
 

Conclusions 

• Ventricular assist devices (VAD) have been 

increasingly utilized in patients with severe 

myocardial dysfunction as either a bridge to heart 

transplant or as destination therapy. 

 

• Despite improved survival over the years from 

refinement in both surgical techniques and the VAD 

device itself, the incidence of acute kidney injury 

(AKI) and need for renal replacement therapy (RRT) 

remains high.  

 

• AKI is reported in around 21% of patients with LVAD, 

and is an independent predictor of mortality in these 

patients.  

 

• Overall there is very limited data regarding outcomes 

for patients treated with both RVAD and CRRT.  

 

• We reported our center’s experience with patients 

receiving both modalities. 

 

• Patients requiring CRRT had higher BMI and SOFA score, 

otherwise were well matched.  

• Of the 15 deaths in CRRT group, 10 were due to  multiorgan 

dysfunction; 5 were due to anoxic brain injury. Of the 6 deaths in 

no-CRRT group, 3 were due to intraoperative cardiac arrests, 2 

were due to multiorgan dysfunction, and one had cerebellar 

hemorrhage.   
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Results and Survival Plot 

Methods 

Patient Demographics and Outcomes 

• Single center retrospective observational study at 

a tertiary care center from 01/01/2007-12/31/2012 

• A total of 17 RVAD patients subsequently requiring 

RRT were included in analysis. 

• Fourteen RVAD patients  who didn’t required RRT 

were included in analysis as the control group.  

 

• Exclusion criteria were  

• Age <18 years old, 

• Patients on RRT before RVAD start  

• Patient requiring RRT after discontinuation of 

RVAD  

• Patients who required isolated LVAD,ECMO 

or IABP. 
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Background 

Characteristics RVAD without 

subsequent RRT 

(N=14) 

 

RVAD with 

subsequent RRT 

(n=17) 

 

P value 

Age, years (IQR) 63 (50-74) 58 (48-75) 0.68 

Male gender (%) 8 (57) 7 (41) 0.38 

BMI, kg/m2, (IQR) 25.3 (22.1-30.0) 31.2 (27.6-35.9) 0.01* 

Comorbidities ( %) 

• DM 

• HTN 

• h/o revascularization 

• Previous stroke 

  

4 (29) 

8 (57) 

6 (43) 

 1 (7) 

  

7 (41) 

8 (47) 

4 (24) 

 2 (12) 

  

0.47 

0.58 

0.44 

 1.00 

Preoperative Cr  (mg/dl) 1.1 (0.8-1.4) 1.3 (0.9-1.56) 0.29 

Preoperative EF  (IQR) 55 (23-60) 55 (22-67) 0.58 

APACHE III at ICU 

admission (IQR) 

49 (42-75) 51 (36-61) 0.68 

SOFA score at ICU 

admission (IQR) 

12 (4-14) 16 (14-18) 0.001* 

Status of Surgery 

Elective (%) 

Urgent/Emergent (%) 

 

9(64) 

5(36) 

 

6(35) 

11(65) 

0.11 

Types of Surgery  

CABG (%) 

CABG+ Valve (%) 

Valve alone (%) 

Others (%) 

 

0(0) 

4(29) 

6(43) 

4(29) 

 

3(18) 

5(29) 

5(29) 

4(24) 

0.4 

LVAD at RVAD start (%) 5 (36) 6 (35) 0.98 

Postoperative  ECMO (%) 9(64) 3(18) 0.01* 

Outcomes 

- RVAD wean off (%) 

- ICU LOS, day (IQR) 

- ICU mortality ( %) 

- Hospital LOS ,day 

(IQR) 

- Hospital mortality(%) 

- 90-day mortality (%) 

 

 

9 (64) 

11 (3-16) 

6 (43) 

27 (9-33) 

6 (43) 

5 (36) 

 

 

8 (47) 

10 (4-24) 

14 (82) 

23 (11-41) 

15 (88) 

15 (88) 

 

 

0.34 

0.46 

0.03* 

0.95 

0.02* 

0.007 

 

• In this small cohort, survival of patients who required CRRT 

after RVAD implantation was extremely poor. 

• This may relate to a combination of the poor prognosis of 

patients with severe right heart failure, the difficulties 

associated with removing volume in these patients and the 

added mortality conferred by AKI.  

• Further  studies are warranted to  determine the best care 

of these patients. 
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