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Background

Heart transplant (HTx) is the gold standard for eligible patients with advanced heart failure, but hearts supply is much lower than demand, and time in waitlist
is getting longer. “Bridge” strategies to keep patients alive, clinically stable and eligible for HTx are needed. Left ventricular assist devices (LVADs) improve
survival in inotrope-dependent patients and can revert type Il pulmonary hypertension and end-organ damage, but device-related complications are frequent.
In Italy, stable LVAD patients have no priority for organ allocation, and therefore LVAD is often a long-term therapy.

We report on patients treated with LVAD or repeated infusions of the inodilator Levosimendan as a bridge to HTx or candidacy at our center.

Methods

Retrospective analysis of 115 patients treated with LVAD (iLVAD) or levosimendan (LEVO) between January 2006 and February 2016, based on medical choice
and patients’ preferences. Baseline characteristics, 1-year survival on original therapy (freedom from death, emergency HTx or delayed LVAD implant), 1 and 5-
years overall survival were evaluated in HTx eligible patients.
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67 patients (58%) were initially treated with Levosimendan (LEVO) and 48 (42%) with LVAD (iLVAD).
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Conclusions
In LVAD- and HTx-eligible pts, repeated Levosimendan infusions may serve as temporary treatment, until HTx or until patients recognize the need for additional

therapy.
LVAD pts deserve some priority for HTx to prevent late device-related complications and deaths.
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