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A B S T R A C T   

Background: There is conflicting observational data on the survival benefit cardiac implantable electronic devices 
(CIED) in patients with LVADs. 
Methods: Patients in whom an LVAD was implanted between January 2008 and April 2017 in the multinational 
Trans-Atlantic Registry on VAD and Transplant (TRAViATA) registry were separated into four groups based on 
the presence of CIED prior to LVAD implantation: none (n = 146), implantable cardiac defibrillator (ICD) (n =
239), cardiac resynchronization without defibrillator (CRT-P) (n = 28), and CRT with defibrillator (CRT-D) (n =
111). 
Results: A total of 524 patients (age 52 years ±12, 84.4% male) were followed for 354 (interquartile range: 
166–701) days. After multivariable adjustment, there were no differences in survival across the groups. In 
comparison to no device, only CRT-D was associated with late right ventricular failure (RVF) (hazard ratio 2.85, 
95% confidence interval [CI] 1.42–5.72, p = 0.003). There was no difference in risk of early RVF across the 
groups or risk of ICD shocks between those with ICD and CRT-D. 
Conclusion: In a multinational registry of patients with LVADs, there were no differences in survival with respect 
to CIED subtype. However, patients with a pre-existing CRT-D had a higher likelihood of late RVF suggesting 
significant long-term morbidity in those with devices capable of LV‑lead pacing post LVAD implantation.   

1. Introduction 

Continuous-flow left ventricular assist devices (CF-LVAD), specif
ically the HeartMate II (HMII) and the HeartWare (HVAD), have led to 

improvements in mortality and quality of life in those with advanced 
heart failure. [1,2] However, patients with CF-LVADs are at continued 
risk for adverse events, including ventricular arrhythmias, hospitaliza
tions, and death. [3] Given the proven effectiveness of implantable 
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cardiac defibrillator (ICD) therapy and cardiac resynchronization ther
apy (CRT) in select patients with heart failure, clinicians often continue 
use post LVAD implantation. [4] 

However, the benefits of cardiac implantable electronic device 
(CIED) therapy in patients with a CF-LVAD remain controversial. While 
several studies involving United States cohorts demonstrated no survival 
benefit in those with a LVAD and ICD, a recent multicenter European 
study showed a survival advantage in those with LVAD and defibrillator. 
[5–7] Limited observational studies on CRT in patients with LVAD have 
largely showed no survival advantage and no impact on ventricular 
arrhythmias. [8,9] Despite the lack of clinical trial data, a class I 
recommendation currently exists per the International Society for Heart 
and Lung Transplantation (IHSLT) guidelines for reactivating the ICD 
after LVAD placement, while no guideline recommendations currently 
exist for CRT management post-LVAD. [10] Given the conflicting results 
along with the growing number of CIED in patients undergoing LVAD 
implantation, a focus on potential morbidity, particularly with regard to 
hemodynamic complications, associated with continued use of CIED in 
patients with CF-LVAD has not been previously described. 

Using data from patients implanted with a CF-LVAD enrolled in the 
large, international Trans-Atlantic registry on VAD and Transplant 
(TRAViATA) registry, the aims of this study were to compare survival, 
early and late right ventricular failure (RVF), symptomatic ventricular 
arrhythmias, and ICD shocks across groups according to the presence or 
absence of cardiac implantable electronic device (CIED) therapy. 

2. Methods 

2.1. Study population 

Consecutive patients that received a CF-LVAD enrolled in the 
TRAViATA registry between January 2008 to April 2017 were included 
in the analysis and stratified by the presence or absence of CIED prior to 
LVAD implant: none, ICD, CRT without defibrillator (CRT-P), and CRT 
with defibrillator (CRT-D). The methods and main findings from the 
registry have been described previously. [11] Briefly, patients in seven 
European (EU) hospitals and 3 United States (US) centers participated in 
the TRAViATA registry. Inclusion criteria consisted of: (1) age ≥ 16 
years; (2) implantation of either HVAD (HeartWare, Minnesota, MN, US) 
or Heartmate II (HMII, Abbott, Pleasanton, CA, US); (3) and listing at 
any point for heart transplant while supported with CF-LVAD. Exclusion 
consisted of: (1) patients implanted with HeartMate 3 (HM3) device 
(Abbott Pleasanton, CA, US) as it was still under investigation in the US 
during the study period; (2) patients in which a biventricular VAD were 
planned at the time of implantation or total artificial heart; (3) patients 
never listed for heart transplant; and (4) prior heart transplant before 
CF-LVAD implantation. Patient selection and post-operative manage
ment were left at the discretion of the local investigators. The study was 
approved by the Institutional Review Board at each respective 
institution. 

2.2. Definitions and outcomes 

Data were organized using the Research Electronic Data Capture 
(REDCap), a secure web-based application for building an online data
base (www.project-redcap.org) managed by O.Ö.B. from Lund Univer
sity in Lund, Sweden. University of California, San Diego (US) served as 
the coordinating center, and while the data were not monitored on-site, 
both E.A. and M.B. checked fidelity of the data and contacted local in
vestigators for clarifications, if needed. 

Primary endpoints assessed were survival to transplant and late RVF. 
Secondary endpoints included early RVF, symptomatic ventricular 
arrhythmia and ICD shocks. RVF was based on the INTERMACS defini
tion as characterized by both of the following: 1) documentation of 
elevated central venous pressure (CVP) > 18 mmHg; and 2) manifes
tations of elevated CVP including clinical findings of peripheral edema, 

presence of ascites or palpable hepatomegaly, or worsening hepatic 
(total bilirubin >2.0 mg/dl) or renal dysfunction (creatinine >2.0 mg/ 
dl). Furthermore, RVF was stratified based on occurrence into early 
(index hospitalization) and late. Early RVF was defined as either 1) 
moderate, as defined by need for post-implant intravenous (IV) ino
tropes and/or vasodilators beyond post-operative day 7; or 2) severe, 
requiring mechanical circulatory support or death due to RVF. Late RVF 
was defined as occurring after discharge from index hospitalization and 
requiring hospitalization for IV diuretics and/or inotropes for docu
mented RVF as described above in those who did not develop early RVF. 
Symptomatic ventricular arrythmia was defined as clinically docu
mented sustained ventricular arrythmia leading to syncope, cardiover
sion, or ICD shock. As device interrogation was not available, this 
diagnosis was obtained via chart review. 

2.3. Statistical analysis 

Patients were grouped according to presence of CIED: none, ICD, 
CRT-pacemaker (CRT-P), and CRT-defibrillator (CRT-D). Continuous 
variables were expressed as median (interquartile range) and categorical 
variables as percent. The Kruskal-Wallis and Pearson's Chi-squared tests 
were used to test differences across CIED categories for continuous and 
categorical variables, respectively. Survival analyses were completed 
via the Kaplan-Meier method and log-rank test to compare cumulative 
incidence curves across CIED categories. Univariate and multivariate 
Cox-proportional hazards models were used to test the association 
among CIED type and death before transplant and time to late RVF, after 
verifying proportionality assumptions. Patients were censored at last 
known follow-up date or time of transplant. Univariate and multivariate 
logistic regression were used to test the association among CIED and 
early RVF, symptomatic ventricular arrhythmia, and ICD shocks. 
Covariables in the adjusted models were chosen a priori based on prior 
literature, clinical knowledge, and availability, including age, body mass 
index, female sex, diabetes, LVAD type, ischemic etiology, INTERMACS 
profile, creatinine, prior cardiac surgery, prior stroke, tricuspid valve 
repair and continent (United States [US] vs Europe [EU]). Missing 
values were minimal (except in the case of the echocardiographic and 
right heart catheterization parameters) and roughly equivalent between 
groups for all variables and were thus omitted. For all tests, a p value 
≤0.05 was considered significant. All statistical analyses were per
formed using statistical package for social science (SPSS) version 26 
(IBM Corp). 

3. Results 

3.1. Baseline characteristics 

Baseline characteristics of the 524 patients enrolled in the TRAV
iATA cohort are shown in Table 1. Overall, the mean age of the entire 
population was 52 years ±12, 84.4% were men, and 59.9% were 
implanted with HMII. Overall, 388/524 (74.0%) patients had a pre- 
existing CIED prior to LVAD implantation with subtype distribution as 
follows: no device (N = 146), ICD (N = 239), CRT-P (N = 28), and CRT-D 
(N = 111). Those with no device were more likely to be anemic, have a 
lower INTERMACS profile and require temporary mechanical circula
tory support (t-MCS). Those with an ICD were more likely to have 
ischemic cardiomyopathy and tricuspid valve repair at the time of LVAD 
implantation. Patients with CRT-D were older and more likely to be 
implanted with HMII LVAD. Invasive hemodynamic (382/524, 72.9%) 
and echocardiographic measurements (444/524, 84.7%) prior to LVAD 
implantation were present in a subset of patients. There were no sig
nificant differences in invasive hemodynamics across groups. Those 
with no CIED were more likely to have a smaller LV end diastolic 
dimension and lower LV ejection fraction. 
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3.2. Outcomes 

3.2.1. Primary endpoints 
Overall median follow-up was 354 days (Q1-Q3: 166–701). A total of 

113 deaths occurred prior to transplant during the follow-up period: 29/ 
146 (19.9%) in those with no device, 58/239 (24.3%) in ICD, 3/28 
(10.7%) in CRT-P, and 23/111 (20.7%) in CRT-D. A total of 312 trans
plants occurred during the follow-up period: 93/146 (63.7%) in those 
with no device, 130/239 (54.4%) in ICD, 19/29 (67.9%) in CRT-P, and 
70/111 (63.1%) in CRT-D. Kaplan-Meier analysis showed no significant 
difference across the groups (log-rank p = 0.83), as shown in Fig. 1A. 

Adjusted survival outcomes based on Cox regression analysis similarly 
showed that type of CIED vs no device was not associated with death 
prior to transplant (Fig. 2A). 

A total of 72 patients developed late RVF at a median of 189 days 
(Q1-Q3: 72–364): 16/146 (11.0%) in those with no device, 29/239 
(12.1%) in ICD, 1/28 (3.6%) in CRT-P, and 26/111 (23.4%) in CRT-D. 
Kaplan-Meier analysis showed a higher incidence of late RVF in CRT- 
D as compared to other the other groups (log-rank = 0.02) (Fig. 1B). 
Compared to no device, CRT-D was associated with nearly a three-fold 
increase in late RVF (HR 2.85, 95% CI 1.42–5.72, p = 0.003) after 
adjustment. In contrast, there was no difference in risk of late RVF in ICD 

Table 1 
Baseline characteristics.  

Variable No Device 
(N = 146) 

ICD 
(N = 239) 

CRT-P 
(N = 28) 

CRT-D 
(N = 111) 

P-Value 

Age 49.9 (12.6) 52.6 (11.9) 52.6 (12.2) 55.1 (8.8) 0.005 
Male 112 (76.7) 204 (85.4) 25 (89.3) 101 (91.0) 0.01 
Body mass index (kg/m2) 25.4 (4.6) 26.5 (5.2) 28.4 (5.3) 25.9 (4.3) 0.01 
Race     0.07 

Caucasian 111 (76.0) 165 (69.0) 18 (64.3) 89 (89.2)  
African American 14 (9.6) 36 (15.1) 4 (14.3) 5 (4.5)  

Asian 9 (6.2) 11 (4.6) 3 (10.7) 2 (1.8)  
Other 12 (8.2) 11 (4.6) 3 (10.7) 2 (1.8)  

Location     <0.001 
United States 52 (35.6) 120 (50.2) 19 (67.9) 34 (30.6)  

Europe 94 (64.4) 119 (49.8) 9 (32.1) 77 (69.4)  
Ischemic cardiomyopathy 84 (57.5) 94 (39.3) 7 (18.4) 43 (38.7) <0.001 
Diabetes 27 (18.5) 70 (29.3) 7 (18.4) 27 (24.3) 0.13 
Atrial Fibrillation     <0.001 

Paroxysmal 18 (12.3) 48 (20.1) 6 (21.4) 26 (23.4)  
Persistent 6 (4.1) 16 (6.7) 3 (10.7) 5 (4.5)  

Permanent 1 (0.7) 16 (6.7) 1 (3.6) 16 (14.4)  
Prior gastrointestinal bleed 2 (1.4) 13 (5.4) 1 (2.6) 8 (7.2) 0.13 
Prior stroke 11 (7.5) 30 (12.6) 1 (2.6) 13 (11.7) 0.26 
Prior cardiac surgery 22 (15.1) 35 (14.6) 3 (7.9) 23 (22.7) 0.41 
INTERMACS profile ≤2 105 (71.9) 84 (35.1) 13 (46.4) 37 (33.3) <0.001 
Prior home Inotrope 10 (6.8) 56 (23.4) 4 (14.3) 24 (21.6) <0.001  

Laboratory Results and Medications 
Creatinine, mg/dl 1.2 (0.9–1.6) 1.2 (1.0–1.7) 1.4 (1.2–1.7) 1.3 (1.0–1.7) 0.55 
Bilirubin, mg/dl 1.1 (0.7–1.5) 1.1 (0.7–1.8) 1.2 (0.6–1.8) 1.0 (0.6–1.5) 0.90 
INR 1.2 (1.1–1.4) 1.3 (1.1–1.6) 1.2 (1.0–1.5) 1.4 (1.2–1.7) 0.011 
Hemoglobin, g/dl 10.6 (9.2–12.4) 12.0 (10.4–13.0) 12.1 (9.5–13.0) 11.9 (10.6–13.4) 0.001 
ACEi/ARB at admission 54 (37.0) 137 (57.3) 16 (42.1) 73 (65.8) <0.001 
Beta blocker at admission 52 (35.6) 161 (67.4) 25 (65.8) 81 (80.0) <0.001 
Minerolocorticoid receptor antagonist at admission 38 (26.0) 147 (61.5) 19 (50.0) 81 (73.0) <0.001 
ACEi/ARB at 6 months 45 (30.8) 90 (37.7) 14 (50.0) 48 (43.2) 0.46 
Beta blocker at 6 months 42 (28.8) 120 (50.2) 13 (46.4) 64 (57.7) 0.72 
Minerolocorticoid receptor antagonist at 6 months 41 (28.0) 87 (36.4) 11 (39.2) 37 (33.3) 0.51  

Procedural Information 
Left ventricular assist device type     0.75 

HeartWare 54 (37.0) 101 (42.3) 12 (42.9) 43 (38.7)  
Heartmate II 92 (63.0) 138 (57.7) 16 (57.1) 68 (61.3)  

Tricuspid valve repair 5 (3.4) 30 (12.6) 2 (7.1) 7 (6.3) 0.01 
Need for temporary mechanical circulatory support      

Intra-aortic balloon pump 31 (21.2) 21 (8.8) 5 (13.2) 22 (19.8) 0.003 
Impella 6 (4.1) 6 (2.5) 1 (2.6) 2 (1.8) 0.70 
ECMO 32 (21.9) 11 (4.6) 2 (5.3) 3 (2.7) <0.001 

Bridge to transplantation 142 (97.3) 226 (94.6) 28 (100) 105 (94.6) 0.37  

Invasive Hemodynamic and Echocardiographic Measurements Pre-LVAD 
Right heart catheterization N ¼ 68 N ¼ 198 N ¼ 23 N ¼ 93  
Right atrial pressure, mmHg 11 (7–16) 10 (6–15) 11 (6–15) 10 (6–13) 0.30 
Pulmonary arterial pressure, mean 33 (27–39) 36 (29–43) 34 (23–43) 36 (30–43) 0.13 
Post capillary wedge pressure, mmHg 25 (20–29) 25 (20− 31) 26 (17–30) 25 (21− 31) 0.73 
Cardiac index, L/min/m2 1.9 (1.5–2.3) 1.8 (1.5–2.2) 2.0 (1.8–2.3) 1.7 (1.4–2.0) 0.54 
Pulmonary vascular resistance, WU 2.4 (1.4–3.4) 2.9 (1.8–4.6) 2.0 (1.1–3.5) 3.1 (2.0–4.2) 0.15 
Echocardiogram N ¼ 106 N ¼ 215 N ¼ 23 N ¼ 100  
Left ventricular end diastolic dimension, cm 6.2 (5.5–7.1) 7.0 (6.2–7.6) 7.2 (6.8–8.1) 7.1 (6.4–7.9) <0.001 
Ejection fraction, % 16 (14–22) 20 (15–25) 15 (11− 22) 21 (17–26) <0.001 
Severe tricuspid regurgitation 6 (8.8) 24 (12.1) 2 (8.7) 8 (8.6) 0.01 
Severe aortic regurgitation 1 (1.5) 2 (1.0) 1 (4.3) 1 (1.1) 0.11 
Severe mitral regurgitation 16 (23.5) 50 (25.3) 3 (13.0) 21 (22.6) 0.27 

Abbreviations: ACEi, ACE inhibitor; ARB, angiotensin receptor blocker; ECMO, extracorporeal membrane oxygenation. 
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and CRT-P as compared to no device (Fig. 2B). When stratified by LVAD 
type, CRT-D in patients with HVAD was associated with nearly a 5-fold 
increase in late RVF after adjustment (HR 4.73, 95% CI 1.71–13.1, p =

0.003), while no significant association with late RVF was observed 
across the groups in patients with HM2 (HR 1.41, 95% CI (0.49–4.06), p 
= 0.52). Furthermore, when stratified by continent, a nonsignificant 

Fig. 1. Kaplan-Meier estimates for the cumulative incidence of A.) mortality and B.) late right ventricular failure as stratified by the presence or absence of cardiac 
implantable electronic device. 
Captions: Log-rank p values; A.) 0.83 B.) 0.02. 

Fig. 2. Unadjusted and adjusted Cox regression models for primary endpoints as stratified by cardiac implantable electronic device, A.) Death and B.) late right 
ventricular failure. 
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trend was observed with increased risk of late RVF in the United States in 
CRT-D (HR 2.31, 95% CI 0.96–5.53, p = 0.06), while no significant as
sociation with late RVF was observed in the European cohort (HR 1.71, 
95% CI 0.46–6.42, p = 0.43). 

3.2.2. Secondary endpoints 
Early RVF occurred in 205 patients: 57/146 (39.0%) in those without 

a device, 96/239 (40.2%) in ICD, 11/28 (39.3%) in CRT-P, and 41/110 
(37.3%) in CRT-D. After multivariable logistic regression, there were no 
differences in early RVF across CIED subtypes compared to no device 
(ICD: odds ratio [OR] 1.11, 95% confidence interval [CI] 0.67–1.85, p =
0.7; CRT-P: OR 0.95, 95% CI 0.37–2.41, p = 0.9; and CRT-D: OR 1.09, 
95% CI 0.56–1.90, p = 0.9). A total of 109 (20.8%) patients experienced 
symptomatic VT and 73 (20.8% of those with a defibrillator device) 
patients experienced an ICD shock. There was over a three-fold and 
nearly five-fold higher likelihood of experiencing symptomatic VT in 
those with an ICD and CRT-D, respectively, when compared to no de
vice. However, when compared to those with an ICD, patients with a 
CRT-D had no significant difference in experiencing ICD shocks 
(Table 2). 

3.3. Sub-analysis: CIED with defibrillator vs no-defibrillator and CRT vs 
no-CRT 

To further evaluate the independent association of defibrillator and 
CRT on long-term outcomes, the cohort was grouped by presence of 
defibrillator (CIED-D, including ICD and CRT-D) vs none (N = 350 and 
N = 174, respectively) and CRT (including CRT-D and CRT-P) vs none 
(N = 350 and N = 179, respectively). After multivariable adjustment, 
there were no differences in death for both groups. Lastly, presence of 
ICD was not associated with late RVF; however, the presence of CRT was 
associated with late RVF after adjustment (Fig. 3). 

4. Discussion 

Using a large, multicenter international registry we have demon
strated several key findings to advance our understanding of CIED 
therapy in patients with a CF-LVAD. First, there were no differences in 
mortality or rate of transplant with respect to the presence or absence of 
CIED. These findings remained when patients were grouped into CIED 

with defibrillator vs. without defibrillator and CRT vs. no-CRT. Sec
ondly, there were no differences among CIED subtypes with early RVF, 
however only CRT-D was associated with a nearly three-fold increased 
risk of late RVF. Lastly, there was a higher likelihood of symptomatic VT 
in patients with CRT-D than ICD when compared to no device, although 
there was no difference in ICD shocks when CRT-D and ICD were 
compared. Taken together, these results suggest lack of mortality benefit 
with CIED and potential increased morbidity in those with CRT and CF- 
LVAD. 

Ventricular arrhythmias remain common after LVAD implantation, 
yet there remains uncertainty on the use of continued defibrillator in 
patients with an LVAD in the absence of randomized-controlled trials. 
[3] In a recent retrospective multicenter European study from the PCHF- 
VAD registry involving 448 patients with 54% with pre-existing defi
brillator, contrasting results to the present data were reported showing a 
survival advantage in those patients with a CIED-D vs no defibrillator 
(HR 0.65, 95% CI 0.46–0.91, p = 0.012) [7]. However, there were 
several differences in the methodology as compared to the TRAViATA 
registry: the PCHF-VAD registry also included patients with LVADs as 
destination therapy and HeartMate 3 devices; and the outcome analysis 
was performed using a time-varying analysis, thus accounting only for 
CIEDs active during ongoing LVAD support. It is also important to note 
our cohort differs based on inclusion of US centers and a higher preva
lence of CIED use prior to LVAD (74% with CIED, 67% with defibril
lator), closer in line with prior studies with approximately 80% of LVAD 
recipients with ICD in the US [12]. Yet, this finding remained after 
stratification of our cohort into US and Europe cohorts (CIED-D vs no- 
defibrillator; Europe: OR 0.63, 95% 0.28–1.42, p = 0.26; US: OR 0.48, 
95% CI 0.12–2.01, p = 0.32). While these conflicting results may suggest 
a more selective process for defibrillator placement in Europe in those 
that may benefit, it may also be influenced by other competing factors in 
those with a defibrillator, such as a more chronic and stable course 
allowing continuation of beta blocker therapy to suppress ventricular 
arrhythmias. 

Our data supports the majority of increasing observational data, 
predominately from US centers, showing no survival advantage with 
continued ICD therapy [10]. In a meta-analysis of 937 patients from 6 
retrospective observational studies from 2009 to 2015 consisting of both 
pulsatile and CF-LVAD, there was a significant 39% relative risk 
reduction in mortality in those with as compared to without ICD. 
However, no significant reduction was found when limited to CF-LVADs. 
[13] Other single-center, contemporary studies involving CF-LVAD have 
similarly shown no mortality reduction in the presence of an ICD 
[12,14]. Still, ventricular arrhythmias in the LVAD population represent 
a significant risk factor for mortality [15]. Whether ventricular 
arrhythmia post-LVAD is a marker of a sicker population or a modifiable 
risk factor with ICD therapy is unknown in the absence of randomized 
data. 

The clinical benefit of CRT has been firmly established in preventing 
hospitalizations, improving symptoms, and reducing mortality in 
ambulatory HF patients; however, approximately one-third of patients 
are considered non-responders [4,16]. Similar to ICD therapy, many 
patients with pre-existing CRT continue biventricular pacing post LVAD 
implantation with no supporting mortality benefit in a group that may 
already be considered non-responders. In 488 patients with a CF-LVAD, 
Gopinathannair et al. demonstrated no difference in mortality, hospi
talization, ventricular arrhythmias or ICD therapies in those with CRT-D 
as compared to ICD [8]. The present study confirms these previous 
findings suggesting no survival advantage of CRT in CF-LVAD. The LV 
unloading provided by the LVAD may overcome any potential benefit 
from CRT, thus awareness should be aimed toward potential morbidity 
associated with continued use. 

Previous studies have shown CRT-D is associated with no difference 
or decreased risk of ventricular arrhythmias compared to those with an 
ICD or LV lead programmed off. In a recent randomized crossover study 
of 30 patients with an LVAD and CRT, patients were alternated on RV 

Table 2 
Association of presence and absence of CIED and outcomes using logistic 
regression.  

Outcomes Groups Unadjusted 
OR 

(95% CI) 

P-value Adjusted OR 
(95% CI) 

P-value 

Early right 
ventricular 
failure 

None Ref – Ref – 
ICD 1.05 

(0.69–1.60) 
0.83 1.11 

(0.67–1.95) 
0.70 

CRT-P 0.44–2.31 0.98 0.95 
(0.37–2.41) 

0.90 

CRT-D 0.93 
(0.56–1.55) 

0.77 1.09 
(0.56–1.90) 

0.89 

Symptomatic 
ventricular 
arrhythmia 

None Ref – Ref – 
ICD 3.43 

(1.78–6.66) 
<0.001 3.22 

(1.56–6.65) 
0.002 

CRT-P 2.48 
(0.79–6.66) 

0.12 1.68 
(0.51–5.64) 

0.40 

CRT-D 5.03 
(2.46–10.27) 

<0.001 4.63 
(2.12–10.11) 

<0.001 

ICD Shocks ICD Ref – Ref – 
CRT-D 1.45 

(0.85–2.49) 
0.17 1.54 

(0.85–2.78) 
0.16 

Abbreviations: HR, hazards ratio; CI, confidence interval. 
Caption: Covariables in the adjusted model: age, BMI, male, diabetes, LVAD, 
ischemic etiology, INTERMACS profile, creatinine, prior cardiac surgery, prior 
stroke, tricuspid valve repair and continent. 
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and biventricular pacing for 7–14 day periods [17]. In addition to 
improved functional status and quality of life, the investigators also 
demonstrated fewer ventricular tachyarrhythmias in the RV pacing as 
compared to biventricular pacing group (13% vs 30%, respectively, p =
0.03). We similarly describe a possible proarrhythmic effect with CRT-D. 
[8,9,18] It is important to note that ventricular arrhythmias are often 
tolerated in patients with an LVAD, therefore our analysis focused on 
clinically significant arrhythmias that lead to syncope, cardioversion, or 
ICD shocks [19]. While we demonstrated a higher overall risk of 
symptomatic ventricular arrhythmias in those with CRT-D than ICD as 
compared to no device, there was no difference in ICD shocks between 
CRT-D. Nevertheless, the higher overall risk of ventricular arrhythmias 
in those with CRT-D may reflect an overall sicker population not 
accounted for in the adjusted model, however plausible mechanisms 
may account for the proarrhythmic effect of CRT by altering the 
myocardial substrate LVAD population. Some studies have suggested 
that CRT, especially in non-responders, may potentially promote ven
tricular arrhythmias through increasing transmural dispersion of repo
larization [20]. Following LVAD implantation, those with prolonged 
repolarization have been similarly shown to be at higher risk of ven
tricular arrhythmia [21]. As those with LVADs may be considered CRT 
non-responders by default, an unintended increase in repolarization 
dispersion caused by continued CRT may overtime lead to frequent 
ventricular arrhythmias. 

The novel finding from the present study was the association with 
late RVF in those with CRT-D. Furthermore, this association remained 
when evaluating patients with CRT vs no CRT and not observed in ICD vs 
no ICD, further strengthening the independent role of CRT on late RVF. 

Affecting approximately 10% of LVAD recipients, late RVF is associated 
with frequent hospitalization, poorer quality of life, and worse survival 
than those without late RVF [22,23]. Although our study is not equipped 
to identify underlying mechanisms of late RVF, we hypothesize that the 
improved ventricular synchrony with biventricular pacing could para
doxically lead to increased suction events, dynamic obstruction, ven
tricular arrhythmias, and RVF, as the mechanical desynchrony and 
abnormal septal motion caused by the LVAD may be needed to prevent 
these adverse events [19]. Also, when the analysis was separated by 
VAD type, only those with an HVAD were at risk of late RVF, a finding 
that concurs with trial data demonstrating increased RVF in those HVAD 
[2]. As our overall model adjusted for LVAD type, this may suggest that 
CRT amplifies the risk of RVF in those with HVAD. Lastly, although an 
association with late RVF was not observed in those with CRT-P, it may 
suggest an important influence of the combined defibrillator on late 
RVF. Importantly, the small sample size and low number of events in this 
group limits adequate comparisons. 

4.1. Study limitations 

The present study must be interpreted in the context of several 
limitations. First, as a retrospective observational study, causality 
cannot be assumed, and these results should be interpreted as 
hypothesis-generating. Secondly, there is potential for selection bias as 
CIED therapy was not randomized and the reason for device implanta
tion was unknown. To strengthen our findings, we performed separate 
analyses grouping all patients with a defibrillator (ICD and CRT-D) vs no 
defibrillator and all patients with CRT (CRT-P and CRT-D) vs no CRT 

Fig. 3. Unadjusted and adjusted Cox regression models for primary endpoints as stratified by A.) Combined defibrillator vs no defibrillator B.) combined cardiac 
resynchronization vs no cardiac resynchronization therapy. 
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that demonstrated similar outcome observations as compared to pre
determined CIED grouping analysis. Also, 12 patients with no device 
prior to LVAD received an ICD post-VAD. However, after exclusion of 
these patients in the outcome analyses, the results did not differ. Thirdly, 
CIED programming and interrogation data were not available. There
fore, information such as appropriate defibrillation, percentage of 
biventricular pacing, programming changes in the follow-up period, or if 
those with a CRT had an active LV lead were not available. Importantly, 
none of the centers included in our registry have adopted a policy to 
deactivate LV leads. Fourth, LVAD settings in the peri- and postoperative 
period and in follow-up were not captured in the registry. It remains 
unknown if LVAD settings contributed to late RVF in those with CRT-D. 
Fifth, we excluded patients with Heartmate 3 as it was still under 
investigation during the registry creation. Furthermore, we have 
excluded those with LVAD implanted as destination therapy, and 
important subgroup that warrants further investigation, particularly as 
the group may be at higher risk of long-term events, such as late RVF. 
Lastly, the multivariable models were adjusted for available risk factors 
based on prior literature and availability within the dataset. While 
additional factors may influence risk-relationships, such as invasive 
hemodynamic and echocardiographic parameters, these observations 
still inform the association between CIED and risk of adverse events in a 
large cohort of patients with an LVAD. 

5. Conclusion 

In patients with CF-LVAD awaiting transplant in a large, interna
tional cohort, CIED therapy was not associated with improved survival, 
however only those with CRT-D were at risk of late RVF. A prospective 
randomized study is needed to determine the role of continued ICD 
therapy on outcomes and if deactivating the LV lead in patients with pre- 
existing CRT will mitigate the risk of late RVF in patients with an LVAD. 
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Thorsten Westerstroöms Stiftelse and ALF grants Region Skåne. 

Disclosures 

JH reports receiving honoraria from Medtronic, Abbott, Boston Sci
entific, Biotronik, Janssen Pharmaceuticals, Bristol-Myers Squibb, 
Altathera Pharmaceuticals, Zoll Medical, and Biosense-Webster, equity 
in Acutus Medical and Vektor Medical, and research grants from Bio
tronik and Biosense-Webster. PS reports grant support from Abbott and 
consulting for Procyrion. LK reports consulting for Medtronic. MC re
ports institutional research grants from Novartis and Abbott, institu
tional clinical trial contracts from Novartis and Corvia, honoraria for 
lectures, presentations, educational events or Advisory Boards from 
Novartis, GE Healthcare, Pfizer, Bayer, Boehringer-Ingelheim, AstraZe
neca, Teva Pharmaceutical Industries, Sanofi, LivaNova. EA reports 
receiving honoraria from Abbott and Medtronic. 

Other authors have no relevant disclosures. 

References 

[1] M.S. Slaughter, J.G. Rogers, C.A. Milano, S.D. Russell, J.V. Conte, D. Feldman, 
B. Sun, A.J. Tatooles, R.M. Delgado, J.W. Long, T.C. Wozniak, W. Ghumman, D. 
J. Farrar, O.H. Frazier, H.I. Investigators, Advanced heart failure treated with 
continuous-flow left ventricular assist device, N. Engl. J. Med. 361 (2009) 
2241–2251. 

[2] J.G. Rogers, F.D. Pagani, A.J. Tatooles, G. Bhat, M.S. Slaughter, E.J. Birks, S. 
W. Boyce, S.S. Najjar, V. Jeevanandam, A.S. Anderson, I.D. Gregoric, H. Mallidi, 

K. Leadley, K.D. Aaronson, O.H. Frazier, C.A. Milano, Intrapericardial left 
ventricular assist device for advanced heart failure, N. Engl. J. Med. 376 (2017) 
451–460. 

[3] H. Raasch, B.C. Jensen, P.P. Chang, J.P. Mounsey, A.K. Gehi, E.H. Chung, B. 
C. Sheridan, A. Bowen, J.N. Katz, Epidemiology, management, and outcomes of 
sustained ventricular arrhythmias after continuous-flow left ventricular assist 
device implantation, Am. Heart J. 164 (2012) 373–378. 

[4] M.R. Bristow, L.A. Saxon, J. Boehmer, S. Krueger, D.A. Kass, T. De Marco, 
P. Carson, L. DiCarlo, D. DeMets, B.G. White, D.W. DeVries, Feldman AM and 
comparison of medical therapy pc, and defibrillation in heart failure 
(COMPANION) Investigators. Cardiac-resynchronization therapy with or without 
an implantable defibrillator in advanced chronic heart failure, N. Engl. J. Med. 350 
(2004) 2140–2150. 

[5] E. Simsek, S. Nalbantgil, E. Demir, H.S. Kemal, I. Mutlu, P. Ozturk, C. Engin, 
T. Yagdi, M. Ozbaran, Survival benefit of implantable-cardioverter defibrillator 
therapy in ambulatory patients with left ventricular assist device, Transplant. Proc. 
51 (2019) 3403–3408. 

[6] V. Kutyifa, G. Fernandez, S. Sherazi, M. Aktas, D. Huang, S. McNitt, A. Papernov, 
M. Wang, H.T. Massey, L. Chen, J.D. Alexis, Implantable cardioverter defibrillators 
and survival in continuous-flow left ventricular assist device patients, ASAIO J. 65 
(2019) 49–53. 

[7] M. Cikes, N. Jakus, B. Claggett, J.J. Brugts, P. Timmermans, A.C. Pouleur, P. Rubis, 
E.M. Van Craenenbroeck, E. Gaizauskas, S. Grundmann, S. Paolillo, E. Barge- 
Caballero, D. D’Amario, A. Gkouziouta, I. Planinc, J.F. Veenis, L.M. Jacquet, 
L. Houard, K. Holcman, A. Gigase, F. Rega, K. Rucinskas, S. Adamopoulos, 
P. Agostoni, B. Biocina, H. Gasparovic, L.H. Lund, A.J. Flammer, M. Metra, 
D. Milicic, F. Ruschitzka, registry P-V, Cardiac implantable electronic devices with 
a defibrillator component and all-cause mortality in left ventricular assist device 
carriers: results from the PCHF-VAD registry, Eur. J. Heart Fail. 21 (2019) 
1129–1141. 

[8] R. Gopinathannair, H. Roukoz, A. Bhan, A. Ravichandran, M.M. Ahmed, 
D. Familtsev, G. Bhat, J. Cowger, M. Abdullah, C. Sandesara, R. Dhawan, E.J. Birks, 
J.R. Trivedi, M.S. Slaughter, Cardiac resynchronization therapy and clinical 
outcomes in continuous flow left ventricular assist device recipients, J. Am. Heart 
Assoc. 7 (2018). 

[9] J.W. Schleifer, F. Mookadam, E.P. Kransdorf, U. Nanda, J.C. Adams, S. Cha, O. 
E. Pajaro, D.E. Steidley, R.L. Scott, T. Carvajal, R.A. Saadiq, K. Srivathsan, Effect of 
continued cardiac resynchronization therapy on ventricular arrhythmias after left 
ventricular assist device implantation, Am. J. Cardiol. 118 (2016) 556–559. 

[10] D. Feldman, S.V. Pamboukian, J.J. Teuteberg, E. Birks, K. Lietz, S.A. Moore, J. 
A. Morgan, F. Arabia, M.E. Bauman, H.W. Buchholz, M. Deng, M.L. Dickstein, A. El- 
Banayosy, T. Elliot, D.J. Goldstein, K.L. Grady, K. Jones, K. Hryniewicz, R. John, 
A. Kaan, S. Kusne, M. Loebe, M.P. Massicotte, N. Moazami, P. Mohacsi, M. Mooney, 
T. Nelson, F. Pagani, W. Perry, E.V. Potapov, J. Eduardo Rame, S.D. Russell, E. 
N. Sorensen, B. Sun, M. Strueber, A.A. Mangi, M.G. Petty, J. Rogers, 
Transplantation ISfHaL, The 2013 International Society for Heart and Lung 
Transplantation Guidelines for mechanical circulatory support: executive 
summary, J. Heart Lung Transplant. 32 (2013) 157–187. 

[11] E. Ammirati, M. Brambatti, O. Braun, P. Shah, M. Cipriani, Q.M. Bui, J. Veenis, 
E. Lee, R. Xu, K.N. Hong, C.M. Van de Heyning, E. Perna, P. Timmermans, M. Cikes, 
J.J. Brugts, G. Veronese, J. Minto, S. Smith, G. Gjesdal, Y.K. Gernhofer, C. Partida, 
L. Potena, M. Masetti, S. Boschi, A. Loforte, N. Jakus, D. Milicic, J. Nilsson, D. De 
Bock, C. Sterken, K. Van den Bossche, F. Rega, H. Tran, R. Singh, J. Montomoli, 
M. Mondino, B. Greenberg, C.F. Russo, V. Pretorius, K. Liviu, M. Frigerio, E. 
D. Adler, Outcome of patients on heart transplant list treated with a continuous- 
flow left ventricular assist device: Insights from the TRans-Atlantic registry on VAd 
and TrAnsplant (TRAViATA), Int. J. Cardiol. 324 (2021) 122–130. 

[12] K.J. Clerkin, V.K. Topkara, R.T. Demmer, J.M. Dizon, M. Yuzefpolskaya, J.A. Fried, 
X. Mai, D.M. Mancini, K. Takeda, H. Takayama, Y. Naka, P.C. Colombo, A. 
R. Garan, Implantable cardioverter-defibrillators in patients with a continuous- 
flow left ventricular assist device: an analysis of the INTERMACS registry, JACC 
Heart Fail. 5 (2017) 916–926. 

[13] K. Vakil, F. Kazmirczak, N. Sathnur, S. Adabag, D.J. Cantillon, E.L. Kiehl, R. Koene, 
R. Cogswell, I. Anand, H. Roukoz, Implantable cardioverter-defibrillator use in 
patients with left ventricular assist devices: a systematic review and Meta-analysis, 
JACC Heart Fail. 4 (2016) 772–779. 

[14] A. Kumar, V. Tandon, D.M. O’Sullivan, E. Cronin, J. Gluck, J. Kluger, ICD shocks in 
LVAD patients are not associated with increased subsequent mortality risk, 
J. Interv. Card. Electrophysiol. 56 (2019) 341–348. 

[15] N. Makki, O. Mesubi, C. Steyers, B. Olshansky, W.T. Abraham, Meta-analysis of the 
relation of ventricular arrhythmias to all-cause mortality after implantation of a 
left ventricular assist device, Am. J. Cardiol. 116 (2015) 1385–1390. 

[16] C. Daubert, N. Behar, R.P. Martins, P. Mabo, C. Leclercq, Avoiding non-responders 
to cardiac resynchronization therapy: a practical guide, Eur. Heart J. 38 (2017) 
1463–1472. 

[17] B.B. Chung, J.S. Grinstein, T. Imamura, E. Kruse, A.B. Nguyen, N. Narang, L. 
H. Holzhauser, D. Burkhoff, R.M. Lang, G.T. Sayer, N.Y. Uriel, Biventricular pacing 
versus right ventricular pacing in patients supported With LVAD, JACC Clin. 
Electrophysiol. 8 (2021) 1003–1009. 

[18] H. Roukoz, A. Bhan, A. Ravichandran, M.M. Ahmed, G. Bhat, J. Cowger, 
M. Abdullah, R. Dhawan, J.R. Trivedi, M.S. Slaughter, R. Gopinathannair, 
Continued versus suspended cardiac resynchronization therapy after left 
ventricular assist device implantation, Sci. Rep. 10 (2020) 2573. 

[19] D.D. Berg, M. Vaduganathan, G.A. Upadhyay, J.P. Singh, M.R. Mehra, G. 
C. Stewart, Cardiac implantable electronic devices in patients with left ventricular 
assist systems, J. Am. Coll. Cardiol. 71 (2018) 1483–1493. 

D. Darden et al.                                                                                                                                                                                                                                 

http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0005
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0005
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0005
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0005
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0005
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0010
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0010
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0010
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0010
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0010
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0015
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0015
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0015
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0015
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0020
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0020
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0020
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0020
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0020
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0020
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0025
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0025
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0025
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0025
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0030
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0030
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0030
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0030
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0035
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0035
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0035
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0035
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0035
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0035
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0035
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0035
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0035
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0040
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0040
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0040
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0040
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0040
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0045
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0045
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0045
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0045
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0050
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0050
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0050
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0050
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0050
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0050
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0050
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0050
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0050
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0055
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0055
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0055
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0055
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0055
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0055
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0055
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0055
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0055
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0060
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0060
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0060
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0060
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0060
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0065
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0065
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0065
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0065
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0070
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0070
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0070
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0075
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0075
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0075
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0080
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0080
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0080
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0085
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0085
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0085
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0085
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0090
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0090
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0090
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0090
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0095
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0095
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0095


International Journal of Cardiology 340 (2021) 26–33

33

[20] J.M. Fish, J.M. Di Diego, V. Nesterenko, C. Antzelevitch, Epicardial activation of 
left ventricular wall prolongs QT interval and transmural dispersion of 
repolarization: implications for biventricular pacing, Circulation. 109 (2004) 
2136–2142. 

[21] J.D. Harding, V. Piacentino, S. Rothman, S. Chambers, M. Jessup, K.B. Margulies, 
Prolonged repolarization after ventricular assist device support is associated with 
arrhythmias in humans with congestive heart failure, J. Card. Fail. 11 (2005) 
227–232. 

[22] J.D. Rich, I. Gosev, C.B. Patel, S. Joseph, J.N. Katz, P.M. Eckman, S. Lee, 
K. Sundareswaran, A. Kilic, B. Bethea, B. Soleimani, B. Lima, N. Uriel, M. Kiernan, 
Investigators EMSRGE, The incidence, risk factors, and outcomes associated with 
late right-sided heart failure in patients supported with an axial-flow left 
ventricular assist device, J. Heart Lung Transplant. 36 (2017) 50–58. 

[23] K. Takeda, H. Takayama, P.C. Colombo, M. Yuzefpolskaya, S. Fukuhara, J. Han, 
P. Kurlansky, D.M. Mancini, Y. Naka, Incidence and clinical significance of late 
right heart failure during continuous-flow left ventricular assist device support, 
J. Heart Lung Transplant. 34 (2015) 1024–1032. 

D. Darden et al.                                                                                                                                                                                                                                 

http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0100
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0100
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0100
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0100
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0105
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0105
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0105
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0105
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0110
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0110
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0110
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0110
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0110
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0115
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0115
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0115
http://refhub.elsevier.com/S0167-5273(21)01299-7/rf0115

	Cardiovascular implantable electronic device therapy in patients with left ventricular assist devices: insights from TRAViATA
	1 Introduction
	2 Methods
	2.1 Study population
	2.2 Definitions and outcomes
	2.3 Statistical analysis

	3 Results
	3.1 Baseline characteristics
	3.2 Outcomes
	3.2.1 Primary endpoints
	3.2.2 Secondary endpoints

	3.3 Sub-analysis: CIED with defibrillator vs no-defibrillator and CRT vs no-CRT

	4 Discussion
	4.1 Study limitations

	5 Conclusion
	Funding
	Disclosures
	References


