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Heart transplantation

Management of HFrEF

To reduce mortality - for all patients
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For selected advanced HF patients

Heart transplantation

To reduce HF hospitalization and improve QOL - for all patients
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# 1: uygun hasta kim?
# 2: implantasyon i¢cin uygun zaman ?
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Presenter
Presentation Notes
Despite the achievements made with medical and device therapies many patients progress to the stage of advanced HF
As suggested by guidelines tx is the gold standart therapy however small number donor hearts limit the number of pts who will benefit from this tharepy. There is an unmet need and this gap will probably filled with mcs ang long term devices.
The numbers for maoratity and morbidity are not great , but improving. There two important questions for success.


Worsening heart failure
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Worsening Heart Failure: Nomenclature,

Epidemiology, and Future Directions
JACC Review Topic of the Week

@ ESC European Journal of Heart Failure (2023)
European Sociely  dei:10.1002/e{hf 2874
of Cardiclogy

Worsening of chronic heart failure: definition,
epidemiology, management and prevention.
A clinical consensus statement by the Heart
Failure Association of the European Society
of Cardiology

Stephen J. Greene, MD,*" Johann Bauersachs, MD,* Jasper J. Brugts, MD, MSc, PuD,’

Justin A. Ezekowitz, MBBCH, MSc,® Carolyn S.P, Lam, MBBS, PuD,’ Lars H, Lund, MD, PuD,®

Piotr Ponikowski, MD, PuD,” Adriaan A. Voors, MD, PuD,’' Faiez Zannad, MD, PuD,"* Shelley Zieroth, MD,'
Javed Butler, MD, MPH, MBA™"

Current Definition:
» Deterioration of HF signs and symptoms in a patient with chronic HF, despite previous stable background therapy
» Requires urgent escalation of therapy, including hospitalization, ED visit, or outpatient IV diuretic therapy,

+ outpatient oral therapy* . _
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Circulation

ORIGINALRESEARCHARTICLE 000

Effect of Dapagliflozin on Outpatient
Worsening of Patients With Heart Failure
and Reduced Ejection Fraction

A Prespecified Analysis of DAPA-HF
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No Event Outpatient Intensification Urgent HF Visit HF Hospitalization
of HF therapy
HR 3.14 (95% CI 2.40-4.11) HR 7.27 (95% CI 3.44-15.38) HR 8.65 (95% CI 7.15-10.46)

Figure 3. Rate and risk of all-cause mortality after a first nonfatal heart failure worsening event.
The risk of each death from any cause relative to patient not experiencing an event after a first nonfatal heart failure worsening event is calculated by using Cox
regression models with the event entered in the model as a time-updated covariate. HF indicates heart failure; and HR, hazard ratio.

Circulation 2020;142:1623-1632



Inotropes

MNYHA class/
natriuretic
peptide

End-organ
dysfunction

Ejection fraction

Defibrillator
shocks

Hospitalizations

Edema/lescalating
diuretics

Low blood
pressure

Prognostic
medication

Previous or ongoing
requirement for
dobutamine, milrinone,
dopamine, or levosimendan

Persisting NYHA class Il or IV
and/or persistently high BNP
or NT-proBNFP

Worsening renal or liver
dysfunction in the setting of
heart failure

Very low ejection fraction
<20%

Recurrent appropriate
defibrillator shocks

More than 1 hospitalization
with heart failure in the last
12 months

Persisting fluid overload and/or
increasing diuretic
requirement

Consistently low BPF with
systolic <90 to 100 mmHg

Inability to up-titrate (or need
to decrease/cease) ACEI,
beta-blockers, ARNIs, or
MRAs

‘I Need Help’ — Markers of Advanced Heart Failure

HFA Position Paper 2018



Hasta refere etmek icin 6nerilen klinik, laboratuvar, ve ekokardiyografik kriterler

Klinik bulgu

-Son 1 yilda >1 hosp.
-NYHA Il = IV

-OMT ilaglarina intol.
-Artan diuretik ihtiyaci
-sSKB <90 mmHg
-6DYT <300 m

-KPET yapamama
-CRT nonresponder
-Kaseksi, istem disi kilo
kaybi

-KCCQ

-MLHFQ

Laboratuar
-eGFR < 45 mL/dk

-S Krtn > 160 mmol/L

-K>5.2/K<3.5
mmol/I
-Hiponatremi
-Hb <12 g/L
-NTproBNP 2
1000pg/mL
-bozuk KCFT
-dusik albumin

Gorilintiuleme

-LVEF £ % 30
-genis alaniiceren
akinezi, anevrizma
-modere-ciddi MY
-RV disfonksiyonu
-PAB > 50 mmHg
-modere-ciddi TY
-derecelendirmesi
guc AS

-dilate VCI

Risk Skoru

-MAGGIC 1 yil
sagkalim < %80
-SFHM 1 yil
sagkalim £ % 80

HFA Position Paper 2018



lleri evre kalp yetersizligi icin ESC-HFA’nin yeni tanimi

All the following criteria must be present despite optimal guideline-directed treatment:

1. Severe and persistent symptoms of heart failure [NYHA class lll (advanced) or IV].

2. Severe cardiac dysfunction defined by a reduced LVEF <307%, isolated RY failure (e.g. ARVC) or non-operable severe valve
abnormalities or congenital abnormalities or persistently high (or increasing) BNP or NT-proBNP values and data of severe
diastolic dysfunction or LV structural abnormalities according to the ESC definition of HFpEF and HFmrEF?

3. Episodes of pulmonary or systemic congestion requiring high-dose intravenous diuretics (or diuretic combinations) or episodes
of low output requiring inotropes or vasoactive drugs or malignant arrhythmias causing >1 unplanned visit or hospitalization
in the last 12 months.

4. Severe impairment of exercise capacity with inability to exercise or low 6MWTD (<300 m) or pVO, (<12—-14 mL/kg/min),
estimated to be of cardiac origin.

In addition to the above, extra-cardiac organ dysfunction due to heart failure (e.g. cardiac cachexia, liver, or kidney dysfunction) or
type 2 pulmonary hypertension may be present, but are not required.

Criteria 1 and 4 can be met in patients who have cardiac dysfunction (as described in criterion #2), but who also have substantial
limitation due to other conditions (e.g. severe pulmonary disease, non-cardiac cirrhosis, or most commonly by renal disease
with mixed aetiology). These patients still have limited quality of life and survival due to advanced disease and warrant the same
intensity of evaluation as someone in whom the only disease is cardiac, but the therapeutic options for these patients are
usually more limited.

HFA Position Paper 2018
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European Society  doi:10.1002/ejhf.2561
of Cardiology

European Journal of Heart Failure (2022) 24, 1493-1503

RESEARCH ARTICLE

Prognostic impact of the updated 2018
HFA-ESC definition of advanced heart failure:
results from the HELP-HF registry

HELP-HF registry

4,753 HF patients screened (Jan 2020 - Nov 2021)

No

v

At least 1 | NEED HELP marker 3,604 patients

Yes

k4

1,149 (24.2%) patients included

a N
Distribution of patients according to the number of
HFA-ESC criteria for advanced HF

240
(20.9%)

273
(23.8%)

215 I 228

B No criteria
mOne criterion 193
@ Two criteria (16.8%)
@ Three criteria

|mAIl four criteria |

Advanced HF definition

(1 8.7%)) (19.8'%)




A All-cause death or HF hospitalization B All-cause death
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HFA-ESC criteria) | HFA-ESC criteria|

Figure 1 Primary composite endpoint and all-cause mortality at 1 year in patients with versus without advanced heart failure (HF) definition
according to the 2018 Heart Failure Association of the European Society of Cardiology (HFA-ESC) criteria. The figure shows Kaplan—Meier
curves for 1-year primary composite endpoint of all-cause mortality or HF hospitalization (A) and Kaplan—Meier curves for 1-year all-cause

mortality (B) in patients with versus without advanced HF definition according to the 2018 HFA-ESC criteria (i.e. meeting vs. not meeting all
four 2018 HFA-ESC criteria).




Table 3 Impact of each 2018 HFA-ESC criterion of advanced heart failure on clinical outcomes

Criterion 1 (severe/persistent symptoms)
Univariable analysis
Multivariable analysis

Criterion 2 (severe cardiac dysfunction)
Univariable analysis
Multivariable analysis

Criterion 3 (>1 unplanned
visit/hospitalization in the last year for
episodes of congestion, LCOS or

arrhythmias)

Univariable analysis
Multivariable analysis
Criterion 4 (inability to exercise or low

6MWTD)

Univariable analysis
Multivariable analysis

All-cause death All-cause death
or HF hospitalization

(primary endpoint)

First HF hospitalization

1.64 (1.38-1.96) <0.001 203 (1.59-2.59) <0.001 1.40(1.12-1.75) 0.003
1.44 (1.17-1.77)* 0.001 1.69(1.27-225)" <0.001 1.25 (0.97-1.62)° 0.089

123 (1.03-1.47)  0.025 146 (1.14-1.88) 0.003 1.12 (0.89-1.40) 0342
1.18 (0.97-1.43)* 0.098 1.36 (1.03-1.79)°  0.032 1.10 (0.85-1.41)° 0.486

154 (1.31-181) <0.001 1.70(1.37-2.12) <0.001 1.34(1.07-1.68) 0.010
1.55 (1.28-1.87)* <0.001 1.55(1.19-2.01)® 0.001 1.33 (1.05-1.67)° 0.018

1.76 (1.48-2.11) <0.001 2.38 (1.86-3.05) <0.001 1.37(1.09-1.71) 0.006
1.58 (1.29-1.92)* <0.001 2.03 (1.54-2.68)> <0.001 1.24 (0.97-1.59)° 0.088

SMWTD, 6-min walking test distance; Cl, confidence interval; HFA-ESC, Heart Failure Association of the European Society of Cardiclogy; HF, heart failure; HR, hazard ratio;

LCOS, low cardiac output syndrome; SHR, subhazard ratio.

*Adjusted for age, sex, inpatient versus outpatient status, peripheral artery disease, prior stroke or transient ischaemic attack, history of atrial fibrillation, prior myocardial
infarction, chronic obstructive pulmonary disease, New York Heart Association class Ill-IV, systolic blood pressure and estimated glomerular filtration rate.

bAdjusted for age, sex, inpatient versus outpatient status, peripheral artery disease, prior stroke or transient ischaemic attack, history of atrial fibrillation, prior myocardial
infarction, chronic obstructive pulmonary disease, New York Heart Association class lll-IV, systolic blood pressure, heart rate and estimated glomerular fileration rate.
“Adijusted for age, sex, history of atrial fibrillation, prior myocardial infarction, chronic obstructive pulmonary disease, New York Heart Association class Il1-1V, left ventricular
ejection fraction <40% and estimated glomerular filtration rate.

Event rate (%)

Prognostic impact of the HFA-ESC advanced HF
definition on the primary composite endpoint

All-cause death or HF hospitalization

o

S
HR for 1-criterion increase 1.27 (95% Cl 1.19-1.36)
Overall p-value (log-rank) < 0.0001
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0 90 180 270 365
Days
No criteria One criterion
Two criteria Three criteria

Four criteria

1-year KM rate  Adjusted HR (95% Cl) p-value

No criteria 34.8% Reference Reference
One criterion 40.4% 1.09 (0.80-1.48) 0.582
Two criteria 44 2% 1.25 (0.92-1.71) 0.160
Three criteria 49.1% 1.40 (1.02-1.91) 0.038
Four criteria 69.3% 2.40 (1.74-3.30) <0.001
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INTERMACS SINIFLAMASI
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NYHA Functional Classes

INTERMACS Profiles
INTERMACS 1 2 3 4 5 6 7
Kardiyojenik sok Giderek kotilesme Stabil ama Istirahatte Egzersiz entoleransi Egzersiz lleri evre KY
inotrop bagimhi yakinmalar kisitlamasi
“Umutsuzlar” “Inotropa ragmen | “Inotrop bagimli “Bir ayag| “Eve bagumllar” “Zar yiriyenler” “Belirsizler”
kotlye gidenler” stabiller” hastanede olanlar”
Hastann tanuu Inotrop tedavi ve Inotrop tedavi ile Disiik-orta doz | Inotrop tedaviye ara Istirahatte Cabuk Fonksiyonel
mekanik destek KB korunsa da, inotrop tedavi ile verilebilse de, yakinmasiz olmakla yorulmakla kapasitesi NYHA
cihazlarina ragmen bébrek islevleri, stabil olmakla tekrarlayan belirti birlikte, efor birlikte, hafif 11'dair ve yakin
hayati tehdit edici beslenme ve birlikte, tedavi ve bulgularla sik yapamaz ve KY eforu yapabilirve | zamanda KY bulgu
organ perflizyon konjesyon kesilmesiyle hastaye basvurur belirti ve bulgulari istirahatte ve belirtileri
bozuklugu bulgularinda bdbrek islevleri, kismen devam konjesyon tekrarlamamustir
mevcuttur ilerleyici kétlilesme beslenme ve etmektedir bulgulari yoktur
mevcuttur konjesyon
bulgularinda
kétlilesme olur
ACC/AHA Evre D Evre C
siniflamasi
NYHA v Ambulatuvar IV Ambulatuvar IV 1B
siniflamasi’

1A

‘ileri kalp yetersizligi rehberi’
TKD Arsivi 2018 suppl



INTERMACS (Interagency Registry for Mechanically
Assisted Circulatory Support) Profiling Identifies
Ambulatory Patients at High Risk on Medical Therapy After
Hospitalizations for Heart Failure

Stewart GC, Circ Heart Fail 2016

%47 OMT ile hayatta
%23 oliim

%15 LT-LVAD

%15 Tx

Profile
4
22%

5
32%

34%

7
12%

Shorthand

Resting
symptoms

Exertion
intolerant

Exertion limited

Advanced
NHYA
class lll

Definition

At home on oral therapy but with frequent
symptoms of congestion at rest or with any
activities of daily living

Comfortable at rest but unable to engage

in any activity, living predominantly within
the house or housebound, but without overt
congestion

Comfortable at rest without evidence of fluid
overload and able to do some mild activities
of daily living, but gets fatigued within a few
minutes of any meaningful exertion

Clinically stable with a reasonable level
of comfortable activity, despite history of
previous decompensation that is not recent

Survival According to INTERMACS Profile y
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INTERMACS 4 0 Io .3 .6 |9 1I 2
0 I‘censoredal VAD or T.:ansp.‘an! . ; No. at risk Months since Enrollment
0 3 6 9 12 INTERMACS 6/7 76 60 a4
N ) Months since Enroliment
0. at risk INTERMACS 5 53 40 31
INTERMACS 6/7 78 60 44 INTERMACS 4 37 14 1

INTERMACS 4: % 48 6liim ve ya ‘rescue’ LVAD @ 6 ay
INTERMACS 5: % 22 6liim ve ya ‘rescue’ LVAD @ 6 ay




Risk Assessment and Comparative
Effectiveness of Left Ventricular Assist
Device and Medical Management in
Ambulatory Heart Failure Patients

The ROADMAP Study 2-Year Results

Starling RC et al. JACC Heart Failure 2017

FIGURE 1 Roadmap Study Patients at 2 Years
All Patients
N =200
NYHA IB/IV | | | $depresyon
oL
DYT < m oMM LVAD Q o
6 300 = N=% | SHFS dahalk6ti
2 1 hospitalizasyon
LVEE < %25 N3t ey s oy
O M T Original Therapy Withdrawn Original Therapy Withdrawn
N=35 N=13 N=60 N=4
HTx = heart transplantation; LVAD = left ventricular assist device; OMM = optimal medical management; VAD = ventricular assist device

Primer sonlanim: sag kalim ve 6 DYT’de > 75 m degisim



Risk Assessment and Comparative
Effectiveness of Left Ventricular Assist
Device and Medical Management in
Ambulatory Heart Failure Patients

The ROADMAP Study 2-Year Results

Esteep JD et al. JACC 2015;66:1747

Starling RC et al. JACC Heart Failure 2017
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intention to treat

Survival (%)
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4 HTx
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17 delayed LVAD
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* 2 patients received a delayed LVAD and then a HTx

LVAD populasyonunda sag kaillim ve 1. ve 2. yillarda 6 DYT daha iyi
LVAD tedavisi ile hayat kalitesi ve depresif semptomlar daha iyi




Left ventricular assist devices versus medical
management in ambulatory heart failure patients:
An analysis of INTERMACS Profiles 4 and 5 to 7 from
the ROADMAP study

Shah KB et al. JHLT 2018;37:706-714
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) Time Post-Enrollment (Months) . Time Post-Enroliment (Months)
At risk At risk
LVAD: 63 49 39 LVAD: 31 24 21
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Figure 3 Survival as-treated on original therapy in INTERMACS Profile 4 (IM 4) and Profile 5 to 7 (IM 5-7) patients.

LVAD tedavisinin IM 4 olan hastalarda anlamli olarak sag kalimi etkilemistir

OMT: yalniz %23 hasta 2 yilin sonunda hayatta kalmistir (% 40 6liim, %26% LVAD imp, %11 izlem yok)
LVAD: LVAD, IM4 hastalarinda transplantasyona kopriileme amagh diisiiniilmelidir

IM 5-7 hastalari ¢cok yakin takip edilmelidir
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Uzun donem MDC: LVAD

The Society of Thoracic Surgeons Intermacs | ® checkior updates
2020 Annual Report

Ezequiel J. Molina, MD, Palak Shah, MD, MS, Michael S. Kiernan, MD, MS,

William K. Comwell lll, MD, MSCS, Hannah Copeland, MD, Koji Takeda, MD, PhD,

Felix G. Fernandez, MD, Vinay Badhwar, MD, Robert H. Habib, PhD, Jeffrey P. Jacobs, MD,
Devin Koehl, MSDS, James K. Kirklin, MD, Francis D. Pagani, MD, PhD, and

Jennifer A. Cowger, MD, MS

Patient Profile for Primary Continuous Flow LVAD (n=25,472)
Intermacs: January 1, 2010-December 31, 2019

100 -
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Percentage within Patient Profile

2010 2011 2012 2013 2014 2015 2016 2017 2018 2019
Implant Year

Patient Profile
[@ 1. Critical Cardiogenic Shock @ 2. Progressive Decline
@ 3. Stable but Inotrope Dependent W 4-7. Resting Symptoms or Less Sick

profiles 4-7 were less common in the more recent era


Presenter
Presentation Notes
Who are being implanted with a long-term device? This is a recent analysis of STS.


@WEsC RESEARCH ARTICLE

European Society
of Cardiology

European Journal of Heart Failure (2021) 23, 13921400
doi:10.1002/ejhf.2211

Primary results of long-term outcomes in the
MOMENTUM 3 pivotal trial and continued
access protocol study phase: a study of 2200
HeartMate 3 left ventricular assist

device implants

pivotal cohort CAP cohort
INTERMACS PFDﬁlE (n=515) (n=1685) p-va'ue
1 11 (2.1%) 69 (4.1%) 0.036
2 156 (30.4%) 517 (31.0%) 0.79
3 272 (52.9%) 843 (50.5%) 0.33
4-7 75 (14.6%) 241 (14.3%) 0.88
omposite Endpoin verall Surviva
A C te End t B (o) s |
~.100 100 - )
& 90 A Profiles 3: 77.6% 90 - ——_Profiles 3: 82.2%
5 80 = 80 SS==——=
B gg Profiles 1-2: 75.7% ) gg ] proes 12 o
5 Profiles 4-7: 72.9% ® 1 o
@ 50 - 3 50 -
E 40 1 Adjusted HR (Profiles 3 vs 1-2) = £ 40 - Adjusted HR (Profiles 3 vs 1-2) =
& 30 {og A 30 .
“ 0.83 [95% CI: 0.68-1.01], P = 0.07* 7} 10.77 [95% Cl: 0.62-0.96], P = 0.022
€ 20 1 agjusted HR (Profiles 4-7 vs 1-2) = 20 1 Adjusted HR (Profiles 4-7 vs 1-2) =
& 18 7 0.98 [95% CI: 0.75-1.29], P = 0.90* 18 10.96 [95% CI: 0.71-1.30], P = 0.80*
0 6 12 18 24 0 6 12 18 24
At Risk: Months After Implant At Risk: Months After Implant
Profiles 1-2 753 615 552 491 445 Profiles 1-2 753 624 561 500 457
Profles3 1115 956 843 748 691 Profles3 1115 989 857 765 710
Profiles 4-7 316 257 236 208 185 Profiles 47 316 260 239 21 191


Presenter
Presentation Notes
Who benefitted the most? It seems that intermacs profile 3 pts did the best regarding survival


A CLINICIAN'S AID FOR ACTION AND COMMUNICATION
REGARDING LVAD THERAPY

IS MY PATIENT TRANSITIONING INTO

DOES MY PATIENT HAVE ANY HIGH RISK

ADVANCED HEART FAILURE ? FEATURES?
Decreased tolerability of neurohormonal itral R
. 1 therapy OR - v > Moderate mitral regurgitation OR
e
- Worsening renal function despite OR i i % 5
| optimization of neurohormonal therapy OR W b buser of wentrcaler serytheriae
+ Recurrent HF hospitalizations and severe f lean body
! 'ﬁ.{‘ functional limitation despite W/ Lossctlean T
*  neurohormonal and device therapy
EVALUATE FOR LVAD THERAPY
AGGREGATE BENEFITS TRADE-OFFS
SURVIVAL
® o
« Median survival of 5 years = 90% with at least 1 hospitalization for

points)

75-80% at 2 years
« 2.5 fold improvement in 6MWD (to
>300 meters at 2 years)
QoL

>75% increase in KCCQ score (+30

FUNCTIONALITY , NyHA class I-1l functional capacity in

mmmssmssssssmssssssmsssm.-—-——

e i
———— any cause at 2 years*

® . 1/3rd with infection, 1/5th with GI
bleed or HF related event

*Rate of hospitalizations decreases
after year 2

PERSONALIZE RISK ASSESSMENT

CALCULATE HEARTMATE 3 RISK SCORE
https://codetoheal.shinyapps.io/HeartMate3RS/

m’ s Prior CABG/
“valve procedure

1

COMMUNICATION AND SHARED DECISION MAKING
REGARDING LVAD THERAPY

o=y
[CRV)

Incorporate patient values,
preferences and goals of care

Mehra M, et al. doi.org/10.1016/j.jchf.2023.05.013



Kalp Transplantasyonu ve Sag kalim

Adult Heart Transplants

Kaplan-Meier Survival by Era 8ot
(Transplants: January 1982 — June 2017) e & Warm chemis Time

"4 Donor Anoxic Brain Injury
/1 Tacrolimus + Mycophenolate
1 Mechanical Circulatory Support

Better Survival

100 -

——1982-1991 (N=21,527)
—1992-2001 (N=40,191)
—2002-2009 (N=29,876)  |...

2010-6/2017 (N=31,938)

Eur Heart J. 2021;42:4944-46

Survival (%)
4

i

All pairwise comparisons were
statistically significant at p < 0.0001.

Median survival (years): \

1982-1991=8.6; 1992-2001=10.5; 2002-2009=12.5; 2010-6/2017=NA

0 1 2 3 4@6 7 8 9<10>1‘l 12 13 14@16 17 18 19 20 21 22 23 24
Years

25

0

ISHLT = INTEHHI_TIOHHCIE'Y FOR HEART AND LUNG TRANSPLANTATION
JHLT. 2019 Oct; 38{10): 1015-1086




Kalp Transplantasyonu ve Sag kalim

100

90
p-value for trend:

= 60.4 %

80

70 -
60
50
40

30

5-Year Survivors (%)

20

10

None (n=2173) 1 (n=2034) 2 or more (n=561)
Number of Adverse Factors (Ventilated, Hypertension, Diabetes)

Proportion of 5-year survivors by number of adverse risk factors
(mechanical ventilation, hypertension, diabetes)

Kilic et al. Factors associated with 5-year survival in older heart transplant recipients. J Thorac Cardiovasc Surg 2012;143:468-74



The International Thoracic Organ Transplant
Registry of the International Society for Heart and
Lung Transplantation: Thirty-eighth adult heart
transplantation report — 2021; Focus on recipient

characteristics
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Figure 14
2000-June 2017; N = 67,223)

p < 0.0001
15 20 25
Recipient bilirubin (mg/dl)

1.0
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150

Multivariable hazard ratio plot for 1-year mortality with 95% confidence limits, by recipient glomerular filtration rate (GFR)

Multivariable hazard ratio plot for 1-year mortality with 95% confidence limits, by recipient bilirubin (transplants: January

J Heart Lung Transplant 2021;40:1035-1049



Kalp Transplantasyonu ve Mortalite

Adult Heart Transplants

Relative Incidence of Leading Causes of Death
(Deaths: January 2010 - June 2018)

50
=+-CAV =+=Acute Rejection -+-PTLD
—+-Malignancy (non-PTLD) -+Infection (non-CMV) ~+-Graft Failure
40 -+ ——Multiple Organ Failure -*Renal Failure

g

% of Deaths
B

0-30 Days 31 Days -1 l >1-3 Years . >3-5 Years ' >5-10 Years ‘>10-15Yur|' >15 years
(N=2,107) Year (N=2,020) (N=1,364) (N=1,108) (N=2,818) (N=2,795) (N=3,893)

ISHLT » |utunnnou!l-§!c|uv FOR HEART AND LUNG TRANSPLANTATION
JHLT. 2019 Oct; 35(10): 1015-1066

Since only leading causes of death are shown, the sum
of percentages for each time period is less than 100%.
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Adult Heart Transplants

Cumulative Incidence of Leading Causes of Death
(Transplants: January 2010 — June 2017)
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Kime LVAD? /Tx ?

Biventrikiiler yetmezlik / RV tutan kardiyomiyopatiler
Hipertrofik kmp

Restriktif kmp

Konjenital kalp hastaliklari

Coklu kapak hastaliklari



ileri evre kalp yetersizligi hastasinin yénlendirilmesi / refere etmek icin zamanlama

Age <75* |«

A

Co-morbidity causing YES

life expectancy <1 year*™

NO

Advanced HF despite NYHA class Il

optimal guideline

NYHA 1l / IV | directed management

(including CRT/ICD if
indicated
indicated) Any of these characteristics:
* Prior inotrope use
* LVEF <20%

* Hyponatraemia

* > 1 admission or unplanned visit to HF
clinic for HF in last 12 months

* SBP <90 mmHg

= Worsening liver function due to HF
* Haemoglobin <12 g/L
« Ventricular arrhythmias/ICD shocks

» Intolerant of beta-blocker or RAS inhibitor/ARNI

* Worsening renal function or SCr > 160 pmol/L

» Persistent congestions/need for escalating diuretic doses

YES

Refer to or discuss with

advanced HF center

NO

r

¥

Manage in local HF service

i

*>75 years if good functional status apart from HF (mono-organ disease)
**e.q. untreatable cancer. dementia. severe COPD

Re-evaluation in 3-6 months

HFA Position Paper 2018



ESC Kilavuz | I
2021

BTD/BTR/BTB/BTT
(Class lla)

Tekrarlayan hospitalizasyon
Progresif son — organ hasari
Refrakter konjesyon

pVO2 < 12 mL/min/kg

Sag kalp yeterzisligi
Pulmoner Hipertansiyon

 LVADBTC
(Class lla)

ESC Guideline 2021




2022 AHA/ACC/HFSA Guideline for
the Management of Heart Failure:
Executive Summary

FIGURE 6 ACC/AHA Stages of HF
STAGE A: STAGE C:
At-Risk for Heart Failure Symptomatic Heart Failure
Patients at risk for HF but Patients without current or “Marked HF symptoms
without current or previous previous symptoms/signs Do tionteniil g that interfere with daily
symptoms/signs of HF of HF but evidence of ena tcurre/n_ -k life and with recurrent
and without structural/ 1 of the following: PR sy;nﬁ’:oms SIgns hospitalizations despite
functional heart disease or s paetiral Heartdicaacn & attenmtsgo qg_‘l:i_rﬁlzé_
abnormal biomarkers GDMT
Evidence of increased
filling pressures
Patients with hypertension,
CVD, diabetes, obesity, Risk factors and
exposure to cardiotoxic + increased natriuretic
agents, genetic variant for peptide levels or
cardiomyopathy, or family « persistently elevated
history of cardiomyopathy cardiac troponin
in the absence of
competing diagnoses

Recommendation for Specialty Referral for Advanced HF

COR

LOE

RECOMMENDATION

C-LD

1. In patients with advanced HF, when consistent with the patient's goals of care, timely referral for HF
specialty care is recommended to review HF management and assess suitability for advanced HF therapies
(e.g., left ventricular assist devices, cardiac transplantation, palliative care, and palliative inotropes)
(105-110).




2022 AHA/ACC/HFSA Guideline for
the Management of Heart Failure:

Executive Summary

FIGURE 1 Treatment of HFrEF Stages C and D

HFrEF
LVEF s40%
(Stage C)

Step 6
Referral for HF
specialty care for
additional therapy

Step 5
Reassess
labs, health status,
‘and LVEF
NYHA -1V, in
— African American
patients
NYHA I-11; Refractory HF
o LVEF £35%; (Stage D)
>1y survival
LVEF s40%
Persistent HFrEF [— NYHA (1111
(Stage C) ambulatory IV; 5 to
> LVEF 35%; Aacroued
NSR and QRS
2150 ms with LBBB
LVEF >40%
HFimpEF
(Stage C)

'

Investigational
studies*




M DC e n d i ka Syo n u Indications and Contraindications to Durable Mechanical Support (37)

Indications (combination of these):

B Frequent hospitalizations for HF

B NYHA class b to IV functional limitations despite maximal therapy

B [ntolerance of neurohormonal antagonists

B |ncreasing diuretic requirement

B Symptomatic despite CRT

B |notrope dependence

B Low peak VO, (<14-16)

® End-organ dysfunction attributable to low cardiac output

Contraindications:

Absolute

m |rreversible hepatic disease

® [rreversible renal disease

® [rreversible neurological disease

®  Medical nonadherence

m Severe psychosocial limitations

Relative

B Age >80 y for destination therapy

B Qbesity or malnutrition

®  Musculoskeletal disease that impairs rehabilitation

B Active systemic infection or prolonged intubation

® Untreated malignancy

m Severe PVD

m Active substance abuse

® |mpaired cognitive function

® Unmanaged psychiatric disorder

m Lack of social support

CRT indicates cardiac resynchronization therapy; HF, heart failure; NYHA, New York Heart Association; VO3, oxygen consumption; and PVD, peripheral vascular disease.



lleri evre KY hastalari....

# 1: uygun hasta kim?
# 2: implantasyon / tx icin uygun zaman ?

Ambulatuar ileri evre KY hastasinda mortalite ve morbidite
yiiksektir

IM 4 -5 hastalarinin da sagkalimi koétidir, mortalite ve morbidite
yiiksektir. LVAD tedavisinden yarar gormektedirler

IM 4 -5 hastalarinin hayat kalitesi kotiidur, LVAD tedavisi ile hayat
kalitesi artmaktadir

IM 6 - 7 hastalari medical tedavi ile izlenmelidir ancak COK YAKIN
takipte olmalidirlar

Progresif son organ disfonksiyonu ileri ever KY hastasinda kalp tx /
LVAD sonrasi mortalite ve morbiditeyi arttirir

Biventrikiiler yetmeazligi / sag ventrikiiler yetmezligi olan hastalarda
kalp tx planlanabilir
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