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AIM

Left ventricular assist devices (LVADs) display better outcomes than biventricular assist devices (BiVADs) [1]. Right heart failure (RHF) represents a
common finding 1n end-stage heart failure and a life-threatening complication after LVAD implantation [2]. The aim of this report 1s to describe our

strategy of very-low threshold for indication of temporary right ventricular assist device (t-RVAD) support in LVAD recipients.

METHODS

We performed a retrospective observational analysis at three university hospitals. t-RVAD was represented by an extracorporeal membrane

oxygenation established between the femoral vein and the pulmonary artery via a Dacron prosthesis according to an original technique.

RESULTS
Between March 2012 and September 2015, we implanted a t-RVAD 1n 32 LVAD recipients

(mean age 54.2 years, males 87.5%). The indication for LVAD implantation was 1schemic
(n=14, 43.8%) or 1diopathic (n=10, 31.2%) cardiomyopathy and other (n=8, 25%).
INTERMACS profile was 1 (n=4, 12.5%), 2 (n=17, 53.1%), 3 (n=8, 25%) and 4 (n=3,
9.4%). Device strategy was bridge-to-transplantation (n=19, 59.4%), destination therapy
(n=10, 31.3%), bridge-to-candidacy (n=2, 6.2%) and bridge-to-recovery (n=1, 3.1%). Mean
RHF risk score was 3.0 + 2.3. Six (18.8%) patients died while on t-RVAD support (multiple

organ failure n=2, ntestinal 1schemia n=2, hemorrhagic stroke n=1, gastrointestinal

bleeding n=1). Twenty-five (78.1%) patients were successfully weaned off after a mean t-

RVAD support of 8.2 £ 4.0 days. Weaning procedures were uneventful in awake patients on
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(34.4%) patients were alive on LVAD support, 10 (31.3%) were successtully bridged to n =25 (78.1%) \ n =10 (31.3%)
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heart transplantation and 5 (15.6%) died on LVAD. S

CONCLUSIONS

A very-low threshold implantation of t-RVAD 1s a safe and valuable strategy in LVAD recipients with a satisfactory short-term survival rate 1in such a
critically 11l population.
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