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CONSENSUS Study Group

N Eng J Med 1987

Kaplan-Meier analysis showing time to death or hospitalization for any reason in the low-
dose and high-dose groups.
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Rales: The Effect of spironolactone on morbidity and
mortality in patients with severe CHF
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Kaplan-Meier Curves for Key Study Outcomes, According to Study Group.
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Recommendations regarding oral evidence-based
di: difying therapies in pati with acute heart
failure

Recommendations Class* | Level®

In case of worsening of chronic HFrEF, every
attempt should be made to continue evidence-
based, disease-modifying therapies, in the
absence of haemodynamic instability or contra-
indications.

In the case of de novo HFrEF, every attempt
should be made to initiate these therapies after
haemodynamic stabilization.

AHF = acute heart failure; HFrEF = heart failure with reduced ejection
fraction.

*Class of recommendation.

“Level of evidence.
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NT-proBNP has a high negative predictive value
¢o rule-out short-term cardiovascular events

in patients with diabetes mellitus
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27 Years Experience: Survival after
Cardiac Transplantation

N

1997-2007

R ——

1992-1996

1984-1991

08.05.17

FIGURE 1.

075

Trvivar

°
g

025

Heart Transplantation Provides Long-Term Survival
Benefitinstable Patients Experiencing Heart Fallure
Without Reverse LeftVentriclar Remodeling.
Meyer,Brigite; Moert,Deddo; Huelsmann, Martn;
Kuleman, Vanessa; Zuckermann, Andreas; Grimm,
pocz Nichsel; Pacher, Richard; erger, Rudol
Transplantation. 82(11):1453-1471, Decermber 15, 2006
DO1:10.1097/01.15.0000246076.03174.21.

FIGURE 1. Long-term survival of atients after heart
transplantion and of stable CHE patients up to 10 years.
Stable CHE patents had a significantly beter survival
comparedto patients fter ransplantation up o two

Vears (p=0.02). However, the survival cuves o t
0 1 2 3 4 5 6 7 8 9 10 11| patentgroups crossed between the third and fourth year
Years

patients after transplantation [p=0.01).
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FIGURE 2.

Heart Transplantation Provides Long-Term Survival
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Stablo CHE patots with a 1y-LVEF<30% (n=55)
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FIGURE 2. Long-erm survival of patients aftr heart
transplantaion and of stable CHF patient sratfied
according to thlr LVE afer one year. Compared o
transplanted patients,survivl rate of patients with an
shortterm

0 1 2 3 4 5 6 7 8 9 10 11|  (p-002aker15 years)and simiar onlongterm

Years Patients with an LVEF ~30% had a significantly better
Suruivalthan patients with an LVEF <305%.
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Fig 1. Kaplan-Meier survival curoes in patients without pulmonary
Iypertension (PHT; bold line) and patients with reversible PHT
dashed line)

Comparison of drugs for pulmonary
hypertension reversibility testing:
A meta-analysis
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Bridging to Heart Transplantation:
Prostaglandin E, Versus Prostacyclin
Versus Dobutamine

Brigitte Stanck, MD,* Barbara Sturm, MD,* Bernhard Frey, MD,*
Martin Hiilsmann, MD,* Anda Bojic, MD,” Rudolf Berger, MD,*
Suzanne Rodler, MD.* Gottfried Locker, MD,¢ Michacl Grimm, MD.#
Giinther Laufer, MD, and Richard Pacher, MD*

The Journal of Heart and Lung Transplantation
Volume 18, Number 4 1999;18:358-366.
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FIGURE 1 Kaplan-Meicr analysis showing cumulative

rates of eventlree survival (freedom from worsening heart

filure in the 3 study groups.
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Levosimendan and prostaglandin E1 for uptitration of beta-blockade in
patients with refractory, advanced chronic heart failure

Rl Henger*, Deskdo Mo, Marin Huclsmann, Anja Hojic, Rooheh Ahmadi,

abella Heissenherger, Richard Pacher
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Advanced Heart Failure Treated with
Continuous-Tlow Left Ventricular Assist Device
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Figure 2. Kaplan-Meier Estimates of Survival from the As-Treated Analysis,
According to Treatment Group.

The data shown are for the 192 patients who received a left ventricular 2z
sist device (LVAD). Of the 59 patients who had a pulsatile-flow LVAD. 20
had the device replaced during the study period, with 18 (3156) receiving a
continuous flow LVAD instead of another pulsatile flow LVAD. By 2 years,
only 2 patients had a pulsatile-flow VA D, both of whom had replacement
devices.
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Suruivalthan patients with an LVEF <305%.

ORIGINAL ARTICLE

Outcome of conservative management vs. assist device

implantation in patients with advanced refractory

failure 10 povem
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Figure 1 Patiants with advanced, refractory heart faiure
grouped according 1o tho differont management srategios
dopicted as Kaplan-Maiar plots for timo to all-cause doath over
24 months of folow-up.

Conservative Pulsatile flow Continuous
Parameter ) n=50 VAD (7) n =25 flow VAD () n=43  Pvalue
NT-proBNP (pg/mL) 4402 (I0R2730-13390) 3580 (IR 1602-6312) 3693 (IOR 2679-8065)

Bota-blocker n (%) 41080 18 (75) ET) ns.

On beta-blocker target dose n (%) 14 (28) 6(24) 8(19) ns.

ACI or ARB n (%) 47(%) 21(88) 32(74) Overall 0.011°




High early event rates in patients with ®-
questionable eligibility for advanced heart failure
therapies: Results from the Medical Arm of
Mechanically Assisted Circulatory Support

(Medamacs) Registry
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Characteristic Transplant eligible group  DT-LVAD eligible group  ineligible group  p-value:
ACE inhibitor or ARB 37 (73%) 30 (60%) 21 (49%)
Beta blockers 45 (88%) 47 (94%) 36 (84%)
Aldosterone antagonist 39 (77%) 33 (66%) 21 (49%)
NT-proBNP (pg/mi) 3,007 3,002 3,963 = 3,276 7,086 + 4,970 <001

08.05.17

roBNP <2000pg/ml

roBNP>2000pg/ml

konservativ

WEANING
Prostaglandin E 1 LVAD

GFR<30,
héhergradige irreversible RVD , S chock

Response of Right Ventricular
Function to Prostaglandin E1
Infusion Predicts Outcome for
Severe Chronic Heart Failure
Patients Awaiting

Urgent Transplantation

Mo Hlsmann, MD. Thomas St D, Rudof Beges, M.

Barbara Sturm, MD;” Alexander Parkner, MD.* Andreas Zackermann, MD,"
‘Wolfgang Woloszezuk, PhD, and Richard Pacher, MD*
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FIGURE 1 Kaplan-Meicr analysis showing cumulative

patients with a lesser decrease. EDVI, enddiastolic
ventricular index; PGEI, prostaglandin E1.

Correlation | ESVI/ANP | EDVI/ANP | ESVI/ANP | EDVI/ANP

Between Baseline | Baseline | PGE1 PGE1

RV function

and ANP

Survivor 0.6 0.6 0.6 0.6
p=0.003 p=0.002  p=0.005 p=0.006

deceased ns. ns. ns. ns.




Korrelation Korrelation P-Wert
Mit RBF
Cl n.s.

SVRI n.s.

RR n.s.

PAP -0.65 <0.01

PCwP -0.69 <0.01

ZVD -0.47 <0.05

RVEF 0.49 <0.05

Kos T, Pacher R, Wimmer A, Bojic A, Hiilsmann M Wien Klin Wochenschr, 1998 Feb 13;110(3):89-95.
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JAm Coll Cardiol. 2009 February 17; S3(7): 559-596. doi:10.1016 jace 2008.05.068.

of Venous C ion for ing of Renal
Function in Advanced Decompensated Heart Failure

Wilfried Mullens, MD, Zuheir Abrahams, MD PhD, Gary S. Francis, MD FACC, George
Sokos, DO, David O. Taylor, MD FACC, Randall C. Starling, MD MPH FACC, James B
Young, MD FACC, and W.H. Wilson Tang, MD FACC

Department of Cardiovascular Medicine, Kaufman Center for Heart Failure, Heart and Vascular
Insttute, Cleveland Clinic, Cleveland, Ohio
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ABbbreviations: CVP = ceniral vemous pressure, Cr = serum creatinine, C1 =
sBp PCWP = pulmonry cay

Increased Central Venous

Pressure Is Associated With Impaired

Renal Function and Mortality in a Broad
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FIG 2

08.05.17

‘GLOMERULAR FILTRATION Efectof
35 mes; Sagai, Bob; Sugerman, Harvey; Bocher,
5325 Jouralof T [ —r——
5§15
EERY)
E 5
04 102, Gt s messred byl clsaredecrsss
0 60 120 180 TR R
Rvp Time (min)  rv
o~ L
Pl ey
RENAL BLOOD FLOW - i
3 .
A
H
€ 2
E
=
2
14 - —
0 60 120 180
L Time (min) &2 0 e
P sk

I Wolters Kluwer | Ovidsp
A

@ The JAMA Network

From: Intr i ion Is an Cause of ive Renal

Arch Surg. 1999;134(10):1082-1085. doi:10.1001/archsurg.134.10.1082

= 3 Table 4. An Analysis of Renal Function for Different Levels
= of Intra-abdominal Pressure (IAP)
Patients Patients With
1A, mim Hy With Renal Normal Renal
(N = 269) Imparment (n = 57)° _Funetion (n = 206)"
<18 (n=156) 22 (141) 184 @5.9)t
18-25 (n = 86) 22 (256) 64 (744)t
>25 (n=21) 13 (61.9) 8 (o8Nt

*Data are given as number (percontage) of patients. Percentages are
obtained by dividing the number of patients by the total number of patients
with that specifc IAP (given in the first colum).

X3 = 26.06, P<

Figure Legend:
An Analysis of Renal Function for Different Levels of Intra-abdominal Pressure (IAP)

Bowelvallthickness (]

= s
o] o e

o
200001
st [ 1
oooon T
o DU
°
o
o
) °
5 H
o
8 o

g

s

°

Altered Intestinal Function in
Patients With Chronic Heart Failure

Concentstionoffeusacyts n lod

T T
Wl thicknss o the sscanding colon )

11



median as well as 25th and 75th

Anja Sandek, Juergen Bauditz, Alexander Swidsinski, Sabine Buhner, Jutta Weber-Eibel, Stephan von Haehiing,

Journal of the American College of Cardiology, Volume 50, Issue 16, 2007, 1561 - 1569

http://dx.doi or/ 101016/} jacc.2007.07.016
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Hospitalisationen vor und nach PD
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<0.0001

Vielen Dank Richard
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