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Case Presentation:

A 70 year old male with a PMH pf HTN, hyperlipidemia, 
with an established history of ischemic 
cardiomyopathy, who presented to the HF clinic for 
further evaluation and management. 



Initial echo revealed LVEF of 35% and LVIDD of 5.6 cm, 
with mild to moderate MR.

He was already on carvedilol, enalapril, spironolactone, 
ASA, clopidogrel, and atorvastatin.

We tried to uptitrate his carvedilol, and then we switched 
him from enalapril to sacubitril/valsartan, and uptitrated
that too. We added empagliflozin.



He then underwent CRT-D placement.

In the next 6 months, he was admitted 3 times with 
ADHF. His echo revealed a change of LVIDD from 5.6 to 
7.1 cm; with a drop in LVEF to 20%, and moderate MR 
and TR despite maximum tolerated GDMT.

A CMR revealed no ischemia or viability, but a very large 
anterior and septal scars.









During the same period and in between admissions, 
we were only able to increase carvedilol to 6.25 mg 
bid, and sacubitril/valsartan to 100 mg bid. Volume 
status continued to be very labile. 

He had progressive cachexia. 

We decided to evaluate him for advanced HF 
therapies.  



Clinical Course of HF

Truby, Rogers. JACC HF 2020;8 (7): 523-36  
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Guideline Directed Medical Therapy: The Fantastic Four

Johann Bauersachs.Eur Heart J 2021;42(6): 681–683

“The totality of evidence now suggests that patients with HFrEF should be treated early with a combination 

of the four drugs: an ARNI, beta-blocker, MRA, and SGLT2 inhibitor in order to benefit from substantial and 

sustained reductions of mortality, heart failure hospitalizations, and symptoms.”



What should “UnStable” mean in HF?

• Death!
• HF Hospitalizations.
• ED visits?
• Frequent outpatient visits?
• Frequent outpatient adjustments? (not titrations).
• How bad the physician feels about the patient 

(abundance of poor prognostic factors). 
• Or, how poorly the patient feels (quality of life).
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How do we evaluate  “stability”? 
How do we predict “instability”?
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Hospitalizations

5 Miller L, Guglin M. Patient selection for ventricular assist devices: A moving target. J Am Coll Cardiol. 2013;61:1209-21.



Worsening Clinical Parameters

7 Thorvaldsen, T, et al. Triage of patients with moderate to severe heart failure who should be referred to a heart failure center. J Am Coll Cardiol.2014;63:661-671.
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Truby, Rogers. JACC HF 2020;8 (7): 523-36  



JACC 2018; 71 (2): 201-30 





Options for advanced HF patients

• Palliative care, aiming at symptom control and 
minimization of hospitalizations, with or without chronic 
inotropic therapy.

• Ventricular assist devices (VADs).

• Heart transplant.





Inotropic Therapy



Inotropic Therapy



Mechanical Circulatory Support



Types of LVAD Indications





• Analysis included 477 patients of the 536 survivors at 2 years of the 

MOMENTUM 3 trial.

• Composite endpoint of survival to transplant, recovery, or LVAD             

support free of debilitating stroke (Modified Rankin Scale score >3)      

or reoperation to replace the pump 5 years after the implant.
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HM3: 83%: MOMENTUM 3 LT1

HMII: 76%: MOMENTUM 3 LT1

HMII: 58%: HMII DT2

HM XVE 24%: HMII DT2

1. Mehra MR, et al., for the MOMENTUM 3 investigators. N Engl J Med. 2018. 2. Slaughter, et al. NEJM 
‡ The International Society for Heart & Lung Transplantation. http://www.ishlt.org/registries/slides.asp?slides=heartLungRegistry. Accessed March 11, 

2018.

--- Transplant Survival at 2 years‡

82%

Improvement in Survival Rates through Time
A new standard has been set



Ventricular Assist Devices

For an Indication (chronically) For a Decision (acutely)

Transplant     Destination

Short-term devices

Long-term devices (surgical)

Recovery                  Palliative care

(percutaneous or surgical)



A Historical Perspective
• On December 3, 1967, 55 year-old Lewis Washkansky receives the first successful  heart 

transplant at Groote Schuur Hospital in Cape Town, South Africa by Professor Christiaan

Barnard. 

.

• In UAE, the first heart transplant was performed in December 2017. 
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Years

1982-1991 (N=21,527)

1992-2001 (N=40,191)

2002-2009 (N=29,876)

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

Adult Heart Transplants
Kaplan-Meier Survival by Era 

Median survival (years): 

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

All pairwise comparisons were 

statistically significant at p < 0.0001.

(Transplants: January 1982 – June 2017)
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Heart Transplant



Advanced Heart Failure Therapy Evaluation Process
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Wever- Pinzon, et al. HF Clinics, July 2015



Back to our patient



CCAD Advanced Heart Failure and Transplant Team



Summary

• Advanced HF is associated with significant mortality and limited 
therapeutic options.

• Advanced therapies are still underutilized. 

• The goal from referral to advanced therapies is to significantly impact 
survival and quality of life. 

• Clinical, biological, imaging, and hemodynamic factors can help 
identify advanced patients.

• Advanced HF therapy should be individualized based on patient 
characteristics and excluded when prognosis is more influenced by 
conditions other than HF.
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