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Abstract

COVID‐19 associates with a hypercoagulant state and an increased risk for

venous thromboembolic events (VTEs). Whether severe COVID‐19 infection

requiring extracorporeal membrane oxygenation (ECMO) support might lead to

chronic pulmonary perfusion abnormalities and chronic thromboembolic pul-

monary disease/hypertension remains unclear. The purpose of this study was to

evaluate chronic pulmonary perfusion abnormalities in long‐term survivors of

COVID‐19‐related severe acute respiratory distress syndrome (ARDS) treated by

ECMO at our institution. Pulmonary perfusion was examined by ventilation/

perfusion (V/Q) single‐photon emission computed tomography or V/Q planar

scintigraphy at least 3 months after ECMO explantation, comorbidities and

incidence of thromboembolic events were recorded as well. Of 172 COVID‐19
patients treated by ECMO for severe COVID‐19 pneumonia between March

2020 and November 2021, only 80 were successfully weaned from ECMO. Of

those, 37 patients were enrolled into the present analysis (27% female, mean age

52 years). Median duration of ECMO support was 12 days. In 24 (65%) patients

VTE was recorded in the acute phase (23 patients developed ECMO cannula‐
related deep vein thrombosis, 5 of them had also a pulmonary embolism, and

one thrombus was associated with a central catheter). The median duration

between ECMO explantation and assessment of pulmonary perfusion was

420 days. No segmental or larger mismatched perfusion defects were then

detected in any patient. In conclusion, in long‐term survivors of COVID‐
19‐related ARDS treated by ECMO, no persistent pulmonary perfusion abnor-

malities were detected although VTE was common.
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INTRODUCTION

Since late 2019, the global population has been facing a
novel severe acute respiratory syndrome coronavirus 2
(SARS‐CoV‐2) infection, which has rapidly escalated into
a worldwide pandemic.1 The clinical spectrum of this
disease ranges from asymptomatic to severe cases char-
acterized by acute respiratory distress syndrome (ARDS),
ultimately culminating in respiratory and hemodynamic
collapse necessitating extracorporeal membrane oxygen-
ation (ECMO) support. Acute respiratory failure stands
as the leading cause of mortality among patients infected
with SARS‐CoV‐2. However, the long‐term cardio‐
pulmonary sequelae of COVID‐19 infection remain
uncertain.

COVID‐19 infection is considered to confer a hy-
percoagulant state elevating the risk of venous throm-
boembolic events (VTE), such as pulmonary embolism
(PE) or deep vein thrombosis (DVT), while arterial
thrombosis occurs less frequently.2 Specific COVID‐19
associated coagulopathy and prothrombogenic state
triggered by thrombotic microangiopathy, endothelial
dysfunction, and activation of the immune‐inflammatory
cascade, is more likely to affect pulmonary vascular bed
than the systemic circulation and is considered to be the
main reason of frequent VTE in the acute phase of the
infection.3,4 Pathological studies have already described
frequent damage to pulmonary vascular bed in patients
who died of COVID‐19, including the pulmonary
microcirculation.5 Additionally, Suzuki et al. have
documented the thickening of pulmonary vessel walls in
COVID‐19 fatalities, in contrast to normal pulmonary
vessel walls in deceased SARS‐CoV‐1, MERS, or H1N1
influenza patients. These findings support the hypothesis
of chronic changes in pulmonary vascular bed among
long‐term survivors of COVID‐19.6

The lung parenchyma is also affected in the acute
phase of the infection, mainly as diffuse alveolar damage,
which is considered to be a precursor for developing
pulmonary fibrosis in certain individuals.7,8

Whether these pathological changes in the pulmo-
nary vascular bed can lead to clinically significant
chronic pulmonary perfusion abnormalities and even-
tually to chronic thromboembolic pulmonary disease
(CTEPD)/hypertension (CTEPH) is still uncertain.
CTEPD/CTEPH is an uncommon and underdiagnosed
chronic complication of acute PE.9,10 According to what
we know about CTEPD/CTEPH, the pathophysiology
of chronic pulmonary perfusion abnormalities is
multifactorial.11

Our study aimed to evaluate chronic pulmonary
perfusion abnormalities in long‐term survivors of severe
ARDS caused by COVID‐19 infection treated by ECMO.

The incidence of VTE in the acute phase of COVID‐19
was also assessed.

METHODS

We performed a single‐center trial evaluating chronic
pulmonary perfusion abnormalities by V/Q SPECT
(ventilation/perfusion single‐photon emission computed
tomography) or V/Q planar scintigraphy (ventilation/
perfusion) in long‐term survivors of severe COVID‐19
ARDS treated by ECMO between March 2020 and
November 2021. V/Q planar scintigraphy was used in
one patient due to his excessive weight preventing using
of the V/Q SPECT machine. All enrolled patients
received therapeutic doses of unfractionated heparin as
anticoagulation therapy during ECMO and most of them
had initially venovenous (VV) ECMO (35 patients,
94.6%). The rest two patients had venoarterial (VA)
ECMO at the beginning. Patients were included at least
3 months after ECMO explantation.

Demographic data, risk factors associated with the
severity of SARS‐CoV‐2 infection, duration of ECMO
support, the initial indication of ECMO, the occurrence
of thromboembolic complication attributed to either the
infection itself or ECMO, and prevalence of acute
PE during the acute phase were assessed.

Patients enrolled in the trial were scheduled for a
single check‐up visit at our hospital, during which they
underwent V/Q SPECT or V/Q planar scintigraphy and
clinical assessment. These imaging findings were eval-
uated by an experienced nuclear medicine specialist. The
positive V/Q SPECT was defined as one or more seg-
mental or more proximal mismatched perfusion defects.

The study was approved by the local Ethics commit-
tee (Ethics Committee in General University Hospital in
Prague, No. 115/22 S‐IV). All patients gave written in-
formed consent agreeing to data collection and analysis
for scientific purposes.

Continuous variables were described by valid number
(n), mean (standard deviation) and median (5th and 95th
percentile). Absolute and relative frequencies were used
for a description of categorical variables.

RESULTS

Between March 2020 and November 2021, a total of 172
patients were admitted into the ICU of General Univer-
sity Hospital in Prague with severe COVID‐19 ARDS and
were treated by ECMO. Among them, 92 patients (53.5%)
died while on ECMO. ECMO was successfully explanted
in 80 patients (46.5%). Out of the 80 patients who had
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ECMO explanted, 43 (53.8% of all survivors) were ex-
cluded from our research due to their refusal to partici-
pate in the follow‐up or their unavailability to be con-
tacted via phone calls (Figure 1). Consequently, a total of
37 patients (mean age 52.4 ± 9.3 years, 27% female) were
enrolled into the study. When comparing enrolled and
unenrolled patients, we found similar mean age
(52.4 ± 9.3 vs. 49,6 ± 10.0), slightly higher proportion of
female patients (27% vs. 36%), similar mean BMI
(33 ± 7.0 vs. 30 ± 5.9 kg/m2) and similar median duration
of ECMO treatment (12 [9, 14] vs. 15 days [10, 21]).
Additionally, PE during the acute phase of COVID‐19
occurred in 13.5% of enrolled patients versus 18.2% of
unenrolled patients. Baseline demographics and preva-
lence of risk factors associated with severe COVID‐19
infection in our selected population are presented in
Table 1. No patient had a history of previous VTE.

The median duration of ECMO treatment was 12 days
[9, 14]. The 35 patients (94.6%) had initially VV ECMO
and two patients (5,4%) had VA ECMO for concomitant
acute right ventricular failure related to severe ARDS.
However, both patients were eventually switched to VV
ECMO. At the time of ECMO initiation, 36 patients were
intubated and only one had noninvasive ventilation sup-
port. All patients in our cohort were anticoagulated in the
acute phase, regarding to ECMO support.

In total, 24 patients (64,9% of all patients) developed
VTE (DVT/PE) during the acute phase of COVID‐19
infection. Among these patients, only one patient had
DVT diagnosed before implantation of ECMO (thrombosis
of vena cava inferior). The remaining 23 patients (62.2%
of all patients) developed ECMO cannula‐related DVT.
Within this group of 23 patients with ECMO cannula‐
related DVT, seven patients had also VTE in other loca-
tions. Specifically, one had central venous catheter‐
associated DVT, one had thrombus in the right ventricle
and five patients (13.5% of all patients) had acute PE
diagnosed by CT pulmonary angiography. Two cases of

PE were diagnosed before implantation of ECMO, two
during ECMO support and one after ECMO explanation.
There were no lower extremity DVT not related to ECMO
cannulas. VTE during the acute phase of COVID‐19
infection are presented in Table 2.

All V/Q SPECTs and V/Q planar scintigraphy, at a
median of 420 days [331, 456] after ECMO explantation,
were negative according to the definition above. Patients
with prolonged time between ECMO explantation and
assessment of pulmonary perfusion (above the median
of 420 days), were older (mean age in patients above
the median 55.7 ± 5.9 vs. 48.8 ± 10.6 y.o.), were more
female (33 vs. 22%) and had shorter duration of ECMO

FIGURE 1 Overview of all patients with severe COVID‐19 requiring extracorporeal membrane oxygenation (ECMO) support in General
University Hospital in Prague and their follow‐up with involvement in our research.

TABLE 1 Demography of enrolled patients and prevalence of
risk factors of severe COVID‐19 infection.

n %

Gender Female 10 27.0

Male 27 73.0

Age (mean) 52.4 ± 9.3 y.o.

BMI (mean) 33 ± 6.7 kg/m2

Risk factors for severe
COVID‐19

Arterial hypertension 17 45.9

Bronchial asthma 4 10.8

Malignancy 3 8.1

Obstructive sleep apnea 2 5.4

Diabetes mellitus 2 5.4

Hormonal therapy 2 5.4

CAD 1 2.7

Chronic kidney disease 1 2.7

COPD 0 0

Abbreviations: BMI, body mass index, CAD, coronary artery disease, COPD,
chronic obstructive pulmonary disease.
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(median 11 [7, 13] vs. 15 [9.5; 25.3] days). BMI and
number of patients with matched as well as mismatched
V/Q defects were similar in both groups ‐ below and
above the median. Clinically insignificant findings of
subsegmental mismatched defects in lung perfusion and
ventilation were diagnosed in two patients, the first one
had one defect, and the other one had two defects. Given
the high negative predictive value of V/Q SPECT for the
diagnosis of CTEPD/CTEPH and the negative findings
in all V/Q SPECTs, we did not recommend further
diagnostic workups for CTEPD/CTEPH, such as echo-
cardiography, computed tomography (CT)/invasive pul-
monary angiography, or right heart catheterization.
Seven patients (18.9%) had matching ventilation/perfu-
sion defects on V/Q SPECT.

In our cohort of patients, analyzed for suspected
pulmonary perfusion abnormalities, there was a female
patient with matching V/Q defects, severe restrictive
lung involvement, signs of severe pulmonary hyper-
tension on echocardiography, confirmed by right heart
catheterization, we considered specific vasodilatation
therapy due to severe pulmonary hypertension group 3 or
group 1 with lung phenotype. The potential link between
COVID‐19 infection and pulmonary arterial hyper-
tension is under discussion.7

DISCUSSION

Despite the high prothrombogenic and procoagulant
state of COVID‐19 infection itself, we did not prove an
increased incidence of significant pulmonary perfusion
abnormalities in long‐term survivors of severe COVID‐19
ARDS treated by ECMO.

Patients treated by ECMO are in general at increased
risk of thromboembolic events mainly caused by a

biomaterial‐induced inflammatory response of ECMO
and the underlying illness itself, despite the antic-
oagulation therapy.12,13 The risk of thrombosis is even
higher in ECMO support indicated for cardiopulmonary
complications of acute COVID‐19 infection. The preva-
lence of VTE in patients on ECMO is correlated with the
ECMO duration, which was longer in COVID‐19 patients
than in non‐COVID‐19 patients on VV ECMO for
ARDS.14,15 Furthermore, there is strong evidence that
COVID‐19 infection itself creates a prothrombogenic and
procoagulant state so not only patients requiring ECMO
but all patients with severe COVID‐19 infection are at
increased risk of VTE (20%–30% in published litera-
ture.16,17 Of 24 patients with VTE, only one had been
diagnosed with thrombosis of VCI before ECMO initia-
tion and did not develop ECMO cannula‐related DVT.
The development of VTE in this case might be triggered
by elevated blood levels of factor VIII known from the
patient's history, in combination with a procoagulant
state caused by COVID‐19 infection itself. In this case,
there is no association between thrombosis and the
presence of artificial materials in the bloodstream
(catheters, ECMO cannulas, and so on).

The incidence of CTEPD/CTEPH in our research may
have been prevented by full anticoagulation therapy in
the acute phase of the infection because of the ECMO
treatment. On the other hand, despite the anticoagulation
therapy, VTE during the acute phase were still frequent in
our cohort of patients.

The prevalence of PE in the acute phase of COVID‐19
with severe ARDS treated by ECMO in our research was
13.51%. This is in correlation with published data, that
indicate a range of prevalence from 0% to 37%.13,15,18–22

PE in the acute phase may have been underdiagnosed in
our study due to the limited use of computed tomography
pulmonary angiography (CTPA), which was performed
only in seven patients based on clinical indication.
Moreover, it is known that COVID‐19‐associated PE
tends to be located in more peripheral vessels,23 which
can lead to missed diagnoses on conventional CT scans.
DECT (dual‐energy CT) has shown more precise results
in detecting peripheral PE than conventional CT scans.24

The prevalence of PE in patients with VV ECMO for non‐
COVID‐19 ARDS is lower, ranging from 2% to 10%.15,25,26

In patients with severe COVID‐19 pneumonia with
no need for ECMO support, it ranges from 13% to
23%.16,17,27,28

The V/Q SPECT and V/Q planar scintigraphy, used in
our study, are recommended in current pulmonary
hypertension guidelines in the diagnostic workup of
CTEPD/CTEPH.9 It is known that ventilation‐perfusion
scanning is a very sensitive method in the diagnosis of
chronic pulmonary perfusion abnormalities at the

TABLE 2 Venous thromboembolic events in the acute phase
of COVID‐19 infection.

N
% (from 37
patients)

VTE (in total) 24 64.9

ECMO Cannula‐associated DVT 23 62.2

Cannula‐associated DVT +VTE in
another localization

7 18.9

‐Pulmonary embolism 5 13.5

‐Central venous catheter‐
associated DVT

1 2.7

‐Thrombus in the right ventricle 1 2.7

Abbreviations: DVT, deep vein thrombosis; ECMO, extracorporeal
membrane oxygenation; VTE, venous thromboembolic event.
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segmental pulmonary arterial level, but slightly worse in
specificity in comparison to CTPA.29 V/Q SPECT and
DECT allow visualization of peripheral pulmonary vessel
lesions, while CTPA is limited to segmental and less
subsegmental pulmonary arteries. DECT seems to be a
promising, so far noninferior to V/Q SPECT, method in
the diagnosis of CTEPD/CTEPH, hence more research
needs to be done.30 While talking about acute PE, V/Q
SPECT and CTPA are equal for diagnosis, on the other
hand, V/Q planar scintigraphy is inferior to these
methods.31

One of the limitations of our study is a small group of
analyzed patients and significant patient loss to follow‐
up. This loss can be caused by the death of the patients or
refusal to participate in the research. On the other hand,
the demographic and clinical characteristics during the
acute phase of the infection were similar between the
enrolled and unenrolled patient groups. This similarity
makes it possible to assume a similar development of
pulmonary reperfusion even in unenrolled patients. The
negative result of our research can be also biased by the
long follow‐up. Patients who could potentially suffer
from significant pulmonary perfusion abnormalities may
have already died, on the other hand, those without
perfusion abnormalities survived and participated in our
research. Another limitation is an incomplete assessment
of PE in the acute phase of the infection according to the
fact, that only symptomatic patients underwent CTPA,
which could lead us to a lower total incidence of VTE in
the acute phase. Moreover, we could underdiagnose
peripheral PE in patients examined by CTPA as men-
tioned above.

In conclusion, we did not find chronic lung perfusion
abnormalities typical for CTEPD/CTEPH in long‐term
survivors of severe COVID‐19 ARDS treated by ECMO
despite the high risk of thrombotic and thromboembolic
events during the acute phase of the infection in patients
treated by ECMO. On the other hand, we did identify a
patient with severe precapillary pulmonary hypertension,
which is not classified as a CTEPH, as a possible long‐
term sequela of COVID‐19 infection. It is important to
note that there is limited research on the long‐term
cardio‐pulmonary consequences of COVID‐19, including
pulmonary hypertension, and more long‐term investiga-
tions are warranted to better understand these outcomes.

AUTHOR CONTRIBUTIONS
Lucie Miksová: Conceptualization; methodology; vali-
dation; formal analysis; investigation, resources, visual-
ization; project administration, writing—original draft
preparation; visualization. Vladimír Dytrych: Concep-
tualization; methodology; validation; formal analy-
sis; investigation, resources; project administration;

writing—original draft preparation. Václav Ptáčník:
Investigation, resources; writing—review and editing.
Martin Balík: Resources; supervisor; writing—review
and editing. Aleš Linhart: Resources; supervisor;
writing—review and editing. Jan Bělohlávek: Method-
ology; validation; resources; supervisor; writing—review
and editing; writing—review and editing. Pavel Jansa:
Conceptualization; methodology; validation; formal
analysis; investigation; resources; visualization; supervi-
sor; project administration; writing—review and editing.
All authors have read and agreed to the published ver-
sion of the manuscript.

ACKNOWLEDGMENTS
The authors gratefully acknowledge the patients who
participated in this study. We would like to express
gratitude to Markéta Křečková for providing clinical data
and Ludmila Strnadová for technical support. This
research was funded by the Charles University institu-
tional support of research Cooperatio and supported by
Ministry of Health, Czech Republic—conceptual devel-
opment of research organization 00064165, General
University Hospital in Prague. The institution associated
with affiliation numbers 1–3 is part of the European
Reference Network for Rare Lung Diseases (ERN‐Lung).

CONFLICT OF INTEREST STATEMENT
Bělohlávek Jan is European ELSO Steering Committee
member. The remaining authors declare no conflicts of
interest.

DATA AVAILABILITY STATEMENT
The data that support the findings of this study are
available from the corresponding author upon reasonable
request.

ETHICS STATEMENT
The study was approved by the Prague General Univer-
sity Hospital's research ethics committee.

ORCID
Lucie Miksová http://orcid.org/0009-0007-5043-2281
Martin Balík http://orcid.org/0000-0003-1864-2143

REFERENCES
1. Organization WH. WHO Director‐General's opening remarks at

the media briefing on COVID‐19 ‐ 11 March 2020. https://
www.who.int/director-general/speeches/detail/who-director-
general-s-opening-remarks-at-the-media-briefing-on-covid-
19-–11-march-2020 (2020).

2. Loo J, Spittle DA, Newnham M. COVID‐19, im-
munothrombosis and venous thromboembolism: biological
mechanisms. Thorax. 2021;76:412–20. https://doi.org/10.1136/
thoraxjnl-2020-216243

PULMONARY CIRCULATION | 5 of 7

http://orcid.org/0009-0007-5043-2281
http://orcid.org/0000-0003-1864-2143
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19---11-march-2020
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19---11-march-2020
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19---11-march-2020
https://www.who.int/director-general/speeches/detail/who-director-general-s-opening-remarks-at-the-media-briefing-on-covid-19---11-march-2020
https://doi.org/10.1136/thoraxjnl-2020-216243
https://doi.org/10.1136/thoraxjnl-2020-216243


3. Iba T, Levy JH, Levi M, Thachil J. Coagulopathy in COVID‐19.
J Thromb Haemostasis. 2020;18:2103–9. https://doi.org/10.
1111/jth.14975

4. Hanff TC, Mohareb AM, Giri J, Cohen JB, Chirinos JA.
Thrombosis in COVID‐19. Am J Hematol. 2020;95:1578–89.
https://doi.org/10.1002/ajh.25982

5. Bryce C, Grimes Z, Pujadas E, Ahuja S, Beasley MB,
Albrecht R, Hernandez T, Stock A, Zhao Z, AlRasheed MR,
Chen J, Li L, Wang D, Corben A, Haines GK, Westra WH,
Umphlett M, Gordon RE, Reidy J, Petersen B, Salem F,
Fiel MI, El Jamal SM, Tsankova NM, Houldsworth J, Mussa Z,
Veremis B, Sordillo E, Gitman MR, Nowak M, Brody R,
Harpaz N, Merad M, Gnjatic S, Liu WC, Schotsaert M,
Miorin L, Aydillo Gomez TA, Ramos‐Lopez I, Garcia‐Sastre A,
Donnelly R, Seigler P, Keys C, Cameron J, Moultrie I,
Washington KL, Treatman J, Sebra R, Jhang J, Firpo A,
Lednicky J, Paniz‐Mondolfi A, Cordon‐Cardo C, Fowkes ME.
Pathophysiology of SARS‐CoV‐2: the COVID‐19 autopsy ex-
perience. Mod Pathol. 2021;34:1456–67. https://doi.org/10.
1038/s41379-021-00793-y

6. Suzuki YJ, Nikolaienko SI, Shults NV, Gychka SG. COVID‐19
patients may become predisposed to pulmonary arterial
hypertension. Med Hypotheses. 2021;147:110483. https://doi.
org/10.1016/j.mehy.2021.110483

7. Eroume AEE, Shiwani HA, Nouthe B. From acute SARS‐
CoV‐2 infection to pulmonary hypertension. Front Physiol.
2022;13:1023758. https://doi.org/10.3389/fphys.2022.1023758

8. Spagnolo P, Balestro E, Aliberti S, Cocconcelli E, Biondini D,
Casa GD, Sverzellati N, Maher TM. Pulmonary fibrosis sec-
ondary to COVID‐19: a call to arms? Lancet Respir Med.
2020;8:750–2. https://doi.org/10.1016/S2213-2600(20)30222-8

9. Humbert M, Kovacs G, Hoeper MM, Badagliacca R,
Berger RMF, Brida M, Carlsen J, Coats AJS, Escribano‐Subias
P, Ferrari P, Ferreira DS, Ghofrani HA, Giannakoulas G,
Kiely DG, Mayer E, Meszaros G, Nagavci B, Olsson KM, Pepke
‐Zaba J, Quint JK, Rådegran G, Simonneau G, Sitbon O,
Tonia T, Toshner M, Vachiery JL, Vonk Noordegraaf A,
Delcroix M, Rosenkranz S. 2022 ESC/ERS guidelines for the
diagnosis and treatment of pulmonary hypertension. Eur
Respir J. 2023;61:2200879. https://doi.org/10.1183/13993003.
00879-2022

10. Guérin L, Couturaud F, Parent F, Revel MP, Gillaizeau F,
Planquette B, Pontal D, Guégan M, Simonneau G, Meyer G,
Sanchez O. Prevalence of chronic thromboembolic pulmonary
hypertension after acute pulmonary embolism. Prevalence of
CTEPH after pulmonary embolism. Thromb Haemost.
2014;112:598–605. 20140605 https://doi.org/10.1160/TH13-
07-0538

11. Kim NH, Delcroix M, Jais X, Madani MM, Matsubara H,
Mayer E, Ogo T, Tapson VF, Ghofrani HA, Jenkins DP.
Chronic thromboembolic pulmonary hypertension. Eur Respir
J. 2019;53:1801915. https://doi.org/10.1183/13993003.
01915-2018

12. Yusuff H, Zochios V, Brodie D. Thrombosis and coagulopathy
in COVID‐19 patients receiving ECMO: a narrative review of
current literature. J Cardiothorac Vasc Anesth. 2022;36:3312–
7. https://doi.org/10.1053/j.jvca.2022.03.032

13. Beyls C, Huette P, Abou‐Arab O, Berna P, Mahjoub Y. Ex-
tracorporeal membrane oxygenation for COVID‐19‐associated

severe acute respiratory distress syndrome and risk of
thrombosis. Br J Anaesth. 2020;125:e260–2. https://doi.org/10.
1016/j.bja.2020.04.079

14. Maldarelli M, Hamera J, Lankford A, Galvagno S, Plazak M,
Boswell K, Rector R, Niles E, Tabatabai A, Powell E. COV1:
Cannula‐Associated deep vein thromboses are prevalent in
COVID‐19 veno‐venous extracorporeal membrane oxygen-
ation patients. ASAIO J. 2022;68:61–2. https://doi.org/10.
1097/01.mat.0000841056.25733.a8

15. Kurihara C, Manerikar A, Gao CA, Watanabe S, Kandula V,
Klonis A, Hoppner V, Karim A, Saine M, Odell DD, Lung K,
Garza‐Castillon R, Kim SS, Walter JM, Wunderink RG,
Budinger GRS, Bharat A. Outcomes after extracorporeal
membrane oxygenation support in COVID‐19 and non‐
COVID‐19 patients. Artif Organs. 2022;46:688–96. https://doi.
org/10.1111/aor.14090

16. Klok FA, Kruip MJHA, van der Meer NJM, Arbous MS,
Gommers DAMPJ, Kant KM, Kaptein FHJ, van Paassen J,
Stals MAM, Huisman MV, Endeman H. Incidence of throm-
botic complications in critically ill ICU patients with COVID‐
19. Thromb Res. 2020;191:145–7. https://doi.org/10.1016/j.
thromres.2020.04.013

17. Middeldorp S, Coppens M, van Haaps TF, Foppen M,
Vlaar AP, Müller MCA, Bouman CCS, Beenen LFM,
Kootte RS, Heijmans J, Smits LP, Bonta PI, van Es N. Inci-
dence of venous thromboembolism in hospitalized patients
with COVID‐19. J Thromb Haemostasis. 2020;18:1995–2002.
https://doi.org/10.1111/jth.14888

18. Doyle AJ, Hunt BJ, Sanderson B, Zhang J, Mak SM,
Benedetti G, Breen KA, Camporota L, Barrett NA, Retter A. A
comparison of thrombosis and hemorrhage rates in patients
with severe respiratory failure due to coronavirus disease 2019
and influenza requiring extracorporeal membrane oxygen-
ation. Crit Care Med. 2021;49:e663–72. https://doi.org/10.
1097/CCM.0000000000004971

19. Schmidt M, Hajage D, Lebreton G, Monsel A, Voiriot G,
Levy D, Baron E, Beurton A, Chommeloux J, Meng P,
Nemlaghi S, Bay P, Leprince P, Demoule A, Guidet B,
Constantin JM, Fartoukh M, Dres M, Combes A, Luyt CE,
Hekimian G, Brechot N, Pineton de Chambrun M, Desnos C,
Arzoine J, Guerin E, Schoell T, Demondion P, Juvin C,
Nardonne N, Marin S, D'Alessandro C, Nguyen BL,
Quemeneur C, James A, Assefi M, Lepere V, Savary G,
Gibelin A, Turpin M, Elabbadi A, Berti E, Vezinet C,
Bonvallot H, Delmotte PR, De Sarcus M,
Du Fayet De La Tour C, Abbas S, Maury E, Baudel JL,
Lavillegrand JR, Ait Oufella H, Abdelkrim A, Urbina T,
Virolle S, Deleris R, Bonny V, Le Marec J, Mayaux J,
Morawiec E. Extracorporeal membrane oxygenation for severe
acute respiratory distress syndrome associated with COVID‐
19: a retrospective cohort study. The Lancet Respiratory
Medicine. 2020;8:1121–31. https://doi.org/10.1016/S2213-
2600(20)30328-3

20. Arachchillage DJ, Rajakaruna I, Scott I, Gaspar M, Odho Z,
Banya W, Vlachou A, Isgro G, Cagova L, Wade J, Fleming L,
Laffan M, Szydlo R, Ledot S, Jooste R, Vuylsteke A, Yusuff H.
Impact of major bleeding and thrombosis on 180‐day survival
in patients with severe COVID‐19 supported with veno‐venous
extracorporeal membrane oxygenation in the United Kingdom:

6 of 7 | MIKSOVÁ ET AL.

https://doi.org/10.1111/jth.14975
https://doi.org/10.1111/jth.14975
https://doi.org/10.1002/ajh.25982
https://doi.org/10.1038/s41379-021-00793-y
https://doi.org/10.1038/s41379-021-00793-y
https://doi.org/10.1016/j.mehy.2021.110483
https://doi.org/10.1016/j.mehy.2021.110483
https://doi.org/10.3389/fphys.2022.1023758
https://doi.org/10.1016/S2213-2600(20)30222-8
https://doi.org/10.1183/13993003.00879-2022
https://doi.org/10.1183/13993003.00879-2022
https://doi.org/10.1160/TH13-07-0538
https://doi.org/10.1160/TH13-07-0538
https://doi.org/10.1183/13993003.01915-2018
https://doi.org/10.1183/13993003.01915-2018
https://doi.org/10.1053/j.jvca.2022.03.032
https://doi.org/10.1016/j.bja.2020.04.079
https://doi.org/10.1016/j.bja.2020.04.079
https://doi.org/10.1097/01.mat.0000841056.25733.a8
https://doi.org/10.1097/01.mat.0000841056.25733.a8
https://doi.org/10.1111/aor.14090
https://doi.org/10.1111/aor.14090
https://doi.org/10.1016/j.thromres.2020.04.013
https://doi.org/10.1016/j.thromres.2020.04.013
https://doi.org/10.1111/jth.14888
https://doi.org/10.1097/CCM.0000000000004971
https://doi.org/10.1097/CCM.0000000000004971
https://doi.org/10.1016/S2213-2600(20)30328-3
https://doi.org/10.1016/S2213-2600(20)30328-3


a multicentre observational study. Br J Haematol. 2022;196:
566–76. https://doi.org/10.1111/bjh.17870

21. Parzy G, Daviet F, Puech B, Sylvestre A, Guervilly C, Porto A,
Hraiech S, Chaumoitre K, Papazian L, Forel JM. Venous
thromboembolism events following venovenous extra-
corporeal membrane oxygenation for severe acute respiratory
syndrome coronavirus 2 based on CT scans. Crit Care Med.
2020;48:e971–5. https://doi.org/10.1097/CCM.000000000
0004504

22. Mansour A, Flecher E, Schmidt M, Rozec B, Gouin‐Thibault I,
Esvan M, Fougerou C, Levy B, Porto A, Ross JT, Para M,
Manganiello S, Lebreton G, Vincentelli A, Nesseler N, Pierrot M,
Chocron S, Flicoteaux G, Mauriat P, Ouattara A, Roze H,
Huet O, Fischer MO, Alessandri C, Bellaïche R, Constant O,
de Roux Q, Ly A, Meffert A, Merle JC, Mongardon N, Picard L,
Skripkina E, Folliguet T, Fiore A, D'ostrevy N, Morgan MC,
Guinot PG, Nguyen M, Gaide‐Chevronnay L, Terzi N, Colin G,
Fabre O, Astaneh A, Issard J, Fadel E, Fabre D, Girault A,
Guihaire J, Ion I, Menager JB, Mitilian D, Mercier O, Stephan F,
Thes J, Jouan J, Duburcq T, Loobuyck V, Moussa M, Mugnier A,
Rousse N, Desebbe O, Fellahi JL, Henaine R, Pozzi M,
Richard JC, Riad Z, Guervilly C, Hraiech S, Papazian L,
Castanier M, Chanavaz C, Cadoz C, Gette S, Louis G,
Portocarrero E, Gaudard P, Brini K, Bischoff N, Kimmoun A,
Mattei M, Perez P, Bourdiol A, Hourmant Y, Mahé PJ, Jaquet P,
Lortat‐Jacob B, Mordant P, Nataf P, Patrier J, Provenchère S,
Roué M, Sonneville R, Tran‐Dinh A, Wicky PH, Al Zreibi C,
Cholley B, Guyonvarch Y, Hamada S, Harrois A, Matiello J,
Kerforne T, Lacroix C, Brechot N, Combes A, Chommeloux J,
Constantin JM, D'alessandro C, Demondion P, Demoule A,
Dres M, Fadel G, Fartoukh M, Hekimian G, Juvin C, Leprince P,
Levy D, Luyt CE, Pineton De Chambrun M, Schoell T, Fillâtre P,
Massart N, Nicolas R, Jonas M, Vidal C, Allou N, Muccio S,
Di Perna D, Ruggieri VG, Mourvillier B, Anselmi A, Bounader K,
Launey Y, Lebouvier T, Parasido A, Reizine F, Seguin P,
Besnier E, Carpentier D, Clavier T, Falcoz PE, Olland A,
Villard M, Bounes F, Labaste F, Minville V, Guillon A, Fedun Y.
Bleeding and thrombotic events in patients with severe COVID‐
19 supported with extracorporeal membrane oxygenation: a na-
tionwide cohort study. Intensive Care Med. 2022;48:1039–52.
https://doi.org/10.1007/s00134-022-06794-y

23. Kwee RM, Adams HJA, Kwee TC. Pulmonary embolism in
patients with COVID‐19 and value of d‐dimer assessment: a
meta‐analysis. Eur Radiol. 2021;31:8168–86. https://doi.org/
10.1007/s00330-021-08003-8

24. Idilman IS, Telli Dizman G, Ardali Duzgun S, Irmak I,
Karcaaltincaba M, Inkaya AC, Demirkazik F, Durhan G,
Gulsun Akpinar M, Ariyurek OM, Akpinar E, Rello J,
Akova M, Akata D. Lung and kidney perfusion deficits diag-
nosed by dual‐energy computed tomography in patients with
COVID‐19‐related systemic microangiopathy. Eur Radiol.
2021;31:1090–9. https://doi.org/10.1007/s00330-020-07155-3

25. Hartley EL, Singh N, Barrett N, Wyncoll D, Retter A.
Screening pulmonary angiogram and the effect on antic-
oagulation strategies in severe respiratory failure patients on
venovenous extracorporeal membrane oxygenation. J Thromb

Haemostasis. 2020;18:217–21. https://doi.org/10.1111/jth.
14640

26. Parzy G, Daviet F, Persico N, Rambaud R, Scemama U,
Adda M, Guervilly C, Hraiech S, Chaumoitre K, Roch A,
Papazian L, Forel JM. Prevalence and risk factors for throm-
botic complications following venovenous extracorporeal
membrane oxygenation: A CT scan study. Crit Care Med.
2020;48:192–9. https://doi.org/10.1097/CCM.0000000000
004129

27. Poissy J, Goutay J, Caplan M, Parmentier E, Duburcq T,
Lassalle F, Jeanpierre E, Rauch A, Labreuche J, Susen S,
Cousin N, Durand A, El Kalioubie A, Favory R, Girardie P,
Houard M, Jaillette E, Jourdain M, Ledoux G, Mathieu D,
Moreau AS, Niles C, Nseir S, Onimus T, Préau S, Robriquet L,
Rouzé A, Simonnet A, Six S, Toussaint A, Dupont A,
Bauters A, Zawadzki C, Paris C, Trillot N, Wibaut B,
Hochart A, Marichez C, Dalibard V, Vanderziepe S,
Bourgeois L, Gaul A, Jospin A, Stepina N, Pradines B,
Tournoys A, Brousseau T, Rémy M, Hutt A. Pulmonary em-
bolism in patients with COVID‐19: awareness of an increased
prevalence. Circulation. 2020;142:184–6. https://doi.org/10.
1161/CIRCULATIONAHA.120.047430

28. Llitjos JF, Leclerc M, Chochois C, Monsallier JM,
Ramakers M, Auvray M, Merouani K. High incidence of
venous thromboembolic events in anticoagulated severe
COVID‐19 patients. J Thromb Haemostasis. 2020;18:1743–6.
https://doi.org/10.1111/jth.14869

29. Wang M, Wu D, Ma R, Zhang Z, Zhang H, Han K, Xiong C,
Wang L, Fang W. Comparison of V/Q SPECT and CT angi-
ography for the diagnosis of chronic thromboembolic pul-
monary hypertension. Radiology. 2020;296:420–9. https://doi.
org/10.1148/radiol.2020192181

30. Schüssler A, Lug Q, Kremer N, Harth S, Kriechbaum SD,
Richter MJ, Guth S, Wiedenroth CB, Tello K, Steiner D,
Seeger W, Krombach GA, Roller FC. Evaluation of diagnostic
accuracy of dual‐energy computed tomography in patients
with chronic thromboembolic pulmonary hypertension com-
pared to V/Q‐SPECT and pulmonary angiogram. Front Med.
2023;10:1194272. https://doi.org/10.3389/fmed.2023.1194272

31. Phillips JJ, Straiton J, Staff RT. Planar and SPECT ventilation/
perfusion imaging and computed tomography for the diag-
nosis of pulmonary embolism: A systematic review and meta‐
analysis of the literature, and cost and dose comparison. Eur
J Radiol. 2015;84:1392–400. https://doi.org/10.1016/j.ejrad.
2015.03.013

How to cite this article: Miksová L, Dytrych V,
Ptáčník V, Balík M, Linhart A, Bělohlávek J, Jansa
P. Pulmonary perfusion in long‐term survivors of
COVID‐19‐related severe acute respiratory distress
syndrome treated by extracorporeal membrane
oxygenation. Pulm Circ. 2024;14:e12431.
https://doi.org/10.1002/pul2.12431

PULMONARY CIRCULATION | 7 of 7

https://doi.org/10.1111/bjh.17870
https://doi.org/10.1097/CCM.0000000000004504
https://doi.org/10.1097/CCM.0000000000004504
https://doi.org/10.1007/s00134-022-06794-y
https://doi.org/10.1007/s00330-021-08003-8
https://doi.org/10.1007/s00330-021-08003-8
https://doi.org/10.1007/s00330-020-07155-3
https://doi.org/10.1111/jth.14640
https://doi.org/10.1111/jth.14640
https://doi.org/10.1097/CCM.0000000000004129
https://doi.org/10.1097/CCM.0000000000004129
https://doi.org/10.1161/CIRCULATIONAHA.120.047430
https://doi.org/10.1161/CIRCULATIONAHA.120.047430
https://doi.org/10.1111/jth.14869
https://doi.org/10.1148/radiol.2020192181
https://doi.org/10.1148/radiol.2020192181
https://doi.org/10.3389/fmed.2023.1194272
https://doi.org/10.1016/j.ejrad.2015.03.013
https://doi.org/10.1016/j.ejrad.2015.03.013
https://doi.org/10.1002/pul2.12431

	Pulmonary perfusion in long-term survivors of COVID-19-related severe acute respiratory distress syndrome treated by extracorporeal membrane oxygenation
	INTRODUCTION
	METHODS
	RESULTS
	DISCUSSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGMENTS
	CONFLICT OF INTEREST STATEMENT
	DATA AVAILABILITY STATEMENT
	ETHICS STATEMENT
	ORCID
	REFERENCES




