Leukocyte

o, filter

from PV

A

Ventilator

Deoxygenator-
heat exchanger EVLP lung chamber
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