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Abstract 

Background Almitrine, a selective pulmonary vasoconstrictor in hypoxic area, improves oxygenation in mechanically 
ventilated patients with COVID-19 but its effects in spontaneously breathing patients with COVID-19 remain to be 
determined.

Methods We prospectively studied the effects of almitrine (16 µg/kg/min over 30 min followed by continuous 
administration in responders only) in 62 patients (66% of male, 63 [53–69] years old) with COVID-19 treated with 
high-flow nasal cannula oxygen therapy (HFNO) and with persistent hypoxemia, defined as a  PaO2/FiO2 ratio < 100 
with  FiO2 > 80% after a single awake prone positioning session. Patients with an increase in  PaO2/FiO2 ratio > 20% were 
considered as responders.

Results Overall, almitrine increased the  PaO2/FiO2 ratio by 50% (p < 0.01), decreased the partial arterial pressure 
of carbon dioxide by 7% (p = 0.01) whereas the respiratory rate remained unchanged and 46 (74%) patients were 
responders. No patient experienced right ventricular dysfunction or acute cor pulmonale. The proportion of respond-
ers was similar regardless of the CT-Scan radiological pattern: 71% for the pattern with predominant ground-glass 
opacities and 76% for the pattern with predominant consolidations (p = 0.65). Responders had lower intubation rate 
(33 vs. 88%, p < 0.01), higher ventilator-free days at 28-day (28 [20–28 ] vs. 19 [2–24] days, p < 0.01) and shorter ICU 
length of stay (5 [3–10] vs.12 [7–30] days, p < 0.01) than non-responders.

Conclusions Almitrine could be an interesting therapy in spontaneously breathing patients with COVID-19 treated 
with HFNO and with persistent hypoxemia, given its effects on oxygenation without serious adverse effects regardless 
of the CT-Scan pattern, and potentially on intubation rate. These preliminary results need to be confirmed by further 
randomized studies.
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Background
Since December 2019, a worldwide pandemic of Coro-
navirus disease (COVID-19) secondary to the emerg-
ing coronavirus SARS-CoV-2 was observed from China. 
Although most patients are asymptomatic or developed 
a non-severe form of pneumoniae, 1–3% of patients will 
develop a hypoxemic acute respiratory failure, requiring 
admission to intensive care unit (ICU) [1–3].

It has been suggested that the physiopathology of 
hypoxemia in patients with pneumonia related to SARS-
CoV-2 might mainly resulted from a more marked 
impairment of the hypoxic pulmonary vasoconstriction 
than in non-COVID-19 patients [4], leading in the most 
severe patients to untypical acute respiratory distress 
syndrome (ARDS) with a marked hypoxemia second-
ary to large intrapulmonary shunt but a preserved lung 
compliance [5, 6]. Thus, the administration of almitrine, a 
selective pulmonary vasoconstrictor in hypoxic area, may 
be interesting in these patients [4]. Some retrospective or 
pilot studies have reported that almitrine administration 
as rescue therapy improved oxygenation of mechanically 
ventilated patients with ARDS related to SARS-CoV-2 
pneumonia [7–10]. However, its effects in spontaneously 
breathing patients with severe pneumonia related to 
SARS-CoV-2 pneumonia remain to be determined.

The first aim of this study was to assess the effects of 
almitrine on oxygenation in spontaneously breathing 
patients with severe pneumonia related to SARS-CoV-2 
pneumonia treated with high-flow nasal cannula oxygen 
therapy (HFNO) and with persistent hypoxemia. The sec-
ond aim was to assess the effects of almitrine on oxygena-
tion according to the thoracic CT-Scan patterns.

Methods
This prospective and observational study was conducted 
in the 13-bed intensive care unit (ICU) of the University 
Hospital of Nice and was approved by the Ethics commit-
tee of the Société de Réanimation de Langue Française 
(CE SRLF 22–007). Informed consent was waived but all 
patients or next of kin were informed about the study. 
The study complied with the Strengthening the Report-
ing of Observational Studies in Epidemiology (STROBE) 
statement guidelines (Additional file 1) [11].

We included all patients over 18 years old admitted to 
ICU for SARS-CoV-2 pneumonia treated with HFNO and 
with persistent hypoxemia from January 2021 (start of 
the use of almitrine in our ICU for patients with COVID-
19) to January 2022. Persistent hypoxemia was defined by 
a partial arterial pressure of oxygen over inspired oxygen 
fraction  (PaO2/FiO2) ratio < 100 with  FiO2 > 80% after a 
single awake prone positioning session. All patients had 
a positive real-time reverse transcriptase-polymerase 
chain reaction assay for SARS-CoV-2 in nasal swabs.

Exclusion criteria were (i) the need for immediate intu-
bation because of respiratory, hemodynamic or neurolog-
ical failure, (ii) contraindication to almitrine (acute liver 
failure, lactic acidosis, right ventricular failure, acute cor 
pulmonale, pregnancy) [12], (iii) patients without tho-
racic CT-Scan, (iv) patients with a decision to withdraw 
life-sustaining therapy, including do-not-intubate orders, 
and (v) patients with poor echogenicity, defined as the 
inability to correctly align the Doppler beam to obtain 
reliable Doppler measurements and/or to correctly delin-
eate the endocardium for measuring the left and right 
ventricular end-diastolic area (LVEDA and RVEDA).

Ventilatory management and respiratory measurements
HFNO  (Optiflow®, Fisher and Paykel, Healthcare) was 
the first-line ventilatory support. The gas flow rate was 
set at 60 L/min and  FiO2 was adjusted to maintain pulse 
oximetry  (SpO2) ≥ 92% and not higher than 96% [13]. The 
ROX index was calculated just before and after admin-
istration of almitrine as follows: ratio of  SpO2/FiO2 over 
the respiratory rate [14]. Non-invasive ventilation was 
always used as a second-line ventilatory support and was 
performed with an ICU ventilator (CARESCAPE R860; 
GE Healthcare, Chicago, IL, United States).

The indication of intubation was left at the discretion 
of the attending physician based on the intubation crite-
ria used in our ICU during the study period: (i) respira-
tory rate > 40 breaths/min, (ii) a  SpO2 < 90% for more 
than five minutes, (iii) occurrence or lack of improve-
ment of signs of high respiratory-muscle workload, (iv) 
copious tracheal secretions, and/or (v) respiratory acido-
sis with a pH < 7.35 [15]. All patients were mechanically 
ventilated in volume assist-controlled mode and placed 
in 45-degree semi-recumbent position. Neuromuscular 
blocker agents and prone positioning were used accord-
ing to current recommendations in non-COVID-19 
patients with ARDS [16].

Thoracic CT‑Scan analysis
A thoracic CT-Scan (Lightspeed Ultra 8, GE Medical 
Systems, Milwaukee, WI) was performed prior to ICU 
admission in all patients. CT-Scan analysis was per-
formed offline, by a 10-year experienced radiologist spe-
cialized in thoracic imaging. The severity of CT-Scan 
abnormalities was assessed by the radiologist according 
to the extent of ground-glass opacities and consolida-
tions as a percentage of the total lung parenchyma: mini-
mal: < 10%, moderate: 10–25%, extensive: 25–50%, severe: 
50–75 and critical: > 75% [17]. Two main radiological pat-
terns were identified: predominant ground-glass opaci-
ties and predominant consolidations [18]. The number of 
lung areas with organizing pneumonia was reported with 
a score ranging from 0 to 6 points, with 1 point for each 
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of the six lung areas with the abnormality [17]. The same 
scoring system was used to report the number of lung 
areas with vascular enlargement sign, described as an 
unusual dilation of pulmonary vessels around and within 
the lesions in COVID-19 patients, which might be related 
to the congestion of alveolar septal capillaries [19, 20].

Study protocol
A session of awake prone positioning was initially per-
formed in all patients treated with HFNO and patients 
were asked to lie in prone position for as long as pos-
sible [21]. After this single awake prone positioning ses-
sion, all patients with persistent hypoxemia received an 
almitrine bolus (16 µg/kg/min over 30 min) [22]. Imme-
diately before and at the end of the almitrine bolus, 
respiratory, hemodynamic, echocardiographic and oxy-
genation variables were recorded (Additional File 2: Fig. 
S1). All other therapeutics remained unchanged during 
the study period. Patients with an increase in  PaO2/
FiO2 ratio > 20% after the almitrine bolus were consid-
ered responders [22]. In responders, administration 
of almitrine (16  µg/kg/min) was continued with two-
fold dose reduction every four hours if the  PaO2/FiO2 
ratio remained > 100, with a maximum administration 
time of 200  h [22]. Transthoracic echocardiographic 
examinations were performed daily until almitrine dis-
continuation to monitor hemodynamic adverse effects 
of almitrine (Additional file  2: Fig. S1). According to 
national guidelines during the study period, all patients 
received dexamethasone [23] and Tocilizumab was 
administered to all patients treated with HFNO with a 
C-reactive protein > 75 mg/L and worsening respiratory 
failure despite corticosteroids administration within 
the first 72 h after ICU admission [24].

Data collection and endpoints
Patient characteristics, clinical, biological, echocardio-
graphic, and radiological variables, therapeutics as well 
as ICU clinical outcomes were collected and analyzed. 
Both CT-scan analysis and echocardiographic meas-
urements were analyzed offline, blinded to the patients’ 
response to almitrine. The respiratory comfort of 
patients was assessed by using the 100-mm visual ana-
logue comfort scale [25].

The primary endpoint was the proportion of respond-
ers. Secondary endpoints were the proportion of 
responders according to the different thoracic CT-Scan 
patterns, the proportion of adverse effects of almitrine 
(RV systolic dysfunction, occurrence of acute cor pul-
monale, occurrence of venous toxicity) the intubation 
rate, the number of ventilator-free days at 28-day, the 
ICU length of stay and the mortality rates in ICU, at 

28-day and 90-day. For the calculation of ventilator-
free days, one point was assigned for each day from 
the administration of almitrine bolus to 28-day that a 
patient was both alive and without invasive mechani-
cal ventilation, and zero value was assigned to patients 
who died before day 28.

Statistical analysis
Based on a  PaO2/FiO2 ratio ranging from 80 to 
100  mmHg in patients with COVID-19 before almi-
trine administration [7, 9, 10], we planned to include 
60 patients to show an almitrine-induced clinically rel-
evant increase in  PaO2/FiO2 ratio of 20% [22] with a α 
risk of 0.05 and a power of 90%.

Normal distribution of continuous data was assessed 
using the Kolmogorov–Smirnov test. Continuous vari-
ables were expressed as median [interquartile range] 
and categorical variables as numbers (percentages). 
Between groups comparisons were performed by Stu-
dent or Mann–Whitney tests for continuous variables 
and by Pearson’s Chi-square or Fisher exact tests for 
categorical variables. Within groups comparisons were 
performed by paired Student or Wilcoxon tests for 
continuous variables and by Mc Nemar or Fisher exact 
tests for categorical variables. To assess the ability of 
ROX index to predict response to almitrine, receiver 
operating characteristic curve with 95% confidence 
interval (CI) was generated.

Statistical analysis was performed with R 3.1.1 (R 
foundation for Statistical Computing Vienna, Austria). 
All tests were two-sided and a p-value < 0.05 was con-
sidered statistically significant.

Results
Study population
Among the 182 consecutive patients admitted to our 
ICU for SARS-COV-2 pneumonia during the study 
period, 62 were included (Fig.  1): 41 (66%) were male, 
20 (32%) had arterial hypertension, 13 (21%) had dia-
betes mellitus, 28 (45%) had obesity and 2 (3%) patients 
were vaccinated against SARS-CoV-2 (Table  1). The 
delay from the onset of symptoms to ICU admission 
was 9 (7–10) days, corticosteroids and tocilizumab were 
respectively administered in 62 (100%) and 55 (89%) 
patients and the ICU mortality rate was 10% (Table 1).

Effects of almitrine on oxygenation and respiratory 
variables
In the whole population, almitrine significantly 
increased the  PaO2/FiO2 ratio by 50% (p < 0.01), the 
 PaO2 by 76% (p = 0.01), the arterial oxygenation satu-
ration by 4% (p < 0.01), the  SpO2 by 5% (p < 0.01) and 
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significantly decreased the partial arterial pressure of 
carbon dioxide by 7% (p = 0.01) whereas the respiratory 
rate remained unchanged (Table  2, Fig.  2). The almi-
trine-induced percentage increase in  PaO2/FiO2 ratio 
correlated with the delay from almitrine administration 
to ICU admission (r = 0.37, p < 0.01) and with the delay 
from almitrine administration to the end of the awake 
prone positioning session (r = 0.38, p < 0.01), but not 
with the duration of the awake prone positioning ses-
sion (r = 0.14, p = 0.26).

Among patients, 46(74%) were responders with a dura-
tion of continuous almitrine administration of 33 [22–49] 
hours and 1(25%) patient with chronic respiratory disease 
was responder. The duration of the single awake prone 
positioning session prior to almitrine administration 
was 3 [2–4] hours and did not differ between respond-
ers and non-responders (Table 1). In all patients, awake 
prone positioning session was stopped early because of 
poor tolerance. The delay from the onset of symptoms to 
almitrine administration (10 [8–12] vs. 10 [8–11] days, 
p = 0.88), from ICU admission to almitrine administra-
tion (6 [1–33] vs. 7 [1–14] h, p = 0.29) and from awake 
prone positioning and almitrine administration (3 
[2–7] vs. 4 [2–6] hours, p = 0.48) did not differ between 

responders and non-responders (Table 1). Non-respond-
ers had a higher SAPS-2 score and had more frequently 
chronic respiratory disease than responders (Table  1). 
The other patient characteristics as well as respiratory 
and oxygenation variables immediately before almitrine 
administration were similar between responders and 
non-responders and are summarized in Tables  1 and 2. 
The almitrine-induced decrease in partial arterial pres-
sure of carbon dioxide did not differ between responders 
and non-responders (8.2 [4.3–13.3] % vs. 6.7 [0.1–12.1] %, 
p = 0.26) (Table 2). In responders, Almitrine significantly 
decreased the respiratory discomfort of patients by 10% 
(p = 0.02) and increased the ROX index by 10% (p < 0.01) 
(Table 2, Additional file 2: Fig. S2). The ROX index could 
not predict the response to almitrine (area under curve of 
0.607 (95% CI 0.474–0.728), p = 0.22) (Additional file  2: 
Fig. S2).

Effects of almitrine on oxygenation according to CT‑Scan 
patterns
The delay from the onset of symptoms to thoracic 
CT-Scan (8 [6–9] vs. 7 [6–9] days, p = 0.50) and from 
thoracic CT-Scan to almitrine administration (2 [1–3] 
vs. 2 [1, 2] days, p = 0.60) did not differ between 

Fig. 1 Flow chart of the study. HFNO: high-flow nasal cannula oxygen therapy, ICU: intensive care unit
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Table 1 Patient characteristics and outcomes according to the response to almitrine administration

Non‑responders
(n = 16)

Responders
(n = 46)

p value

Characteristics

 Age (years) 67 [56–71] 62 [53–67] 0.14

 Male gender, n (%) 12 (75%) 29 (63%) 0.38

 BMI, (kg/m2) 30 [27–33] 28 [25–34] 0.66

 SAPS-2 score 40 [32–50] 31 [25–41] 0.01

 SOFA score at ICU admission 2 [2–3] 2 [2–2] 0.30

 Vaccination, n (%) 1 (6%) 1 (2%) 0.45

 Arterial hypertension, n (%) 6 (38%) 14 (30%) 0.60

 Diabetes mellitus, n (%) 3 (19%) 10 (22%) 1.00

 Obesity, n (%) 8 (50%) 20 (43%) 0.65

 Dyslipidemia, n (%) 4 (25%) 12 (26%) 1.00

 Smokers, n (%) 1 (6%) 3 (6%) 1.00

 Coronary artery disease, n (%) 1 (6%) 1 (2%) 0.45

 Chronic heart failure, n (%) 0 (0%) 4 (9%) 0.56

 Stroke, n (%) 1 (6%) 1 (2%) 0.45

 Chronic respiratory disease, n (%) 3 (19%) 1 (2%) 0.04

 Chronic kidney disease, n (%) 0 (0%) 1 (2%) 1.00

 Immunosuppression, n (%) 0 (0%) 5 (11%) 0.32

Oxygenation and biological variable at ICU admission

  FiO2 (%) 85 [78–100] 80 [71–100] 0.86

  PaO2 (mmHg) 61 [58–70] 65 [61–75] 0.17

  PaO2/FiO2 ratio 74 [64–85] 82 [70–100] 0.19

  SaO2 (%) 92 [91–96] 95 [93–96] 0.14

  PaCO2 (mmHg) 32[31–35] 34[31–37] 0.85

 Lactate (mmol/L) 1.2 [1.1–1.4] 1.1 [0.8–1.7] 0.52

 Neutrophils count (×  109/L) 7.8 [5.0–9.0] 6.3 [4.4–8.5] 0.52

 Lymphocyte count (×  109/L) 0.7 [0.6–0.9] 0.6 [0.4–0.8] 0.29

 C-reactive protein (mg/L) 124 [50–189] 108 [64–172] 0.84

 D-dimers (μg/L) 778 [604–1080] 757 [434–1244] 0.6

 Fibrinogen (g/L) 6.0 [3.8–7.6] 5.8 [5.1–7.0] 0.63

 Creatinine (
mol/L)

62 [52- 70] 62 [56–83] 0.47

 Creatinine clearance (mL/min/1.73m2) 101 [84–109] 95 [87–104] 0.51

Treatments during ICU stay

 Dexamethasone, n (%) 16 (100%) 46 (100%) 1.00

 Tocilizumab, n (%) 14 (88%) 41 (89%) 1.00

 Norepinephrine, n (%) 10 (62%) 13 (28%) 0.01

 Renal replacement therapy, n (%) 3 (19%) 0 (0%) 0.01

Delays and outcomes

 Delay from onset of symptoms to hospital admission (days) 8 [6–9] 7 [6–9] 0.77

 Delay from onset of symptoms to ICU admission (days) 10 [8–10] 9 [7–10] 0.79

 Delay from onset of symptoms to almitrine administration (days) 10 [8–11] 10 [8–12] 0.88

 Delay from thoracic CT-scan to almitrine administration (days) 2 [1–2] 2 [1–3] 0.60

 Delay from ICU admission to almitrine administration (hours) 7 [1–14] 6 [1–33] 0.29

 Delay from awake prone positioning to almitrine administration (hours) 4 [2–6] 3 [2–7] 0.48

 Duration of awake prone positioning session (hours) 2 [2–4] 3 [2–5] 0.09

 Delay from ICU admission to intubation (hours) 17 [8–24] 23 [14–38] 0.13

 Delay from almitrine administration to intubation ( hours) 6 [2–9] 25 [7–37]  < 0.01

 Non-invasive ventilation, n (%) 0 (0%) 2 (4%) 1.00
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Table 1 (continued)

Non‑responders
(n = 16)

Responders
(n = 46)

p value

 Intubation, n (%) 14 (88%) 15 (33%)  < 0.01

 Ventilator-free days at 28-Day (days) 19 [2–24] 28 [22–28]  < 0.01

 ICU length of stay (days) 12 [7–30] 5 [3–10]  < 0.01

 Hospital length of stay (days) 19 [13–25] 17 [9–30] 0.32

 ICU mortality, n (%) 1 (6%) 5 (11%) 0.96

 Mortality at 28-Day, n (%) 0 (0%) 4 (9%) 0.56

 Mortality at 90-Day, n (%) 2 (7%) 5 (11%) 1.00

Variables are expressed as median [interquartile range] or number (percentages)

FiO2 inspired oxygen fraction; ICU intensive care unit; PaO2 partial arterial pressure of oxygen; PaCO2 partial arterial pressure of carbon dioxide; SaO2 arterial 
oxygenation saturation; SAPS simplified acute physiology score; SOFA sepsis-related organ failure assessment

Table 2 Effects of almitrine bolus on clinical, oxygenation and echocardiographic variables in responders and non-responders

Variables are expressed as median [interquartile range]

FiO2 inspired oxygen fraction; LVEDA left ventricular end-diastolic area; PaO2 partial arterial pressure of oxygen; PaCO2 partial arterial pressure of carbon dioxide; 
RVEDA right ventricular end-diastolic area; SaO2 arterial oxygenation saturation; SpO2 pulse oximetry; TAPSE tricuspid annular plane systolic excursion; VTI velocity–
time integral
* p < 0.05 non-responders vs. responders before almitrine and $p < 0.05 non-responders vs. responders after almitrine

Non‑responders
(n = 16)

Responders
(n = 46)

Before
almitrine

After
almitrine

p‑value Before
almitrine

After
almitrine

p‑value

Clinical variables

 Respiratory rate (cycles/min) 27 [22–32] 28 [20–32] 0.19 27 [22–30] 28 [20–30] 0.09

  SpO2 (%) 94 [91–94] 95 [92–96] 0.01 93 [90–95] 98 [97–99]$  < 0.01

 Respiratory discomfort (mm) 30 [20–50] 30 [20–40] 0.13 40 [20–50] 30 [20–40] 0.02

 ROX index 4.13 [3.43–4.75] 3.60 [3.18–4.97] 0.86 3.61 [3.26–4.34] 4.00 [3.50–4.97]  < 0.01

 Heart rate (bpm) 85 [76–88] 80 [72–87] 0.39 79 [70–86] 74 [66–83]  < 0.01

 Systolic arterial pressure ( mmHg) 134 [112–153] 139 [127–150] 0.91 129 [117–148] 130 [120–148] 0.42

 Diastolic arterial pressure (mmHg) 64 [55–71] 61 [58–72] 0.87 64 [53–72] 65 [57–73] 0.47

 Mean arterial pressure (mmHg) 90 [76–100] 90 [83–96] 0.78 86 [76–99] 89 [79–98] 0.68

Oxygenation variables

  FiO2 (%) 90 [84–100] 90 [89–100] 0.33 100 [90–100] 100 [86–100] 0.32

  PaO2 (mmHg) 61 [57–68] 68 [64–73]  < 0.01 65 [58–69] 116 [99–159]$  < 0.01

  PaO2/FiO2 70 [62–75] 76 [64–85]  < 0.01 67 [61–80] 121 [102–162]$  < 0.01

  SaO2 (%) 93 [92–94] 95 [94–96]  < 0.01 94 [91–95] 99 [98-  99]$  < 0.01

  PaCO2 (mmHg) 33 [31–36] 29 [27–33]  < 0.01 33 [31–37] 32 [30–34]  < 0.01

 Lactate (mmol/L) 1.1 [0.9–1.6] 1.4 [1.0–1.6] 0.09 1.3 [1.0–1.4] 1.2 [1.1–1.5] 1.00

Echocardiographic variables

 RVEDA/LVEDA 0.54 [0.50–0.55] 0.56 [0.52–0.60]  < 0.01 0.54 [0.50–0.60] 0.56 [0.51–0.60] 0.03

 TAPSE (mm) 22 [18–26] 22 [18–25] 0.55 22 [20–25] 21 [20–25] 0.50

 Tricuspid S wave (cm/s) 14 [11–17] 13 [11–15] 0.25 14 [13–17] 15 [13–16] 0.67

 VTI of the LV outflow tract ( cm) 23 [23–26] 22 [19–25] 0.06 21 [18–23]* 20 [17–25] 0.14

 Left ventricular ejection fraction (%) 55 [48–59] 55 [46–62] 1.00 56 [47–60] 56 [45–61] 1.00
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responders and non-responders (Table  1). Overall, 28 
(45%) patients had predominant ground-glass opacities 
and 34 (55%) had predominant consolidations. All but 
one patient had vascular enlargement sign on thoracic 
CT-Scan. The number of areas with vascular enlarge-
ment sign as well as the other radiological variables 

did not differ between responders and non-responders 
(Table  3). The proportion of responders did not differ 
regardless of the CT-Scan pattern: 71% for the pattern 
with predominant ground-glass opacities and 76% for 
the pattern with predominant consolidations (p = 0.65) 
(Fig. 3).

Fig. 2 Effects of almitrine on respiratory and oxygenation variables (n = 62). The box shows the 25th and 75th percentiles, the line in the box the 
median and the whiskers the minimum and maximum values. Lines represent the individual changes (green lines for responders and orange lines 
for non-responders).  FiO2: inspired oxygen fraction;  PaO2: partial arterial pressure of oxygen,  PaCO2: partial arterial pressure of carbon dioxide

Table 3 Thoracic CT-Scan analysis in responders and non-responders

Variables are expressed as median [interquartile range] or number (percentages)

Non‑responders
(n = 16)

Responders
(n = 46)

p‑value

Extent of CT-Scan abnormalities (%) 0.15

  < 10% 0 (0%) 0 (0%)

 10–25% 2 (12%) 9 (20%)

 25–50% 7 (44%) 12 (26%)

 50–75% 5 (31%) 24 (52%)

  > 75% 2 (12%) 1 (2%)

Radiological patterns 0.65

 Predominant ground-glass opacities, n (%) 8 (50%) 20 (43%)

 Predominant consolidations, n (%) 8 (50%) 26 (57%)

Other radiological variables

 Number of areas with vascular enlargement sign 3 [2–5] 4 [2–5] 0.67

 Number of areas with organizing pneumonia 2 [1–4] 4 [2–5] 0.14
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Intubation rate and other outcomes
The intubation rate was lower in responders than in 
non-responders (33 vs. 88%, p < 0.01). The cumulative 
incidence of intubation for the responders and non-
responders is shown in Fig. 4. In both groups, all patients 
were intubated for respiratory failure only and the pro-
portion of patients intubated for refractory hypoxemia 
did not differ between responders and non-responders 
(13% vs. 29% respectively, p = 0.39). No patient experi-
enced pneumomediastinum or pneumothorax during 
their ICU stay. Responders tended to be intubated later 
than non-responders, but responders had more ventila-
tor-free days at 28-day and a shorter ICU length of stay, 
while mortality rates in ICU, at 28-day and 90-day did 
not differ between the two groups (Table 2).

Safety of almitrine
There was no difference in hemodynamic and echo-
cardiographic variables between responders and 

non-responders before almitrine administration 
(Table  2). Almitrine bolus significantly increased the 
RVEDA/LVEDA ratio by 5% (p = 0.01), while hemo-
dynamic and the other echocardiographic variables 
remained unchanged (Table  2). No patient experienced 
RV systolic dysfunction or acute cor pulmonale after 
almitrine bolus or during the whole duration of almitrine 
administration in responders. The incidence of venous 
toxicity was 21%.

Discussion
So far, almitrine has been used as rescue therapy only in 
mechanically ventilated patients with COVID-19. In our 
study, three-quarters of spontaneously breathing patients 
with COVID-19 treated with HFNO and with persistent 
hypoxemia were responders to almitrine. The response 
to almitrine was not associated with any CT-Scan pat-
tern and could not be predicted by the ROX index. 
Responders had a better respiratory comfort and a lower 

Fig. 3 Proportion of responders according to the different thoracic CT-Scan radiological patterns



Page 9 of 12Saccheri et al. Respiratory Research            (2023) 24:1  

intubation rate than non-responders. Almitrine was well-
tolerated and no patients experienced hemodynamic 
adverse effects.

To our knowledge, this is one of the first studies to 
assess the potential benefit of almitrine in spontaneously 
breathing patients with COVID-19. Like Muret and col-
leagues who previously reported improved oxygenation 
with almitrine in a spontaneously breathing patient with 
ARDS related to bacterial pneumonia [26], we found 
that almitrine improved oxygenation in spontaneously 
breathing patients with COVID-19 and persistent hypox-
emia. We also found that 74% of patients were respond-
ers to almitrine, which is consistent with the proportion 
of responders found in studies including mechanically 
ventilated patients with ARDS related to COVID-19, in 
which almitrine was used as rescue therapy alone or in 
combination with inhaled nitric oxide [7–10]. Interest-
ingly, the proportion of responders we found tended to 
be higher than that found in patients with ARDS not 
related to COVID-19 [22]. This may suggest the poten-
tial more marked impairment of the hypoxic pulmonary 
vasoconstriction in COVID-19 than in non-COVID-19 

patients [4–6], as evidenced by (i) ventilation-perfusion 
mismatch with abnormal pulmonary vascular dilation 
and increased perfusion surrounding areas of lung opac-
ity on dual-energy CT-Scan or subtraction CT imaging 
[27, 28] and (ii) lower pulmonary vascular resistance 
measured by pulmonary artery catheter in patients with 
COVID-19 [29].

We found that the almitrine-induced improvement in 
oxygenation was associated with a decrease in partial arte-
rial pressure of carbon dioxide, while the patients’ respira-
tory rate remained unchanged. This may suggest that the 
improvement in oxygenation we observed with almitrine 
was partly related to a decrease in intrapulmonary shunt, 
secondary to an enhancement of hypoxic pulmonary vaso-
constriction [30–34]. Other mechanisms are most likely 
involved to explain the effects of almitrine on oxygenation, 
as the almitrine-induced decrease in partial arterial pres-
sure of carbon dioxide did not differ between responders 
and non-responders. Nevertheless, two previous studies 
in mechanically ventilated patients with COVID-19 found 
that almitrine alone [8] or in combination with inhaled 
nitric oxide [7, 8] improved oxygenation, unlike inhaled 

Fig. 4 Cumulative incidence of intubation during the first week after almitrine administration in responders (red curve, n = 46) and non-responders 
(blue curve, n = 16) and proportion of patients receiving almitrine at each time point (blue bars)
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nitric oxide alone, highlighting that blunted hypoxic pul-
monary vasoconstriction is likely one of the main mecha-
nisms of ventilation-perfusion mismatch and hypoxemia 
in these patients. Although the impairment of hypoxic pul-
monary vasoconstriction should therefore theoretically be 
more marked in responders than in non-responders, the 
RVEDA/LVEDA ratio, an indirect surrogate of pulmonary 
hypertension, did not differ before almitrine administra-
tion between the two groups of patients. It cannot be ruled 
out that some of the observed respiratory effects, such as 
the unchanged respiratory rate after almitrine adminis-
tration in responders, may be partly related to a possible 
impairment of the central nervous system reported in crit-
ically ill patients with COVID-19 [35].

The radiological pattern on the thoracic CT-Scan per-
formed prior to ICU admission was not predictive of the 
patients’ response to almitrine in terms of oxygenation. 
The proportion of responders was similar between patients 
with predominant ground-glass opacities and those with 
predominant consolidations. Moreover, the number of 
areas with vascular enlargement sign did not differ between 
responders and non-responders. Given the increased per-
fusion surrounding the peripheral areas of consolidations 
in patients with COVID-19 [27, 28] and that almitrine is a 
selective pulmonary vasoconstrictor in non-aerated areas, 
we initially hypothesized that the proportion of respond-
ers would be higher in patients with a radiological pattern 
with predominant consolidations and a high number of 
areas with vascular enlargement sign [27]. Our hypotheses 
to explain our results are as follows. First, in patients with 
COVID-19, hypoxic pulmonary vasoconstriction might 
be blunted in the same extent regardless of the type of CT-
scan abnormalities, resulting in a marked intrapulmonary 
shunt even in patients with a radiological pattern with 
predominant ground-glass opacities. Second, some areas 
of consolidation could be related to pulmonary infarction, 
which would make almitrine inefficient in some patients 
with a radiological pattern with predominant consolida-
tions, as areas of pulmonary infarction are not associated 
with increased perfusion [27]. Third, the pathophysiologi-
cal mechanisms of vascular enlargement sign are not yet 
fully elucidated [20] and such radiological sign may there-
fore lack the specificity to be predictive of the response to 
almitrine. Further studies investigating lung perfusion dur-
ing almitrine administration are needed to confirm these 
hypotheses and adequately address this question.

Interestingly, no patient experienced severe hemodynamic 
effects (RV systolic dysfunction or acute cor pulmonale), 
confirming the hemodynamic safety of almitrine previously 
evidenced by using invasive hemodynamic measurements 
in patients with ARDS related to COVID-19 [7, 10] or not 
[22]. We also found that responders had a lower intubation 

rate, more ventilator-free days at 28-day and a shorter ICU 
length of stay than non-responders, while the mortality rate 
did not differ between the two groups of patients. All these 
secondary exploratory results should be interpreted with 
caution as the study was neither designed nor powered for 
this purpose. The lower intubation rate may be explained by 
a more marked improvement in oxygenation and a better 
respiratory comfort, even if a recent randomized trial found 
that low-dose almitrine failed in reducing the need for intu-
bation [36]. However, patients included in this study were 
less severe than those we considered and an eightfold lower 
dose of almitrine was administered [36]. The low mortality 
rate we found in both groups compared to the existing lit-
erature [37] may be explained by the fact that our patients 
were selected and less severe, as patients who required 
immediate intubation were excluded. Furthermore, we 
included patients from the second and third pandemic 
waves and not from the first wave and it cannot be excluded 
that different variants of SARS-CoV-2 and improved patient 
management may partly explain this discrepancy.

We acknowledge some limitations to our study. First, 
this was a single-center study. However, this implied that 
management of patients was homogeneous. Second, as 
the patients were treated with HFNO, the intrapulmonary 
shunt could not be calculated to confirm the physiological 
mechanisms involved in the almitrine-induced improve-
ment in oxygenation. Third, it cannot be excluded that the 
radiological pattern at the time of almitrine administration 
differed from the CT-Scan performed prior to ICU admis-
sion, as CT-Scan was not repeated for obvious ethical rea-
son. However, there was a short delay between CT-Scan and 
almitrine administration, which was similar in both groups 
of patients. Fourth, late effects of prone positioning on oxy-
genation cannot be excluded but the delay between awake 
prone positioning and almitrine administration was simi-
lar in both groups of patients. Fifth, no invasive monitor-
ing of the right ventricle with a pulmonary artery catheter 
was available to confirm that responders might have a more 
marked impairment of hypoxic pulmonary vasoconstriction 
than non-responders. Sixth, we did not evaluate patients’ 
diaphragmatic function and the occurrence of patient 
self-inflicted lung injury during ICU stay. Seventh, non-
responders had a higher SAPS-2 score and had more fre-
quently chronic respiratory disease than responders, which 
could be a bias and therefore theoretically influence some 
of the outcomes. Finally, our study was neither designed (no 
control group and no blinding) nor powered to assess the 
effects of almitrine on intubation rate, duration of mechani-
cal ventilation, ICU length of stay and mortality.
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Conclusions
Almitrine could be an interesting therapy in spontane-
ously breathing patients with COVID-19 treated with 
HFNO and with persistent hypoxemia, given its effects 
on oxygenation without serious adverse effects regard-
less of the CT-Scan pattern, and potentially on intubation 
rate. These preliminary results need to be confirmed by 
further randomized studies.

Abbreviations
ARDS  Acute respiratory distress syndrome
CI  Confidence interval
COVID-19  Coronavirus disease 19
FiO2  Inspired oxygen fraction
ICU  Intensive care unit
LVEDA  Left ventricular end-diastolic area
HFNO  High-flow nasal cannula oxygen therapy
PaO2  Partial arterial pressure of oxygen
RVEDA  Right ventricular end-diastolic area
SpO2  Pulse oximetry

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12931- 022- 02308-y.

Additional file 1: STROBE Statement checklist for the manuscript.

Additional file 2: Transthoracic echocardiographic measurements. Figure 
S1. Study protocol. HFNO: high-flow nasal cannula oxygen therapy,  FiO2: 
inspired oxygen fraction;  PaO2: partial arterial pressure of oxygen. Figure 
S2. Receiver operating characteristics curve for the ability of the ROX 
index to predict the response to almitrine (n = 62). AUC = area under the 
curve, expressed as mean [95% confidence interval].

Acknowledgements
None.

Author contributions
CS, JD and MJ conceived and designed the study. CS, LM, DD, HH, RL, RD, EP 
and MJ collected data. CS, LM, MJ, JD and MJ analyzed and interpreted the 
data. CS and MJ drafted the report. All authors contributed to the final version. 
All authors approved the final manuscript.

Funding
No funding to declare.

Availability of data and materials
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study was approved by the Ethics committee of the Société de Réanima-
tion de Langue Française (CE SRLF 22–007). Informed consent was waived but 
all patients or next-of-kin were informed about the study.

Consent for publication
Not applicable.

Competing interests
The authors have no conflict of interest to declare.

Received: 21 November 2022   Accepted: 29 December 2022

References
 1. Huang C, Wang Y, Li X, Ren L, Zhao J, Hu Y, et al. Clinical features of 

patients infected with 2019 novel coronavirus in Wuhan, China. Lancet. 
2020;395(10223):497–506.

 2. Wang D, Hu B, Hu C, Zhu F, Liu X, Zhang J, et al. Clinical characteristics of 
138 hospitalized patients with 2019 novel coronavirus-infected pneumo-
nia in Wuhan, China. JAMA. 2020;323(11):1061–9.

 3. Chen N, Zhou M, Dong X, Qu J, Gong F, Han Y, et al. Epidemiological and 
clinical characteristics of 99 cases of 2019 novel coronavirus pneumonia 
in Wuhan, China: a descriptive study. Lancet. 2020;395(10223):507–13.

 4. Archer SL, Sharp WW, Weir EK. Differentiating COVID-19 pneumonia from 
acute respiratory distress syndrome and high altitude pulmonary edema: 
therapeutic implications. Circulation. 2020;142(2):101–4.

 5. Gattinoni L, Coppola S, Cressoni M, Busana M, Rossi S, Chiumello D. 
COVID-19 does not lead to a “typical” acute respiratory distress syndrome. 
Am J Respir Crit Care Med. 2020;201(10):1299–300.

 6. Gattinoni L, Chiumello D, Caironi P, Busana M, Romitti F, Brazzi L, et al. 
COVID-19 pneumonia: different respiratory treatments for different 
phenotypes? Intensive Care Med. 2020;46(6):1099–102.

 7. Bagate F, Tuffet S, Masi P, Perier F, Razazi K, de Prost N, et al. Rescue 
therapy with inhaled nitric oxide and almitrine in COVID-19 patients 
with severe acute respiratory distress syndrome. Ann Intensive Care. 
2020;10(1):151.

 8. Laghlam D, Rahoual G, Malvy J, Estagnasie P, Brusset A, Squara P. Use of 
almitrine and inhaled nitric oxide in ARDS Due to COVID-19. Front Med. 
2021;8: 655763.

 9. Barthelemy R, Blot PL, Tiepolo A, Le Gall A, Mayeur C, Gaugain S, et al. 
Efficacy of almitrine in the treatment of hypoxemia in Sars-Cov-2 acute 
respiratory distress syndrome. Chest. 2020;158(5):2003–6.

 10. Caplan M, Goutay J, Bignon A, Jaillette E, Favory R, Mathieu D, et al. 
Almitrine infusion in severe acute respiratory syndrome coronavirus 
2-induced acute respiratory distress syndrome: a single-center observa-
tional study. Crit Care Med. 2021;49(2):e191–8.

 11. von Elm E, Altman DG, Egger M, Pocock SJ, Gotzsche PC, Vandenbroucke 
JP, et al. The strengthening the reporting of observational studies in 
epidemiology (STROBE) statement: guidelines for reporting observational 
studies. Lancet. 2007;370(9596):1453–7.

 12. B’Chir A, Mebazaa A, Losser MR, Romieu M, Payen D. Intravenous almitrine 
bismesylate reversibly induces lactic acidosis and hepatic dysfunction in 
patients with acute lung injury. Anesthesiology. 1998;89(4):823–30.

 13. Alhazzani W, Moller MH, Arabi YM, Loeb M, Gong MN, Fan E, et al. Surviv-
ing sepsis campaign: guidelines on the management of critically ill 
adults with Coronavirus Disease 2019 (COVID-19). Intensive Care Med. 
2020;46(5):854–87.

 14. Roca O, Caralt B, Messika J, Samper M, Sztrymf B, Hernandez G, et al. 
An index combining respiratory rate and oxygenation to predict 
outcome of nasal high-flow therapy. Am J Respir Crit Care Med. 
2019;199(11):1368–76.

 15. Frat JP, Thille AW, Mercat A, Girault C, Ragot S, Perbet S, et al. High-flow 
oxygen through nasal cannula in acute hypoxemic respiratory failure. N 
Engl J Med. 2015;372(23):2185–96.

 16. Papazian L, Aubron C, Brochard L, Chiche JD, Combes A, Dreyfuss D, et al. 
Formal guidelines: management of acute respiratory distress syndrome. 
Ann Intensive Care. 2019;9(1):69.

 17. Revel MP, Parkar AP, Prosch H, Silva M, Sverzellati N, Gleeson F, et al. 
COVID-19 patients and the radiology department-advice from the Euro-
pean Society of Radiology (ESR) and the European Society of Thoracic 
Imaging (ESTI). Eur Radiol. 2020;30(9):4903–9.

 18. Kligerman SJ, Franks TJ, Galvin JR. From the radiologic pathology archives: 
organization and fibrosis as a response to lung injury in diffuse alveolar 
damage, organizing pneumonia, and acute fibrinous and organizing 
pneumonia. Radiographics. 2013;33(7):1951–75.

 19. Ye Z, Zhang Y, Wang Y, Huang Z, Song B. Chest CT manifestations of 
new coronavirus disease 2019 (COVID-19): a pictorial review. Eur Radiol. 
2020;30(8):4381–9.

https://doi.org/10.1186/s12931-022-02308-y
https://doi.org/10.1186/s12931-022-02308-y


Page 12 of 12Saccheri et al. Respiratory Research            (2023) 24:1 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 20. Lv H, Chen T, Pan Y, Wang H, Chen L, Lu Y. Pulmonary vascular enlarge-
ment on thoracic CT for diagnosis and differential diagnosis of COVID-19: 
a systematic review and meta-analysis. Ann Transl Med. 2020;8(14):878.

 21. Ehrmann S, Li J, Ibarra-Estrada M, Perez Y, Pavlov I, McNicholas B, et al. 
Awake prone positioning for COVID-19 acute hypoxaemic respiratory 
failure: a randomised, controlled, multinational, open-label meta-trial. 
Lancet Respir Med. 2021;9(12):1387–95.

 22. Roch A, Papazian L, Bregeon F, Gainnier M, Michelet P, Thirion X, et al. 
High or low doses of almitrine bismesylate in ARDS patients respond-
ing to inhaled NO and receiving norepinephrine? Intensive Care Med. 
2001;27(11):1737–43.

 23. Haut Conseil de la Santé Publique, 19 octobre 2020. Use of dexametha-
sone and other corticosteroids in Covid-19. https:// www. hcsp. fr/ explo re. 
cgi/ avisr appor tsdom aine? clefr= 935.

 24. Haut Conseil de la Santé Publique, 17 juin 2021. Covid-19: treatment 
guidelines: tocilizumab and monoclonal antibodies. https:// www. hcsp. fr/ 
Explo re. cgi/ AvisR appor tsDom aine? clefr= 1048.

 25. Coudroy R, Frat JP, Ehrmann S, Pene F, Decavele M, Terzi N, et al. High-flow 
nasal oxygen alone or alternating with non-invasive ventilation in criti-
cally ill immunocompromised patients with acute respiratory failure: a 
randomised controlled trial. Lancet Respir Med. 2022;10(7):641–9.

 26. Muret J, Clavier N, Beloucif S, Payen D. Intubation and mechanical ventila-
tion avoided by using almitrine bismesylate in an acute hypoxemic 
pneumonia. Intensive Care Med. 1997;23(9):1008.

 27. Lang M, Som A, Mendoza DP, Flores EJ, Reid N, Carey D, et al. Hypoxaemia 
related to COVID-19: vascular and perfusion abnormalities on dual-
energy CT. Lancet Infect Dis. 2020;20(12):1365–6.

 28. Santamarina MG, Boisier D, Contreras R, Baque M, Volpacchio M, Beddings 
I. COVID-19: a hypothesis regarding the ventilation-perfusion mismatch. 
Crit Care. 2020;24(1):395.

 29. Caravita S, Baratto C, Di Marco F, Calabrese A, Balestrieri G, Russo F, 
et al. Haemodynamic characteristics of COVID-19 patients with acute 
respiratory distress syndrome requiring mechanical ventilation. An 
invasive assessment using right heart catheterization. Eur J Heart Fail. 
2020;22(12):2228–37.

 30. Howard P. Hypoxia, almitrine, and peripheral neuropathy. Thorax. 
1989;44(4):247–50.

 31. Wysocki M, Delclaux C, Roupie E, Langeron O, Liu N, Herman B, et al. 
Additive effect on gas exchange of inhaled nitric oxide and intravenous 
almitrine bismesylate in the adult respiratory distress syndrome. Intensive 
Care Med. 1994;20(4):254–9.

 32. Lu Q, Mourgeon E, Law-Koune JD, Roche S, Vezinet C, Abdennour L, et al. 
Dose-response curves of inhaled nitric oxide with and without intrave-
nous almitrine in nitric oxide-responding patients with acute respiratory 
distress syndrome. Anesthesiology. 1995;83(5):929–43.

 33. Lopez-Lopez JR, Perez-Garcia MT, Canet E, Gonzalez C. Effects of almitrine 
bismesylate on the ionic currents of chemoreceptor cells from the 
carotid body. Mol Pharmacol. 1998;53(2):330–9.

 34. Gallart L, Lu Q, Puybasset L, Umamaheswara Rao GS, Coriat P, Rouby 
JJ. Intravenous almitrine combined with inhaled nitric oxide for acute 
respiratory distress syndrome The NO Almitrine Study Group. Am J Respir 
Critic Care Med. 1998;158(6):1770–7.

 35. Deana C, Verriello L, Pauletto G, Corradi F, Forfori F, Cammarota G, et al. 
Insights into neurological dysfunction of critically ill COVID-19 patients. 
Trends Anaesth Crit Care. 2021;36:30–8.

 36. Kalfon P, Payen JF, Rousseau A, Chousterman B, Cachanado M, Tibi A, et al. 
Effect of intravenous almitrine on intubation or mortality in patients with 
COVID-19 acute hypoxemic respiratory failure: a multicentre, randomised, 
double-blind, placebo-controlled trial. EClinicalMedicine. 2022;52: 
101663.

 37. Network C-IGobotR, The C-ICUI. Clinical characteristics and day-90 
outcomes of 4244 critically ill adults with COVID-19: a prospective cohort 
study. Intensive Care Med. 2021;47(1):60–73.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.hcsp.fr/explore.cgi/avisrapportsdomaine?clefr=935
https://www.hcsp.fr/explore.cgi/avisrapportsdomaine?clefr=935
https://www.hcsp.fr/Explore.cgi/AvisRapportsDomaine?clefr=1048
https://www.hcsp.fr/Explore.cgi/AvisRapportsDomaine?clefr=1048

	Use of almitrine in spontaneously breathing patients with COVID-19 treated with high-flow nasal cannula oxygen therapy and with persistent hypoxemia
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Methods
	Ventilatory management and respiratory measurements
	Thoracic CT-Scan analysis
	Study protocol
	Data collection and endpoints
	Statistical analysis

	Results
	Study population
	Effects of almitrine on oxygenation and respiratory variables
	Effects of almitrine on oxygenation according to CT-Scan patterns
	Intubation rate and other outcomes
	Safety of almitrine

	Discussion
	Conclusions
	Acknowledgements
	References


