
SGLT2i). The primary endpoint will be the improvement of LV systolic and right ven-
tricular systolic function as assessed by conventional, TDI and myocardial
deformation speckle tracking parameters. A univariate and multivariate analysis will
be performed to search for predictors of improvement of systolic function.
Conclusions: This is the first international multicentre registry evaluating biventricu-
lar function by conventional and advanced echocardiography in patients with HF and
T2DM starting and no-starting SGLT2i therapy.

575 Heart failure as the cancer for the heart: the prognostic role of the new
TNM-like classification
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Aims: Heart failure (HF) is the pandemic of the third millennium accounting for the
highest mortality rate among general population, second only to lung cancer. Beside
heart, HF can affect lungs and peripheral organs, such as kidney, liver, brain, eryth-
ropoiesis, leading to multiorgan dysfunction. This is similar to spread of cancer. We
proposed a new staging system of HF, named HLM, analogous to TNM classification
used in oncology, which refers to heart damage (H), instead of T for tumour, lung in-
volvement (L), instead of N for lymphnodes, and malfunction (M) of peripheral
organs, instead of M for metastasis. The aim of this study was a comparison of HLM
score with NYHA classes, ACC/AHA stages and HF classification by left ventricular
ejection fraction (LVEF), to assess the most accurate prognosis tool for HF patients,
in terms of a composite endpoint of all-cause death and hospitalization.
Methods and results: We performed a multicentre observational, prospective study
of consecutive patients admitted for HF, or at risk for HF. All parameters for heart,
lungs, and peripheral organ function were collected and examined. Each patient was
classified according to HLM, NYHA, ACC/AHA scores and LVEF, at hospital admission
and at discharge. The composite endpoint was all-cause death and rehospitalization;
the secondary endpoints were all-cause death, cardiac death, and rehospitalization.
Patients were followed up at 12months. We enrolled 2152 patients. Among those,
1720 patients completed the 12-months follow-up. Comparing HLM with other nosol-
ogies, the area under the ROC curve (AUC) was greater for HLM score than NYHA,
ACC/AHA and LVEF scores regarding the composite endpoint (HLM¼ 0.644;
NYHA¼ 0.580; ACC/AHA¼ 0.572; EF¼ 0.572) and all-cause death (HLM¼ 0.713;
NYHA¼ 0.596; ACC/AHA¼ 0.594; EF¼ 0.565). HLM score related AUC showed statisti-
cally significant differences compared to LVEF (P< 0.001), ACC-AHA (P< 0.001), and
NYHA (P< 0.001) scores’ AUC, in terms of all-cause death and the composite of all-
cause death and rehospitalization, at 12months follow-up. Moreover, the AIC and BIC
values to predict the composite of all-cause death and rehospitalization, all-cause
death, cardiac death and rehospitalization rate at 12months follow-up were always
lower for HLM model compared with the others.
Conclusions: According to our results, HLM score has greater prognostic power com-
pared to other nosologies, in terms of composite outcome, rehospitalization, and all-
cause death, as well as all-cause death, cardiac death, and rehospitalization, at
12months follow-up in HF patients. HLM score overcomes the cardiocentric view of
HF and it addresses the pathophysiological mechanisms underlining heart abnormali-
ties. Such a multivariable, holistic staging system may be used in HF patients, in
order to improve clinical management and to reduce healthcare costs.
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Aims: Following the COVID-19 pandemic-related lockdown period in Italy, people
have experienced psycho-physical distress. Many hospitals were converted in COVID-
19 healthcare places and many specialist outpatient’s services were drastically re-
duced. Virtual visits may represent a strategy to overcome the lack of HF
outpatient’s services, during this period. Our own experience underlines the

importance of virtual visits to face the clinical and health status deterioration, asso-
ciated with COVID-19, in HF outpatients.
Methods and results: We conducted an observational study, enrolling consecutive HF
outpatients, previously hospitalized at the Department of Clinical, Internal,
Anesthesiology and Cardiovascular Sciences of Sapienza University of Rome, who
were discharged within 31 March 2019, and 30 April 2019. Two follow-up periods
were scheduled: (i) within 20–30 days after the beginning of lockdown (ii) at 3months
after lockdown’s end. Virtual visits were conducted through telephone, assessing
changes in clinical and health status; the latter was assessed through the short ver-
sion of the Kansas City Cardiomyopathy Questionnaire (KCCQ-12). According to the
presence of at least one sign of HF deterioration, patients were divided into two
groups: Group 1: patients who experienced a modification in at least one clinical pa-
rameter suggestive of HF deterioration. Group 2: patients who do not experienced
any modification of HF deterioration clinical parameter. KCCQ-12 mean scores were
compared between the two groups, at both scheduled virtual visits, in order to eval-
uate any change in HF outpatients’ health status, during and after the COVID-19-
related-lockdown. 160 HF outpatients have been included in the study: 63 in the
group 1, 97 in the group 2. At the first virtual visit, group 1 reported significantly
lower mean KCCQ-12 score, compared to group 2 [46.2 (614.6) vs. 53.8 (611); CI:
95% 11.6 to� 3.6; P¼ 0.0003]. At the second virtual visit, group 1 patients reported
a slightly, but not statistically significant, lower mean KCCQ-12 score, compared to
group 2 [52.2 (6 13.3) vs. 53.1(614.4); 95% CI: �5.4 to 3.6; P¼ 0.69]. Comparing
the KCCQ-12 mean scores of each group between the two scheduled virtual visits,
group 1 reported a statistically significant increase at the second visit, compared to
the first [52.2 (613.3) vs. 46.2 (614.6); CI: 95% 1.1–11; P¼ 0.017]. Group 2 showed
no statistically significant variation of mean KCCQ-12 score between the two follow-
up periods [53.1 (614.4) vs. 53.8 (611); CI: 95% �4.3 to 3; P¼ 0.704].
Conclusions: we observed a significant worsening of health status in HF outpatients
who have experienced clinical deterioration. Therefore, patients were either hospi-
talized or received the optimization of diuretic and anti-hypertensive therapies. A
significant health status improvement was observed at three months after the end of
the lockdown, suggesting the importance of virtual visit as an adequate method to
follow-up HF outpatients, reporting particular benefits in those with worsening of HF
clinical signs and health status.

488 Candidacy for heart transplantation in adult congenital heart disease
patients: a single-centre, retrospective, cohort study
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Aims: End-stage heart failure (HF) is the leading cause of death in adult congenital
heart disease (ACHD) population. Heart transplantation (HTx) improves prognosis in
ACHD end-stage HF but candidacy evaluation, referral pattern, and correct listing
timing are not fully elucidated in this population. To evaluate factors associated to
refusal from Htx in ACHD patients with end-stage HF referred for HTx evaluation.
Methods and results: This retrospective cohort study enrolled consecutive ACHD
patients considered for HTx in our institution between 2014 and 2020 and patients
undergone HTx between 2000 and 2013. Refusal from HTx served as primary study
endpoint. Between 2014 and 2020, 46 ACHD patients were evaluated for HTx, 14
ACHD patients underwent HTx between 2001 and 2013. The main indication to HTx
in patients with single ventricle physiology was Fontan failure, while in patients with
systemic left ventricle and systemic right ventricle physiology, it was systemic ven-
tricular dysfunction. We compared clinical, anatomical and demographic data of 41
patients accepted for transplantation with 15 patients refused after screening. Risk
factors for refusal were: coexistence of multiple high risk features [odds ratio (OR):
3.6; 95% confidence interval (CI): 1.1–12.9; P 0.048]; anatomical factors (OR: 14.5;
95% CI: 3.1–68.4; P 0.001), out-of-centre ACHD/HTx program referral (OR: 5.3; 95%
CI: 1.5 to 19.0; p 0.01). Survival in patients accepted for HTx was significantly higher
than survival in patients declined from HTx with landmark comparison at 20, 40 and
60months of 87%, 78%, and 72% vs. 70%, 59%, and 20%, respectively. HTx refusal
identifies a high risk ACHD patient subgroup (hazard ratio for overall mortality: 3.1;
95% CI: 1.1–8.3; P 0.02).
Conclusions: In our study risk factors for refusal from HTx are adverse anatomical
features, coexistence of multiple conventional HTx high risk factors and out-of-
centre referral. ACHD patients refused from HTx present shorter time to death.
Efforts to increase HTx candidacy and to reduce referral delay in tertiary centre are
strongly necessary for this growing population.
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