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STUDY HIGHLIGHTS

Patients in cardiogenic shock supported with VA-ECMO may
experience severe complications from reduced left
ventricular (LV) unloading and increased cardiac afterload.
We sought to investigate the impact of these 2 different
approaches

112 patients treated with an Impella or surgical

LV vent during VA-ECMO support.
Surgical LV vent group

w
Impella group
w

Died: 54% Died: 63%

RR0O.78 1l 95% Cl 0.47-1.3 1l P=0.35

Myocardial recovery: 24% and 7% p=0.022
Durable MCS: 17% and 42% p=0.012

Complication rates were not statistically different.
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Mortality rates at 30 days were similar between
the two groups: 54% in the Impella group vs 63%

in the surgical vent group.

Higher rate of myocardial recovery with Impella.

REVIEWER’S COMMENTS

LV unloading with pDLV during
VA-ECMO support did not
significantly reduce 30-day

mortality compared to surgical LV
vent but in the subgroup of
patients could benefit from

Impella.

E
FACT

The degree of LV decompressioin may
be limited when a cannula is surgically
placed.
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STUDY HIGHLIGHTS CENTRAL FIGURE REVIEWER’S COMMENTS
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STUDY HIGHLIGHTS CENTRAL FIGURE REVIEWER’S COMMENTS

Are there factors that contribute to vasoplegia after a
heart transplant?
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