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Abstract

Rationale: Clinical variables associated with shortened survival in
patients with advanced-stage cystic fibrosis (CF) are not included in
the lung allocation score (LAS).

Objectives: To identify variables associated with wait-list and post-
transplant mortality for CF lung transplant candidates using a novel
database and to analyze the impact of including new CF-specific
variables in the LAS system.

Methods: A deterministic matching algorithm identified patients
from the Scientific Registry of Transplant Recipients and the Cystic
Fibrosis Foundation Patient Registry. LAS wait-list and post-
transplant survival models were recalculated using CF-specific
variables. Thismulticenter, retrospective, population-based studyof all
lung transplantwait-list candidates aged12yearsorolder fromJanuary
1, 2011, to December 31, 2014, included 9,043 patients on the lung
transplant waiting list and 6,110 lung transplant recipients between
2011 and 2014, comprising 1,020 and 677 with CF, respectively.

Measurements and Main Results:Measured outcomes were
changes in LAS and lung allocation rank. For CF candidates, any
Burkholderia sp. (hazard ratio [HR], 2.8; 95% confidence interval
[CI], 1.2–6.6), 29–42 days hospitalized (HR 2.8; CI 1.3–5.9),
massive hemoptysis (HR 2.1; CI 1.1–3.9), and relative drop in
FEV1>30% over 12 months (HR 1.7; CI 1.0–2.8) increased wait-list
mortality risk; pulmonary exacerbation time 15–28 days (1.8;
1.1–2.9) increased post-transplant mortality risk. A relative drop in
FEV1 >10% in chronic obstructive pulmonary disease (COPD)
candidates was associated with increased wait-list mortality risk
(HR 2.6; CI 1.2–5.4). Variability in LAS score and rank increased
in patients with CF. Priority for transplant increased for
COPD candidates. Access did not change for other diagnosis
groups.

Conclusions: Adding CF-specific variables improved
discrimination among wait-listed CF candidates and benefited
COPD candidates.
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Cystic fibrosis (CF) is the most common
lethal autosomal recessive disease among
white people, affecting more than 30,000
individuals in the United States (1). Over
1,800 mutations have been found in the
CFTR (cystic fibrosis transmembrane
conductance regulator) gene, leading to
heterogeneous phenotypes and survival
patterns (1, 2). In 2016, the median age
of death for people with CF was 29.6 years
(1, 2). Because almost all individuals with
CF die of respiratory failure, lung

Table 1. Characteristics of Lung Transplant Candidates and Recipients in Lung
Allocation Score Remodel Cohort, 2011–2014

Variables

Candidates Recipients

n % n %

All patients 9,043 100.00 6,110 100.00
Age

12–17 yr 138 1.53 95 1.55
18–34 yr 999 11.05 619 10.13
35–49 yr 1,151 12.73 689 11.28
50–64 yr 4,411 48.78 2,940 48.12
>65 yr 2,344 25.92 1,767 28.92

Sex
F 3,859 42.67 2,196 35.94
M 5,184 57.33 3,914 64.06

Race
White 7,414 81.99 5,072 83.01
Black 799 8.84 502 8.22
Hispanic 605 6.69 394 6.45
Other 225 2.49 142 2.32

Diagnosis group*
A 2,435 26.93 1,437 23.52
B 325 3.59 181 2.96
C 1,020 11.28 677 11.08
D 5,263 58.20 3,815 62.44

BMI
,18.5 kg/m2 812 8.98 538 8.81
18.5 to ,25 kg/m2 3,369 37.26 2,259 36.97
25 to ,30 kg/m2 3,340 36.93 2,299 37.63
30 to ,35 kg/m2 1,444 15.97 961 15.73
>35 kg/m2 78 0.86 53 0.87

Functional status
No assistance 834 9.22 475 7.77
Some assistance 7,464 82.54 5,186 84.88
Total assistance 743 8.22 448 7.33
Unknown 2 0.02 1 0.02

LAS
,30 113 1.25 4 0.07
30 to ,35 2,750 30.41 1,206 19.74
35 to ,40 2,147 23.74 1,190 19.48
40 to ,50 1,974 21.83 1,540 25.20
50 to ,60 658 7.28 709 11.60
>60 1,401 15.49 1,461 23.91

Supplemental oxygen
Yes 7,400 81.83 5,172 84.65
No 1,643 18.17 938 15.35

Diabetes
Yes 2,094 23.16 1,474 24.12
No 6,949 76.84 4,636 75.88

Mechanical ventilation
Yes 583 6.45 323 5.29
No 8,460 93.55 5,787 94.71

Died within 1 yr
No 8,044 88.95 — —
Yes 999 11.05 — —

Transplant within 1 yr
No 2,933 32.43 — —
Yes 6,110 67.57 — —

CF-specific variables
Any Staphylococcus species

Yes 437 42.84 280 41.36
No 136 13.33 87 12.85
Missing 447 43.82 310 45.79

Any Burkholderia species
Yes 34 3.33 21 3.10
No 713 69.90 443 65.44
Missing 273 26.76 213 31.46

(Continued)

At a Glance Commentary

Scientific Knowledge on the
Subject: The lung allocation score
(LAS) systemwas implemented in 2005
to help prioritize allocation of donor
lungs to candidates in the United
States. Variables used to create this
score were derived from the Scientific
Registry of Transplant Recipients
(SRTR), which collects data on all U.S.
transplant candidates and recipients.
For patients with cystic fibrosis (CF),
unique clinical factors that affect their
survival are not currently collected by
SRTR.

What This Study Adds to the Field:
Using a merged database comprising
the Cystic Fibrosis Foundation Patient
Registry and the SRTR, this study
identified important clinical variables
that were unavailable when the LAS
was created. Clinical variables
previously shown to affect morbidity
and mortality in the CF population
were evaluated to determine whether
they improved the predictive accuracy
of the LAS. Addition of these variables
allowed for improved identification of
CF and of some candidates with
chronic obstructive pulmonary disease
at risk of mortality on the waiting list.
Including these variables did not
change transplant access for candidates
with other diagnoses. These findings
demonstrate the importance of
comprehensive disease registries and
updated patient cohorts in improving
the predictive accuracy of lung
allocation models to appropriately
prioritize candidates, reducing wait-list
mortality and optimizing post-
transplant survival.
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transplant is an important therapeutic
option for patients with advanced lung
disease (1). Lungs are prioritized for
allocation to U.S. transplant candidates
using the lung allocation score (LAS), a
composite score derived primarily by
calculating the risk of wait-list mortality
and incorporating post-transplant survival
(3). The variables used for LAS calculation
were derived from the Scientific Registry
of Transplant Recipients (SRTR). However,
patients with CF have unique clinical
characteristics known to predict death that
are not collected in Organ Procurement
and Transplantation Network (OPTN)
data, which populate the SRTR, and are
therefore not considered in the LAS
calculation (4–6).

We merged the most comprehensive
U.S. CF and transplant registries, the CF
Foundation Patient Registry (CFFPR) and
the SRTR, to include CF-specific variables
in the LAS calculation. The impetus for
creating this database was to improve

the LAS’s risk discrimination in the
heterogeneous CF population awaiting lung
transplant to more accurately identify
candidates likely to attain the greatest
transplant benefit (7–10). We hypothesized
that adding CFFPR variables would
improve the LAS calculation to better
differentiate CF candidates with the highest
risk of mortality on the transplant waiting
list and the best chance of survival after
transplant (2). Some of the results of these
studies have been reported previously in the
form of an abstract (11).

Methods

Study Population
This study used SRTR data. The SRTR
data system includes data on all donors,
transplant candidates, and transplant
recipients in the United States, submitted
by the members of OPTN. The Health
Resources and Services Administration,

U.S. Department of Health and Human
Services, provides oversight of the activities
of the OPTN and SRTR contractors. This
study was approved by the institutional
review boards of the Cleveland Clinic,
Cleveland, Ohio (protocol number 17-979),
and Seattle Children’s Hospital, Seattle,
Washington, acting on behalf of the Cystic
Fibrosis Foundation (protocol number
15489). Patients in the CFFPR (or
guardians for minors) provide informed
consent for data to be used for research
purposes. We created a database that
matched patients found in both the
SRTR and CFFPR databases (8, 10).
The CFFPR is estimated to include
approximately 81–84% of people with CF
in the United States and included 29,497
individuals in 2016 (1, 9). Prior validation
of the CFFPR, performed in 2012, has
demonstrated congruence with the
medical record for 82.6–99.9% of
recorded variables. The area with the
greatest inaccuracy was medications
(1.3–17.4%); medical factors had a
higher degree of accuracy (95.2–99.9%)
(9). The SRTR database includes
100% of U.S. listed lung transplant
candidates and recipients. The study
cohort included all wait-list candidates
aged 12 years or older, the most recent
3-year period in the matched dataset,
spanning from January 1, 2011,
to December 31, 2,014.

Database Linkage
Database linkage was performed using a
deterministic matching algorithm
including name, birth date, death date, sex,
race, state of residence, and zip code that
matched 94% of patients. A second
probabilistic linkage was performed for
CFFPR patients identified as having
undergone transplant in CFFPR data but
not identified in the original linkage. The
online supplement provides further details
of the linkage.

Variable Selection
The study goal was to identify variables from
CFFPR data beyond those currently
available from SRTR data to improve risk
prediction in the models underlying the
LAS. We chose CFFPR variables that were
reported risk factors for morbidity and
mortality in the CF population (1–9).
Dichotomous variables were considered
positive if noted at any point in the
12 months preceding listing/transplant.

Table 1. (Continued )

Variables

Candidates Recipients

n % n %

Any Pseudomonas species
Yes 635 62.25 396 58.49
No 249 24.41 194 28.66
Missing 136 13.33 87 12.85

Any Haemophilus species
Yes 24 2.35 9 1.33
No 860 84.31 581 85.82
Missing 136 13.33 87 12.85

Massive hemoptysis
Yes 56 5.49 30 4.43
No 699 68.53 439 64.84
Missing 265 25.98 208 30.72

Pulmonary exacerbation days
None 48 4.71 33 4.87
1–28 621 60.88 411 60.71
29–42 70 6.86 48 7.09
>43 77 7.55 51 7.53
Missing 204 20.00 134 19.79

Intravenous antibiotic days
None 648 63.53 432 63.81
1–28 331 32.45 219 32.35
>29 41 4.02 26 3.84

Hospitalization days
None 313 30.69 205 30.28
1–28 616 60.39 408 60.27
29–42 36 3.53 25 3.69
>43 55 5.39 39 5.76

Definition of abbreviations: BMI = body mass index; CF= cystic fibrosis; LAS= lung allocation score.
Demographic data, diagnosis, and markers of illness severity for lung transplant candidates and
recipients from 2011 to 2014 are shown. CF-specific variables are included with the proportion of
total recipients with that variable. Patients with CF comprised 11.3% of total wait-list candidates and
11.1% of total lung transplant recipients.
*Group A=obstructive lung disease; group B=pulmonary vascular disease; group C=cystic fibrosis
and immunodeficiency disorders; group D= restrictive lung disease.
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Continuous variables were calculated in
the 12 months preceding listing/transplant.
Variables considered for inclusion in
univariate analysis included FEV1 decline
in the year before listing/transplant;
massive hemoptysis (defined as acute
bleeding >240 ml in a 24-h period or
recurrent bleeding .100 ml over several
days); pathogens including any
Burkholderia species, Staphylococcus
aureus, Pseudomonas aeruginosa, and
Haemophilus influenzae; hospital days
in the year before listing/transplant; days
receiving intravenous antibiotics;
number of pulmonary exacerbations;
gastroesophageal reflux; pneumothorax;

and allergic bronchopulmonary
aspergillosis. Variables that
predicted outcomes in univariate analysis
were included in a multivariable
model that included current LAS
variables.

We reexamined the data including
FEV1 decline for all diagnosis groups. FEV1

was studied for inclusion in the original
LAS; FEV1 and FEV1 decline over a
12-month period were considered for the
2015 revision, but they were not retained
by prediction models. We believed that
the magnitude of FEV1 decline in the year
preceding listing, rather than during the
wait-list period as previously studied, might

differentiate wait-list mortality risk among
patients with CF. Moreover, FEV1 is known
to be a risk factor for death among non-CF
lung transplant patient populations (12,
13). Therefore, we included FEV1 before
listing for patients with CF and after listing
for all patients. From the CFFPR data, we
computed change in FEV1 as the relative
difference between the value at listing and
every value known in the year before listing,
and then we computed variables indicating
relative FEV1 decline of >10%, 20%, 30%,
40%, 50%, and 60%. Among all wait-list
candidates, we computed a similar variable
using SRTR data, indicating a relative
change of >10%, 20%, and 30% during any
6-month interval on the list.

Analysis
The original LAS went into effect in
2005, and the first major revision was
implemented in 2015 (revised LAS). The
cohort used to build the revised LAS
comprised a wait-list cohort, spanning from
September 1, 2006, to September 30, 2008;
and a post-transplant cohort, spanning from
May 5, 2005, to September 30, 2008. We
updated the revised LAS with a more recent
cohort, spanning 2011–2014, to reflect more
current SRTR data available for building
two new models. First, parameters defining
the revised LAS wait-list and post-transplant
survival models were refit using candidates
and recipients from the updated 2011–2014
cohort, using Cox proportional hazards
survival methods to produce updated LAS
model coefficients for an updated revised
LAS (LAS-RU). Next, each selected CFFPR
variable was added in isolation to the
updated LAS wait-list and post-transplant
survival models. CFFPR variables that
improved prediction when added alone were
then included in multivariate models, and
those retained at the P, 0.05 level were kept
in the final updated revised LAS with CF
model (LAS-RU1CF). LAS and LAS rank
were calculated for each of the two models
(LAS-RU and LAS-RU1CF).

The LAS is a composite score based on
two prediction models: risk of dying on the
waiting list within 1 year and probability of
surviving 1 year after transplant, normalized
on a 0–100 scale. Risk of death on the waiting
list is given twice the weight of expected post-
transplant survival (3). The lung allocation
system uses LAS values to rank candidates
from the highest to lowest score, with a lower
rank indicating increased access to transplant.

Any Burkholderia species 

LAS-RU LAS-RU+CF

FEV1 10% relative drop, group A 
29–42 hospital days 
Massive hemoptysis 

FEV1 30% relative drop, group C 
Group B (IPAH) 

Group C (CF) 

Bronchiectasis 
LAM 

Age 
BMI < 20 spline 

Diabetes 
Functional status, no assistance 

Six minute walk (per 100 ft) 
FVC < 80% spline, per 10%, group D 

Resting O2, groups A, C, D 
Resting O2, group B 

PA systolic > 40 mm Hg spline, group A 
PA systolic, groups B, C, D 

PCO2 (per 10 mm Hg) 
PCO2 increase  15% 

Continuous mechanical ventilation 
Creatinine (mg/dL), age  18 
Cardiac index < 2 L/min/m2 

CVP >7 mm Hg spline, group B 

0.5 2.0 8.0
Hazard ratio

2.00.5 8.0

Obliterative bronchiolitis 
 Pulmonary fibrosis 

Sarcoidosis, PA > 30 mm Hg 
Sarcoidosis, PA  30 mm Hg 

Group D (IPF) 

Figure 1. Hazard ratios by variable in the model predicting 1-year wait-list mortality for the updated
revised lung allocation score (LAS-RU; left panel) and the updated revised LAS with cystic fibrosis
(CF) variables (LAS-RU1CF; right panel). Diagnosis group hazard ratios are based on group A
(chronic obstructive pulmonary disease) as a reference group. An increased hazard ratio (.1)
indicates an increased risk of wait-list mortality, which increases the LAS. Significant variables, those
that increased the hazard ratio for wait-list mortality, were included in addition to the other variables
present in the current LAS. The variables any Burkholderia species, 29–42 hospitalization days, and
massive hemoptysis are present only for group C (CF) candidates. BMI =body mass index;
CVP= central venous pressure; IPAH= idiopathic pulmonary arterial hypertension; IPF = idiopathic
pulmonary fibrosis; LAM= lymphangioleiomyomatosis; PA=pulmonary artery pressure.
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The analysis was performed using SAS
9.4 and R 3.4.1 software (14, 15).

Results

Baseline Characteristics
The study population comprised 9,043 lung
transplant candidates between 2011 and
2014, of whom 6,110 were lung transplant
recipients. This cohort included candidates
and recipients across four diagnosis groups
as designated by the LAS system: group A
(obstructive lung disease; e.g., chronic
obstructive pulmonary disease [COPD]),
group B (pulmonary vascular disease;
e.g., idiopathic pulmonary arterial
hypertension), group C (CF and
immunodeficiency disorders), and group D
(restrictive lung disease; e.g., idiopathic
pulmonary fibrosis). Candidates with

CF (group C) made up 11.3% of the
waiting list and 11.1% of the transplant
population.

Table 1 shows baseline characteristics
of the wait-list and post-transplant cohorts
used to remodel the LAS. CF-specific
variables are included in Table 1 to
demonstrate the characteristics of the
CF population. Prevalence of infections
among CF candidates included 42.8% with
positive cultures for S. aureus, 3.3% with
any Burkholderia species, 62.3% with
P. aeruginosa, and 2.4% with H. influenzae.
Of CF candidates, 5.5% had massive
hemoptysis, 14.4% had 29 or more days
of exacerbation in the previous 12 months,
4% required 29 or more days of
intravenous antibiotic use in the previous
12 months, and 8.9% spent 29 or more
days in the hospital in the previous 12
months; and 67.6% underwent transplant,

and 11.1% died within 1 year. By
diagnosis, 59.0%, 55.7%, 66.4%, and 72.5%
of candidates in groups A, B, C, and D,
respectively, underwent transplant within
1 year of listing; 4.2%, 15.4%, 11.2%, and
13.9%, respectively, died within 1 year
while awaiting transplant.

Comparison between LAS-RU and
LAS-RU1CF Models
The addition of CF-specific variables
improved the predictive accuracy of the LAS
wait-list mortality model for CF lung
transplant candidates. Variables that
increased the risk of death on the waiting list
included a relative decline in FEV1 >30% in
the 12 months preceding listing/transplant,
presence of any Burkholderia species, 29–42
days in the hospital in the 12 months
preceding listing/transplant, and massive
hemoptysis. Figure 1 shows hazard ratios
(HRs) for death on the waiting list derived
from the LAS-RU and LAS-RU1CF wait-
list mortality models. Presence of any
Burkholderia species was significant in the
model (HR, 2.8; 95% confidence interval
[CI], 1.2–6.6; P= 0.02). Massive hemoptysis
increased the wait-list risk of death (HR,
2.1; 95% CI, 1.1–3.9; P= 0.02), as did 29–42
days in the hospital in the 12 months
preceding listing (HR, 2.8; 95% CI, 1.3–5.9;
P= 0.01). A relative 30% FEV1 decline in
the year preceding listing trended toward
statistical significance (HR, 1.7; 95% CI,
1.0–2.8; P= 0.05). The addition of relative
change in FEV1 on the waiting list also
affected COPD candidates, but it did not
affect other disease groups. A relative
decline of 10% in FEV1 on the waiting list
for group A was associated with increased
risk of death (HR, 2.6; 95% CI, 1.2–5.4;
P = 0.01).

Adding CF-specific variables affected
the LAS post-transplant survival model less
than the wait-list model. Figure 2 shows
HRs resulting from the LAS-RU and LAS-
RU1CF post-transplant survival mortality
models. In the post-transplant model,
adding CFFPR variables did not change
the statistical significance of any variables
in the model for the updated cohort
(Figure 2). The only CFFPR variable that
enhanced predictive accuracy of the post-
transplant survival model was number of
pulmonary exacerbation days. Pulmonary
exacerbation time of 15–28 days in the
year preceding transplant increased the
risk of post-transplant death (HR, 1.8; 95%
CI, 1.1–2.9; P = 0.02). These findings

LAS-RU LAS-RU+CF

Pulmonary exacerbation, 15–28 days

Group B (IPAH)

Group C (CF)

Group D (IPF)

Bronchiectasis

Eisenmenger

LAM

Obliterative bronchiolitis

Pulmonary fibrosis

Sarcoidosis, PA > 30 mm Hg

Sarcoidosis, PA  30 mm Hg

Age > 45 spline

Functional status, no assistance

Six minute walk < 1,200 ft spline

Creatinine (mg/dL), age  18

Change in creatinine  150%

Continuous mechanical ventilation

Resting O2, groups B, C, D

0.25 1.00 4.00
Hazard ratio

0.25 1.00 4.00

Resting O2, group A

Cardiac index < 2

Figure 2. Hazard ratios by variable for the model predicting death within 1 year of transplant for the
updated revised lung allocation score (LAS-RU; left panel) and the updated revised LAS with cystic
fibrosis (CF) variables (LAS-RU1CF; right panel). An increased hazard ratio (.1) indicates an
increased risk of post-transplant mortality, which decreases the LAS. IPAH= idiopathic pulmonary
arterial hypertension; IPF = idiopathic pulmonary fibrosis; LAM= lymphangioleiomyomatosis;
PA=pulmonary artery pressure.
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indicate that CF-specific variables are
more important to predicting mortality on
the waiting list than survival in the first
year after transplant. A decline in the FEV1

in the year before transplant did not affect
post-transplant survival for any diagnosis
group. Figure 3 shows the estimated range
of change in LAS value for a wait-list
candidate based on the presence of CF-specific
variables. To assess model performance,
the C-statistic, Brier score, and Akaike
information criterion (AIC) were used. The
C-statistic and Brier score were similar and
the AIC decreased when we compared the
LAS-RU with the LAS-RU1CF model. The
changes in AIC indicate improvement in
model fit, particularly in the wait-list model,
but the similar C-statistic and Brier score
may be due to the added variables affecting
only some candidates.

Changes in LAS and Transplant Rank
between Models
Adding CFFPR variables minimally affected
LAS for candidates from diagnosis groups B
and D, as expected. Among patients with
CF, adding CFFPR variables lowered the
median LAS but increased the variability of
LAS values. Importantly, a greater number
of candidates who died had an increased
LAS value, which may have increased their
access to transplant. Among CF candidates
who died while on the waiting list, 36.8%
would have had an LAS increase of at least 5
points with the addition of CFFPR variables.
Some recipients in group A, particularly
those with LAS values less than 40, had
increases in their LAS scores, which
correlates with increased access to
transplant (Figure 4). Figure E1 in the
online supplement demonstrates the

change in LAS rank, which follows the LAS
trend in Figure 4. A higher LAS value
corresponds to a lower numerical rank,
meaning a candidate has a higher priority
for receiving an organ. Figure E2 shows
LAS value by diagnosis group for the
LAS-RU and LAS-RU1CF models.

Increased variability occurred in the
LAS values of CF candidates on the waiting
list with the addition of CF-specific variables
to the LAS models. The difference in LAS
and LAS rank order by diagnosis group for
the LAS-RU and LAS-RU1CF models is
shown in Figures 4 and E1, respectively.
The addition of the “drop in FEV1” variable
to the models also resulted in improved
discrimination of the LAS for transplant
candidates with COPD.

Discussion

Principal Findings
Including variables from the CFFPR with
SRTR data improved the predictive accuracy
of the LAS models for transplant candidates
with CF, allowing better identification of
those with the highest risk of mortality while
on the waiting list and best chance of
survival after transplant. The “drop in
FEV1” variable increased the risk for wait-
list mortality in candidates with CF and
COPD. Adding these variables to the LAS
calculation did not adversely affect access to
transplant for other diagnosis groups.

LAS and CF
We showed that risk of wait-list mortality
was highest for CF candidates with any
Burkholderia species, massive hemoptysis,
and 29–42 days in the hospital over a
12-month period. Including these variables
in the LAS calculation resulted in higher
scores, increasing access as measured by a
higher LAS (lower rank) in this at-risk
population. In addition, a relative FEV1

decline of >30% in the year preceding
listing increased risk of death on the
waiting list, a trend that referring
physicians should consider in identifying
high-risk patients for transplant. Another
indicator of worsening pulmonary status,
15–28 pulmonary exacerbation days,
increased risk of post-transplant death in
the first year, indicating that patients sicker
before transplant may experience worse
survival after transplant.

Perhaps the most well-known variable
predicting risk of death in patients with CF

Any Burkholderia species (CF)

Hospitalized 29–42 days (CF)

Massive hemoptysis (CF)

FEV1 30% relative drop (CF)

FEV1 10% relative drop (COPD)

0.0 2.5 5.0
Change in LAS score

7.5 10.0

Pulmonary exacerbation 15–28 days (CF)

Figure 3. Change in lung allocation score (LAS) for an individual patient using new variables in the
updated revised LAS with cystic fibrosis (CF) variables model. Estimated ranges of changes in LAS
for an individual patient with CF or chronic obstructive pulmonary disease (COPD) are shown.
Pulmonary exacerbations of 15–28 days’ duration increased the risk of post-transplant mortality and thus
decreased the LAS. Other variables increased the risk of wait-list mortality and thus increased the LAS.
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is FEV1, which is currently not included in
LAS models. An FEV1 predicted value of
<30% has been shown to be an important
risk factor for death in patients with CF,
and its value in predicting mortality has
been replicated across multiple studies
(16–18). In addition to the absolute FEV1

value, decline in FEV1 in the year before
listing has been shown to increase wait-
list mortality but not to adversely affect
post-transplant survival (6). Our study
corroborated the predictive value of a
relative decline in FEV1 of >30%, which
was associated with increased risk of death
on the waiting list but did not affect post-
transplant survival. Massive hemoptysis is
also known to be associated with significant
morbidity and mortality for patients with
CF with end-stage lung disease and has not
historically been included in transplant
registries (19, 20). In our study, presence of
massive hemoptysis in the previous year
doubled the odds of death on the waiting list.

Recurrent pulmonary exacerbations are
known to increase the risk of death in
patients with CF, and increased frequency
of exacerbations leads to decremental
changes in FEV1 (2, 19–21). This was also
demonstrated for transplant candidates
in our study, because the variables
“hospitalization days” and “pulmonary
exacerbation days” served as significant
predictors of wait-list and post-transplant
mortality, respectively, though a clear
dose–response relationship was not
observed. This is likely due to increasing
collinearity among variables as candidates
with CF clinically worsen. The impact of
Burkholderia cepacia complex has been
studied extensively, with genomovars
including B. cenocepacia and B. gladioli
identified as significant risk factors for
mortality and postoperative complications
(22–26). In our study, presence of any
Burkholderia species in wait-list CF
candidates was a significant risk factor for

wait-list death but not post-transplant
survival. Genomovar B. cenocepacia is
known to negatively affect post-transplant
survival and is often considered a
contraindication to transplant. We were
unable to analyze its effect on survival, owing
to a small number of patients (n=4) with
documented infection or colonization (28, 29).

LAS and COPD
Adding new variables, in this case decline
in FEV1, provided better discrimination
of wait-list mortality among transplant
candidates with CF and COPD. Transplant
candidates with COPD had a higher risk of
wait-list death based on an even smaller
FEV1 decline of 10%. Candidates with
COPD make up 32% of the U.S. lung
transplant waiting list, and lack of the FEV1

variable has long been a criticism of the
LAS (30). Prior research identified FEV1

as an important predictor of mortality in
COPD, and it is included in the BODE
index (body mass index, airflow obstruction,
dyspnea, and exercise capacity), a commonly
used tool to predict mortality in patients
with COPD (13, 29–34).

In prior iterations of the LAS, both
absolute value and change in FEV1 and FVC
were analyzed, but only the absolute FVC
value remained in the final LAS model.
FEV1 is a more appropriate physiologic
measure of COPD severity, whereas FVC is
more applicable in restrictive lung diseases.
Our study confirms the importance of FEV1

in predicting wait-list mortality for lung
transplant candidates with COPD. This
incongruence with prior iterations of the
LAS may reflect our use of a more modern
cohort.

Limitations
The CFFPR includes specific data for
patients with CF, but these variables, such as
FEV1, infection data, number of hospital
days, intravenous antibiotic duration, or
exacerbation days, can potentially predict
risk of death for candidates from other
diagnosis groups. Further investigation of
these associations in other patient
populations should be considered. An
important limitation is lack of longitudinal
databases for diseases such as COPD or
idiopathic pulmonary fibrosis, which
limits the ability to draw conclusions from
prelisting clinical status. We compared
multiple models—the original LAS, revised
LAS, LAS-RU, and LAS-RU1CF—and
found that limitations in data collection
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Figure 4. Lung allocation score (LAS) by diagnosis group, updated revised LAS (LAS-RU) versus
updated revised LAS with cystic fibrosis (CF) variables (LAS-RU1CF). Gray open circles indicate a
single wait-list candidate who underwent transplant, and black closed diamonds indicate a candidate
who died while on the waiting list. Candidates who were still waiting for transplant are not represented
in the figure. Points above the 45-degree line indicate increased access, and points below the
45-degree line indicate decreased access. (A) Obstructive lung disease (group A). (B) Pulmonary
vascular disease (group B). (C) Cystic fibrosis and immunodeficiency disorders (group C).
(D) Restrictive lung disease (group D).
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existed. Some new data elements,
particularly bilirubin values, were added
to the OPTN data collection forms when
the revised LAS was implemented in 2015,
and these were not available for our
2011–2014 cohort. Thus, our models
might underestimate the revised LAS in
group B (pulmonary vascular disease)
patients. Genomovar B. cenocepacia data
were analyzed because B. cenocepacia is
commonly considered a contraindication
to transplant, but owing to small
numbers, we were unable to reach
conclusions regarding its effect on
risk of death.

Conclusions
The LAS was developed with the goal of
allocating organs to candidates at the

greatest risk of death and most likely to
experience a survival benefit with transplant
(3). This goal was not achieved for
CF candidates, owing to lack of a
comprehensive registry including CF-
specific variables. We have shown that
including CFFPR variables in the LAS
calculation allows for better discrimination
of disease severity among CF candidates,
providing improved access to transplant
for those at the highest risk of death.
At the same time, access improved for
COPD candidates because of the addition
of change in FEV1. This change for COPD
candidates likely reflects use of an
updated cohort, arguing for more frequent
updates to the cohorts used for LAS
calculations. This study demonstrates
that using comprehensive disease

registries and updated patient cohorts
improves prediction of the LAS,
allowing lung transplant candidates to
receive appropriate prioritization for
transplant to reduce wait-list
mortality and optimize post-transplant
survival. n

Author disclosures are available with the text
of this article at www.atsjournals.org.

Acknowledgment: The authors thank SRTR
colleague Nan Booth, M.S.W., M.P.H., E.L.S., for
manuscript editing. The authors also thank the
Cystic Fibrosis Foundation for the use of CF
Foundation Patient Registry data to conduct this
study. In addition, the authors thank the patients,
care providers, and clinical coordinators at CF
centers throughout the United States for their
contributions to the CF Foundation Patient
Registry.

References

1. Cystic Fibrosis Foundation Patient Registry: 2016 annual data report.
Bethesda, MD: Cystic Fibrosis Foundation; 2017 [accessed 2019
Feb 1]. Available from: www.cff.org/Research/Researcher-Resources/
Patient-Registry.

2. Ramos KJ, Quon BS, Heltshe SL, Mayer-Hamblett N, Lease ED, Aitken
ML, et al. Heterogeneity in survival in adult patients with cystic fibrosis
with FEV1 ,30% of predicted in the United States. Chest 2017;151:
1320–1328.

3. Egan TM, Murray S, Bustami RT, Shearon TH, McCullough KP, Edwards
LB, et al. Development of the new lung allocation system in the United
States. Am J Transplant 2006;6:1212–1227.

4. Aaron SD, Stephenson AL, Cameron DW, Whitmore GA. A statistical
model to predict one-year risk of death in patients with cystic fibrosis.
J Clin Epidemiol 2015;68:1336–1345.

5. Liou TG, Adler FR, Fitzsimmons SC, Cahill BC, Hibbs JR, Marshall BC.
Predictive 5-year survivorship model of cystic fibrosis. Am J Epidemiol
2001;153:345–352.

6. Dasenbrook E, Skeans M, Fink A, Marshall B, Valapour M. Addition of
FEV1 drop to LAS may improve access of CF patients to transplant:
analysis of the SRTR and US CF Foundation patient registries
[abstract]. Am J Transplant 2017;17(Suppl 3):262.

7. Thabut G, Christie JD, Mal H, Fournier M, Brugière O, Leseche G, et al.
Survival benefit of lung transplant for cystic fibrosis since lung
allocation score implementation. Am J Respir Crit Care Med 2013;
187:1335–1340.

8. Dasenbrook E, Skeans M, Fink A, Israni A, Marshall B, Valapour M.
Description of a novel database: merging the US CF Patient Registry
with the Scientific Registry of Transplant Recipients [abstract]. Pediatr
Pulmonol 2016;51(Suppl 45):377.

9. Knapp EA, Fink AK, Goss CH, Sewall A, Ostrenga J, Dowd C, et al. The
Cystic Fibrosis Foundation Patient Registry: design and methods of a
national observational disease registry. Ann Am Thorac Soc 2016;13:
1173–1179.

10. Leppke S, Leighton T, Zaun D, Chen SC, Skeans M, Israni AK, et al.
Scientific Registry of Transplant Recipients: collecting, analyzing,
and reporting data on transplantation in the United States.
Transplant Rev (Orlando) 2013;27:50–56.

11. Lehr CJ, Skeans M, Dasenbrook EC, Faro A, Fink A, Fernandez GVM.
Including cystic-fibrosis-specific variables improves accuracy of the
lung allocation score [abstract]. J Heart Lung Transplant 2019;
38(4 Suppl):S338.

12. American Thoracic Society. Definitions, epidemiology, pathophysiology,
diagnosis, and staging. Am J Respir Crit Care Med 1995;152:S78–S83.

13. Celli BR, Cote CG, Marin JM, Casanova C, Montes de Oca M, Mendez
RA, et al. The body-mass index, airflow obstruction, dyspnea, and
exercise capacity index in chronic obstructive pulmonary disease.
N Engl J Med 2004;350:1005–1012.

14. SAS Institute. SAS version 9.4 [software]. Cary, NC: SAS Institute Inc.;
2012.

15. R Core Team. The R Project for Statistical Computing; 2013 [accessed
2019 Feb 15]. Available from: http://www.r-project.org/.

16. Kerem E, Reisman J, Corey M, Canny GJ, Levison H. Prediction of
mortality in patients with cystic fibrosis. N Engl J Med 1992;326:
1187–1191.

17. Mayer-Hamblett N, Rosenfeld M, Emerson J, Goss CH, Aitken ML.
Developing cystic fibrosis lung transplant referral criteria using
predictors of 2-year mortality. Am J Respir Crit Care Med 2002;166:
1550–1555.

18. Vizza CD, Yusen RD, Lynch JP, Fedele F, Alexander Patterson G,
Trulock EP. Outcome of patients with cystic fibrosis awaiting
lung transplantation. Am J Respir Crit Care Med 2000;162:
819–825.

19. Flume PA, Yankaskas JR, Ebeling M, Hulsey T, Clark LL. Massive
hemoptysis in cystic fibrosis. 2005;128:729–738.

20. Flight WG, Barry PJ, Bright-Thomas RJ, Butterfield S, Ashleigh R,
Jones AM. Outcomes following bronchial artery embolisation for
haemoptysis in cystic fibrosis. Cardiovasc Intervent Radiol 2017;40:
1164–1168.

21. Stephenson AL, Tom M, Berthiaume Y, Singer LG, Aaron SD,
Whitmore GA, et al. A contemporary survival analysis of
individuals with cystic fibrosis: a cohort study. Eur Respir J 2015;45:
670–679.

22. Sanders DB, Zhao Q, Li Z, Farrell PM. Poor recovery from cystic
fibrosis pulmonary exacerbations is associated with poor
long-term outcomes. Pediatr Pulmonol 2017;52:
1268–1275.

23. Sanders DB, Bittner RCL, Rosenfeld M, Hoffman LR, Redding GJ, Goss
CH. Failure to recover to baseline pulmonary function after cystic
fibrosis pulmonary exacerbation. Am J Respir Crit Care Med 2010;
182:627–632.

24. Chaparro C, Maurer J, Gutierrez C, Krajden M, Chan C, Winton T, et al.
Infection with Burkholderia cepacia in cystic fibrosis: outcome
following lung transplantation. Am J Respir Crit Care Med 2001;163:
43–48.

25. Aris RM, Routh JC, LiPuma JJ, Heath DG, Gilligan PH. Lung
transplantation for cystic fibrosis patients with Burkholderia cepacia
complex: survival linked to genomovar type. Am J Respir Crit Care
Med 2001;164:2102–2106.

ORIGINAL ARTICLE

1020 American Journal of Respiratory and Critical Care Medicine Volume 200 Number 8 | October 15 2019

Ameri
ca

n J
ou

rna
l o

f R
es

pir
ato

ry 
an

d C
riti

ca
l C

are
 M

ed
icin

e 

Cop
yri

gh
t ©

 20
19

 Ameri
ca

n T
ho

rac
ic 

Soc
iet

y 

http://www.atsjournals.org/doi/suppl/10.1164/rccm.201902-0252OC/suppl_file/disclosures.pdf
http://www.atsjournals.org
http://www.cff.org/Research/Researcher-Resources/Patient-Registry
http://www.cff.org/Research/Researcher-Resources/Patient-Registry
http://www.r-project.org/


26. De Soyza A, McDowell A, Archer L, Dark JH, Elborn SJ,
Mahenthiralingam E, et al. Burkholderia cepacia complex
genomovars and pulmonary transplantation outcomes in patients
with cystic fibrosis. Lancet 2001;358:1780–1781.

27. Stephenson AL, Sykes J, Berthiaume Y, Singer LG, Aaron SD,
Whitmore GA, et al. Clinical and demographic factors associated
with post-lung transplantation survival in individuals with cystic
fibrosis. J Heart Lung Transplant 2015;34:1139–1145.

28. Murray S, Charbeneau J, Marshall BC, LiPuma JJ. Impact of
Burkholderia infection on lung transplantation in cystic fibrosis. Am J
Respir Crit Care Med 2008;178:363–371.

29. Alexander BD, Petzold EW, Reller LB, Palmer SM, Davis RD, Woods
CW, et al. Survival after lung transplantation of cystic fibrosis
patients infected with Burkholderia cepacia complex. Am J
Transplant 2008;8:1025–1030.

30. Valapour M, Lehr CJ, Skeans MA, Smith JM, Carrico R, Uccellini K,
et al. OPTN/SRTR 2016 annual data report: lung. Am J Transplant
2018;18:363–433.

31. Frisk B, Espehaug B, Hardie JA, Strand LI, Moe-Nilssen R, Eagan
TML, et al. Physical activity and longitudinal change in 6-min
walk distance in COPD patients. Respir Med 2014;108:
86–94.

32. Nishimura K, Izumi T, Tsukino M, Oga T. Dyspnea is a better predictor
of 5-year survival than airway obstruction in patients with COPD.
Chest 2002;121:1434–1440.

33. Anthonisen NR, Wright EC, Hodgkin JE. Prognosis in chronic
obstructive pulmonary disease. Am Rev Respir Dis 1986;133:14–20.

34. Traver GA, Cline MG, Burrows B. Predictors of mortality in chronic
obstructive pulmonary disease: a 15-year follow-up study. Am Rev
Respir Dis 1979;119:895–902.

ORIGINAL ARTICLE

Lehr, Skeans, Dasenbrook, et al.: Including CF-Specific Variables in the LAS 1021

Ameri
ca

n J
ou

rna
l o

f R
es

pir
ato

ry 
an

d C
riti

ca
l C

are
 M

ed
icin

e 

Cop
yri

gh
t ©

 20
19

 Ameri
ca

n T
ho

rac
ic 

Soc
iet

y 


	link2external
	link2external
	link2external



