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Introduction
The year 2020 has imposed challenges on society and healthcare systems as never encountered for many
decades: the word “COVID” will stick in our memories long after it (hopefully) has been controlled. The
pandemic has been a tragedy in terms of lives lost, economic damage and the long term consequences to
health that are only now being realised. We mourn with our readers the lost colleagues, family members,
friends and loved ones. What is the role of a scientific journal in a situation such as this? From early in
the pandemic the ERJ has played a key role in the mission of the European Respiratory Society to provide
timely information and guidelines to clinicians and an outlet for important scientific research. We hope
that the work published in the ERJ in the past year has helped to inform, educate and entertain our
readers during the most challenging period of all of our professional lives.

These challenges have not spared the field of medical publication, which has seen an unprecedented surge of
publications and manuscript submissions. The pandemic has triggered an “infodemic” and many, if not the
majority, of these articles have been posted on preprint servers first (or only). The coronavirus disease 2019
(COVID-19) crisis has shown how fast medical publishing can be – when scientists and journals want it. The
most popular preprint servers, such as medRxiv and bioRxiv, have seen their publication rates increased
severalfold, primarily with content related to COVID-19. Many journals have processed manuscripts at a
surprisingly fast pace in order to disseminate crucial knowledge quickly. Many publishers and journals,
including Elsevier, Springer Nature and the New England Journal of Medicine, have made coronavirus research
free to read [1], in accord with the call for data sharing published by the Wellcome Trust [2]. As a signatory to
Wellcome’s call, the European Respiratory Society is similarly committed to publishing all COVID-19-related
ERJ content open access as soon as it is accepted (initially appearing on the “Early View” webpage).

However, the pandemic crisis has exposed problems in the foundations of traditional publishing and peer
review. At times, it has been a challenge to find expert reviewers who could deliver fast and high quality
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reviews, often because many of them were engaged in managing the pandemic at the frontline. This has
led to retraction of papers, even in prestigious journals, when the data was deemed unreliable. In the ERJ,
we have, from the beginning, pressed for the need to not sacrifice the quality of our peer review process
for the sake of speed. Posting preprints was encouraged if fast dissemination of data was deemed necessary
by the authors, in order to allow the journal to have sufficient time to maintain rigorous peer review.

COVID-19 in the ERJ
The COVID-19 pandemic entered the world outside of Asia through Italy and the region of Lombardy,
which was one of the hardest hit areas [3]. The Italian centres forced to deal with the practical problems
in caring for patients with COVID-19 used their clinical knowledge and performed an early meta-analysis
highlighting the benefit of maximum protection of healthcare workers and the need to create a triage
protocol to classify patients based on medical history, geographical origin and clinical signs. They also
showed the need to develop a diagnostic algorithm to determine which tests to perform and when, i.e.
pharyngeal swab for SARS-CoV-2, chest radiography or high resolution computed tomography (CT) [4].
Triaging patients for access to advanced healthcare obviously causes not only practical, but also major
ethical challenges. The management of supportive care needs of patients affected by COVID-19 was
addressed in the ERJ as early as April, followed by a guidance document on palliative care from an ERS
International Task Force [5, 6]. The experience of colleagues in Italy was invaluable to clinicians in other
European countries in the early months “waiting” for the wave to hit.

The origin of COVID-19 in China allowed Chinese researchers to provide very important knowledge on
predictors of mortality and also highlighted the impact of comorbidities [7, 8]. Cardiovascular diseases,
hypertension, diabetes, malignancies and COPD were amongst the most prominent disorders associated
with increased mortality. We also learned from early Chinese studies about the rate of seroconversion,
with the first detectible serology marker being total antibodies, followed by IgM and IgG, with a median
seroconversion time of 15–20 days post exposure [9]. Another very important question for patients with
airway diseases was addressed in a paper published in May: does the use of inhaled corticosteroids (ICS)
increase the risk of contracting COVID-19? This meta-analysis followed a diligent search strategy and did
not identify any evidence as to whether pre-morbid use or continued administration of ICS is a factor for
adverse or beneficial outcomes in this disease [10]. Subsequent work has found that ICS treatment in
COPD downregulates ACE-2, the primary receptor for SARS-CoV-2 in the airway, hinting at a potential
protective effect, which remains to be confirmed [11].

The ERJ is committed to being a platform for basic and translational science. One widely read article was an
editorial describing how the clinical presentation of COVID-19 can be interpreted from a cell biologist’s
perspective [12]. ACE-2 is the main receptor for SARS-CoV-2 entry to cells, and it is clear by now that not
only small airway and alveolar epithelial cells are altered by this infection, but also the endothelial cells and
pulmonary vasculature [11, 13]. Whether and when the emerging knowledge about COVID-19 pathobiology
may lead to novel cell based therapies, was reviewed in June [14]. Given the vast funding that is currently
flowing into COVID-19 related projects, this ground-breaking research may quickly catch up with cell based
therapies that are already in clinical trials for acute lung injury and acute respiratory distress syndrome.

Other highlights from 2020
The year started with publication of an important European Respiratory Society/American Thoracic
Society guideline for the management of severe asthma [15]. The task force made recommendations on
anti-interleukin (IL)-5 and anti-IL-5 receptor α and the use of a blood eosinophil cut-off point ⩾150 μL−1
to guide anti-IL-5 initiation in adult patients with severe asthma. They also commented on specific
eosinophil and exhaled nitric oxide fraction cut-offs to identify patients with the greatest likelihood of
response to anti-IgE therapy, suggested using inhaled tiotropium for severe uncontrolled asthma, and
made several other important recommendations. The guideline was followed by a study analysing data
from the Australian Mepolizumab Registry, showing that mepolizumab therapy effectively reduces the
disease burden faced by patients with severe eosinophilic asthma in a real-world setting [16]. The
management of asthma based on treatable traits was assessed in a randomised controlled trial, also from
Australia [17]. This trial showed that individualised treatment targeting the traits was feasible and led to
significantly improved health-related quality of life and asthma control. The overuse of short-acting
β2-agonist (SABA) was studied in >350000 subjects in Sweden and showed that one-third of asthma
patients collected three or more SABA canisters annually: SABA overuse was associated with increased
risks of exacerbation and mortality, confirming previous studies in a very large cohort [18].

In the field of COPD, the topic of ICS remains centre stage [19]. Increasing evidence suggests that elevated
blood eosinophil counts identify a subset of COPD patients that are responsive to ICS. TAN et al. [20]
extended this observation in a study of 1120 patients by demonstrating more rapid lung function decline
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in patients with eosinophil counts >300 cells·μL−1, a threshold that has been proposed to identify the ICS
responsive phenotype. ICS had previously been shown to protect against a number of poor outcomes (see
above regarding COVID-19), but SUISSA et al. [21] provided a timely reminder of the limitations of
observational data by showing no association between ICS use and protection from lung cancer after
controlling for immortal time bias, a common confounder in observational research. With such
controversy, the ERS provided a timely contribution to the debate by issuing their first “short guideline”
on the subject of ICS withdrawal [22]. This guideline recommending continuing ICS in patients with a
history of exacerbations and blood eosinophil counts >300 cells·μL−1, but considering withdrawal of ICS in
patients without a history of exacerbations and low blood eosinophil counts.

The area of interstitial lung disease (ILD) has lately brought non-IPF pulmonary fibrosis to the centre of
attention, due to positive clinical trials using antifibrotics in progressive fibrosing ILD (PF-ILD),
unclassifiable ILD and systemic sclerosis-related ILD (SSc-ILD) [23–25]. The ERJ reported important
original data on the natural history of untreated patients with PF-ILD, showing essentially that these
patients progress at the same rate as patients with idiopathic pulmonary fibrosis (IPF) [26]. Predictors of
progression in SSc-ILD were summarised in a widely read review article in May, an important document
providing guidance for the use of antifibrotic drugs in these patients [27]. Clinicians often use differential
cell counts in bronchoalveolar lavage (BAL) to decide whether or not anti-inflammatory drugs are used in
ILD. For this to be helpul, one needs to know how meaningful differences in cell counts are between
various ILDs. This was addressed in a meta-analysis showing that BAL lymphocyte percentage is higher in
chronic hypersensitivity pneumonitis compared to IPF and other idiopathic interstitial pneumonias. In
contrast, BAL lymphocytes were not different between connective tissue disease-related ILD and IPF [28].
Acute exacerbations of IPF (and also other fibrotic ILD) remain a major problem for patients and a
clinical challenge. Performing robust randomised controlled trials to address this question is difficult.
Therefore, the survey of over 500 pulmonary physicians from over 60 countries published in April in the
ERJ is extremely useful for clinicians [29]. The report summarises the diagnostic approach performed in
real life and shows that high dose steroids are widely administered (94%), whereas the use of other
immunosuppressant and treatment strategies is highly variable.

2020 has been another memorable year in the field of pulmonary vascular medicine following an
exceptional 2019 vintage with the publication of the proceedings of the 6th World Symposium on
Pulmonary Hypertension [30] and of the European Society of Cardiology acute pulmonary embolism
guidelines, developed in collaboration with the European Respiratory Society [31]. Several ERJ articles
carefully described the clinical phenotypes and outcomes of patients carrying mutations in genes causing
heritable pulmonary arterial hypertension (PAH). A detailed analysis of a cohort of PAH patients carrying
T-box transcription factor 4 (TBX4) mutations demonstrated that severe haemodynamic compromise may
occur across a broad age range from birth to late adulthood. Of note, TBX4 is a member of the T-box
gene family encoding transcription factors that play roles in the development and branching of the lungs
and in lower limb formation. Not surprisingly, TBX4 mutation carriers might develop PAH associated or
not with skeletal, bronchial and parenchymal abnormalities [32]. The proceedings of the 6th World
Symposium on Pulmonary Hypertension have clearly underscored the importance of risk stratification in
the management of PAH [30]. Until now, echocardiography was not considered as providing sufficient
prognostic information to serve as an integral part of treatment goals in PAH. However, several
echocardiographic parameters reflect right heart function, suggesting that integrating these variables may
refine current risk stratification approaches in PAH [33]. Chronic thromboembolic pulmonary
hypertension (CTEPH) is a severe but treatable complication of acute pulmonary embolism, either
symptomatic or not [31]. A recent ERS statement outlines current diagnostic procedures and treatments for
CTEPH, including pulmonary endarterectomy, balloon pulmonary angioplasty and medical therapy [34].

Respiratory infections have dominated all of our lives for the past 12 months, but the ERJ has made sure
to remind our readers that traditional respiratory infections, such as tuberculosis, pneumonia, and those
arising in patients with bronchiectasis, have not gone away. The journal has continued its proud tradition
of publishing key guidelines, statements and editorials in the field of mycobacterial disease, last year
publishing recommendations from the World Health Organization on drug resistant TB, work from the
European Centre for Disease Prevention and Control on whole genome sequencing, and updated
guidelines on non-tuberculous mycobacterial infections, jointly formulated by the American Thoracic
Society, European Respiratory Society, European Society of Clinical Microbiology and Infectious Diseases,
and the Infectious Diseases Society of America [35–37]. In the field of bronchiectasis, inhaled antibiotic
treatment was a hot topic, with publication of a randomised trial of inhaled dry powder tobramycin
showing positive results in reducing bacterial load, while two other studies demonstrated improved
symptoms with inhaled antibiotic treatment, supporting current ERS guideline recommendations to
consider use of these therapies [38–40].
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In February, the ERJ published a joint statement paper of the European Society of Radiology and European
Respiratory Society on lung cancer screening [41]. This narrative review and expert opinion did not include
any specific recommendation, but highlighted that reaching out to the potential participants, optimal
communication and shared decision-making will be key starting points. They called for the creation of
multidisciplinary teams with experts from pulmonology and radiology, as well as thoracic oncologists,
thoracic surgeons, pathologists, family doctors, patient representatives and others to move this field forward.
Recommendations on diagnosis, staging, monitoring and treatment of malignant pleural mesothelioma were
made by a multi-society guideline group led by the European Respiratory Society and published in June [42].

Several papers in the ERJ covered the area of obstructive sleep apnoea (OSA) and cardiovascular diseases.
The pathophysiological mechanisms of cardiometabolic complications in OSA were summarised in a
review article with a specific focus on how this knowledge could be applied towards personalised treatment
approaches [43]. A meta-analysis investigated the effect of OSA treatment on blood pressure, with
particular regard to those phenotypes that might be predictive of a positive response [44]. Another
multi-society statement (again with involvement of the ERS) gave recommendations on the impact of sleep
disorders on risk and outcome of stroke [45].

Cough remains a clinical problem for many patients and respirologists. DRIESSEN et al. [46] explored, in a
back-to-basics perspective article, the evidence that inflammation in chronic cough may, at least in part,
involve neuroinflammation orchestrated by glial cells of the nervous system. They showed the extensive
evidence for the role of both peripheral and central glial cells in chronic pain, and hypothesised that the
commonalities between pain and cough pathogenesis and clinical presentation warrant investigations into
the neuroinflammatory mechanisms that contribute to chronic cough. In addition to this article, the ERJ
published a randomised controlled trial of patients with refractory chronic cough using gefapixant, a P2X3
receptor antagonist, which has previously demonstrated efficacy in the treatment of refractory chronic
cough at a high daily dose. This study showed that gefapixant demonstrates anti-tussive efficacy and
improved tolerability at lower doses than previously investigated [47].

Looking forward to 2021
In numbers, the ERJ has received 4662 manuscripts in 2020, a huge increase compared to the 2503
received in 2019 (figure 1). Figure 2 charts the daily cumulative submissions to the ERJ, providing a direct

FIGURE 1 Increase in article sub-
missions to the European Respiratory
Journal, in 2020 compared to
previous years.
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comparison between 2019 and 2020; the latter with and without the contribution of COVID-19-related
papers. The continued high numbers of COVID-19 submissions, reaching far beyond the timeframe of the
initial “surge” can be seen, as can the possible effects of widespread lockdowns and social restrictions on a
similarly timed surge of non-COVID-19 manuscripts in the period between March and May 2020. In
response, last year the ERJ published a total of 667 articles in 2020, compared to 540 the previous year:
much of the increase in published material seen has been in our lively and fast-moving section dedicated
to research letters and correspondence (59 and 67 letters and correspondence on COVID-19 had been
accepted for publication before the end of 2020, respectively), as the proliferation of excellent but short
reports, commentary and feedback emerged from the pandemic.

The ERJ is the flagship journal of the European Respiratory Society, the largest community of respiratory
professionals in the world. As such, we have a responsibility to ensure that we publish the very best science
and education and make the ERJ what its readers and authors want. We are proud of the ERJ’s current
impact factor of 12.339, which is the highest in the our history. This would not have been possible without
the contribution of all our section, associate and statistical editors, and our editorial team in Sheffield. We
explicitly express our gratitude to them, as well as to our numerous peer reviewers who provided their
time and expertise, despite their own personal challenges due to the COVID-19 pandemic. We are proud
to say that, despite these challenges, we have managed to provide authors of full research papers a first
decision within a mean/median of 35/29 days after external peer review. Of note, about 60% of papers
submitted to the ERJ would not even be sent for peer review. With the high level of the ERJ comes intense
competition for space, even more so this year with the almost doubling of submission numbers, and the
ERJ acceptance rate is currently at around 11% for original research articles and reviews. So to those who
contributed to the ERJ in 2020 we say congratulations. For those high quality papers we sadly have to
decline due to lack of space, the growth of the ERS family of journals provides an increasingly attractive
option. We cherish our strong partnership with our partner journals, especially the European Respiratory
Review, which now has an impact factor of 6.220 in 2019, and ERJ Open Research.

We don’t know what 2021 will bring, but hopefully in the coming months we will see an impact of social
distancing and the vaccinations just starting across the globe. We expect that this might slow the publishing
pandemic as well, but if manuscript submission stays as high as in 2020, we as editors of the ERJ and our
team are ready to weather it, and to provide the best possible medical evidence to our society and readers.
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FIGURE 2 Progression of European Respiratory Journal submissions, 2019 versus 2020, and comparison to
COVID-19-related manuscripts.
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