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Outlines T AE Management/ Prevention

Assessment of Disease Severity for Mechanical Circulatory Support

Assessment of Operative Risk
A Pre-op Optimization
A Peri - Postoperative AE Sationt

Institution related Aspects

Pump

Management
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Clinical Course of Heart Failure
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Transition to
Advanced Heart

Failure:

* Oral therapies
failing

« Atime for many
major decisions

« Consider MCS
and/or
transplantation, if
eligible

« Consider inversion
of care plan to one
dominated by a
palliative
approach, which
may involve formal
hospice




Considerations for VAD Implant

WINSELSPITAL

UNIVERSITATSSPITAL BERN
HOPITAL UNIVERSITAIRE DE BERNE

Hepatic Pulmonary
Function Function

Intracardiac
Neurologic Renal Sannt
Function Function
Multiorgan
Failure

Ao Non-Cardiovam} l
9 Consideratioy

Body Size
Controller
! Nutritional
Malignancy Statis
Ischemic Heart
Disease
sychological and Infectious

Psychiatric Conditions/ Disease

Cardiovascular
Considerations

Arrhythmias

Inotropic
Support

Valvular
Disease

Right Ventricular
Function

Wilson SR et al. Circulation. 2009;119



European Heart Journal Advance Access published May 20, 2016

European Heart Journal ESC GUIDELINES

EURDPEAN doi:10.1093/eurheartj/ehw128
SOCIETY OF
CARDIOLOGY ®

@ 2016 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

The Task Force for the diagnosis and treatment of acute and chronic
heart failure of the European Society of Cardiology (ESC)

Developed with the special contribution of the Heart Failure
Association (HFA) of the ESC

13. Mechanical circulatory support
and heart transplantation
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Timing for LVAD Implant

Patients with >2 months of severe symptoms despite optimal
medical and device therapy and more than one of the following:

LVEF <25% and, if measured, peak VO, <12 mL/kg/min.

>3 HF hospitalizations in previous 12 months without an obvious
precipitating cause.

Dependence on i.v.inotropic therapy.

Progressive end-organ dysfunction (worsening renal and/or hepatic

function) due to reduced perfusion and not to inadequate ventricular filling
pressure (PCWP 220 mmHg and SBP <80-90 mmHg or Cl €2 L/min/m?).

Absence of severe right ventricular dysfunction together with severe
tricuspid regurgitation.

Cl = cardiac index; HF = heart failure; i.v. = intravenous; LVEF = left ventricular
ejection fraction; PCWP = pulmonary capillary wedge pressure; SBP = systolic
blood pressure; VO, = oxygen consumption.
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What is the Plan?

Bridge to Use of short-term MCS (e.g. ECLS or ECMO)
decision (BTD)/| in patients with cardiogenic shock until
Bridge to haemodynamics and end-organ perfusion are
bridge (BTB) stabilized, contra-indications for long-term MCS
are excluded (brain damage after resuscitation)
and additional therapeutic options including BT D/BT B

long-term VAD therapy or heart transplant can
be evaluated.

Bridge to Use of MCS (usually LVAD) to improve end-organ
candidacy function in order to make an ineligible patient
(BTC) eligible for heart transplantation.
Bridge to Use of MCS (LVAD or BiVAD) to keep patient BTC
transplantation | alive who is otherwise at high risk of death before
(BTT) transplantation until a donor organ becomes
available.
Bridge to Use of MCS (typically LVAD) to keep patient
recovery (BTR) | alive until cardiac function recovers sufficiently to
remove MCS.
Destination Long-term use of MCS (LVAD) as an alternative
therapy (DT) to transplantation in patients with end-stage HF BT R BTT

ineligible for transplantation or long-term waiting
for heart transplantation.

BiVAD = biventricular assist device; BTB = bridge to bridge; BTC = bridge to
candidacy; BTD = bridge to decision; BTR = bridge to recovery; BTT = bridge to
transplantation; DT = destination therapy; ECLS = extracorporeal life support;
ECMO = extracorporeal membrane oxygenation; HF = heart failure; LVAD =
left ventricular assist device; MCS = mechanical circulatory support; VAD =
ventricular assist device.
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ROADMAP

Optimal Medical Management
VS
LVAD Therapy
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Assessment of Operative Risk
for VAD Implant
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Assessments of Risk

Outpatient Setting

A Assessment of maximal oxygen consumption (Peak VO,)
A Seattle Heart Failure Score

A Heart Failure Survival Score

Inpatient Setting

A ADHERE CART Analysis (BUN, SBP, Creatinine)
A SOFA - Complex

A INTERMACS Score

A SAVE
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The Journal of
Heart and Lung
Transplantation

e
http:/fwww . jhltonl ine.org

ISHLT GUIDELINES

The 2013 International Society for Heart and Lung
Transplantation Guidelines for mechanical circulatory
support: Executive summary

Co-chairs: David Feldman, MD, PhD;™ Salpy V. Pamboukian, MD, MSPH;™
Jeffrey J. Teuteberg, MD;™
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INTERMACS Scale
to Predict Outcome after VAD implantation
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