
had restrictive cardiomyopathy with cardiogenic shock and DCM
secondary to cobalt poisoning. Classification of degree of heart
failure prior to LVAD was done as per INTERMACS score and 7
patients were classified at INTERMACS category 2, 3 patients in
INTERMACS category 3 and one in INTERMACS 4. 2 patients were
on prior ECMO support and 8 were on inotropes prior to LVAD
implant. 3 patients had high creatininemore than 2 and 3 had high
bilirubin and altered LIVER function. In all patients ECHO derived
RV function, RV stroke works index and pulmonary vascular resis-
tance were measures carefully. RV function parameters include
TAPSE, mean area change of RV and S' by tissue Doppler. PVR
calculated by cardiac catheterization with cardiac output mea-
sured by thermodilution catheter.
Results: 9 patients were discharged successfully from the hospital.
There was one hospital mortality due to sepsis and intracerebral
hemorrhage. And another due to severe right heart failure and liver
failure. All patients were put on oral anticoagulants (Warfarin). All
the 9 discharged patients were assessed every 2months post LVAD
with pump interrogation, echocardiography and clinician's judg-
ment of Quality of life (Minnesota QOLI) and PT/INR. All patients
reported a good to excellent improvement. 7 patients are doing
well with good pump parameters and no signs of heart failure after
a minimum of 4 months andmaximum of 3 years follow-up There
was one late mortality 18 months post LVAD due to fulminant
hepatic failure. There was no incidence of CVA or significant aortic
leak.
Conclusion: LV assist devices can be safely implanted in terminally
ill heart failure patients. Good patient selection, adequate patient
optimization before implant and timing of intervention are the key
to successful outcomes. Meticulous assessment and management
of RV function and strict anticoagulation regimen plays a crucial
role.

‘‘Big Heart Syndrome’’: A not
uncommon problem associated with
pediatric heart transplantation

R. Ravi Kumar *, K.G. Suresh Rao,
K.R. Balakrishnan, Muralikrishna

Fortis Malar Hospital, Chennai, India

Peadatric heart transplantation poses huge challenges especially in
developing country like India. A common challenge for sick chil-
dren with severe, end stage heart failure is paucity of donors of
similar weight, because child heart donors are rare in India.
Because of this problem some of the strategies employed by
transplant teams is usage of oversized donors up to 2 times body
weight and also utilizing ABO incompatible donors. Here we report
our unique experience in 2 children aged 13 years (HK,
weight = 37 kg) and 10 years (BJ, weight = 25 kg), both of whom
needed oversized donors.
We report 2 children suffering from end stage heart failure due to
dilated cardiomyopathy. Preoperatively, they were in INTERMACS
Grade 3–4 CHF and on intermittant IV milrinone infusion. Creati-
nine levels 1.8–2 mg/dl and bilirubin levels 2 mg and 2.7 mg/dl.
Cardiac cath showed PVR of 4 and 4.2 Wood units respectively.
They were transplanted with donor hearts of 65 kg and 50 kg
respectively. On the 2–3rd postoperative day, both patients had
seizures (right focal in one and generalized in other) followed by
reduced consciousness levels. BP was noted to be persistently
above 150/90 in the first 2 days although they were on one inotrope
(isoprenaline). The problemwas recognized as Big Heart Syndrome
and appropriate action take to reduce cerebral hyperperfusion and
reactive vasoconstriction with BP lowering using small doses of
nifedipine and NTG and slow tapering of inotrope. Both patients
recovered completely over next 8–10 days.

Big Heart Syndrome, a well described entity in countries with large
transplant programmes but not so commonly known in India. This
syndrome has been described when donor hearts are oversized.
This procedure is deemed suboptimal but becomes extremely
essential when recipient is sick because of heart failure and same
size donors are unavailable. This is a common problem in coun-
tries with Inadequate Organ Sharing and Donation programmes in
children with end stage heart failure below body weight of 35 kg.

Modified immunosuppressive regime
for heart transplant patients with
preoperative renal dysfunction

R. Ravi Kumar

Sr Cardiologist, Fortis Malar Hospital, 52 First Main Road, Gandhi Nagar,

Adyar, Chennai, India

We studied 36 patients who underwent heart transplant in our
center between 2011 and 2014 who had elevated creatinine more
than 1. 8 mg/dl and creatinine clearance less than 40 ml/min and
who were selected for a induction therapy using modified immu-
nosuppressive regime with the CD 25 inhibitor basilixmab (simu-
lect) – different from International protocols using antithymocyte
globulin or OK T3.
Patient profile – Age range 10–66 years, weight range – 34–70 kg,
creatinine range 1.8–2.6 mg/dl. All patients were NYHA class 3 and
above, 24 were in NYHA class 4 (severe CHF) and 16 were in
INTERMACS grade 3 and below.
Almost all had raised JVP with pedal edema, 20 had ascites and 26
had albumin less than 3 mg/dl.
LV EF 12–30%, 34 had moderate to severe RV dysfunction.
Cardiac cath done in all – RA mean = 18–24 mmHg, PA mean = 28–
40 mmHg PVR range = 2.1–4.5 Wood units. A total of 5 patients had
PVR more than 4 (labile with milrinone and nitric oxide).
All patients were put on IV milrinone infusion for 5–7 days before
heart transplant which reduced RA mean by average of 8 mmHg,
PVR by 2.3 WU, improved NYHA class by 1 grade and improved
urine output and Appetite. A total of 2 patients were tested with
inhaled NO with up to 18 mm fall in PA mean pressure.
Just before heart transplant, all patients received 10–20mg of basi-
liximab (dose as per bodyweight and general condition) single dose.
Post operatively in 26 patients creatinine levels normalized by day 5,
allowing initiation of tacrolimus. In other 10 patients tacrolimus
couldbestartedonlyatday10withno ill effectsor rejectionepisodes.
In all patients CD 25 level was checked on day 3 and second dose of
simulect given only of CD 25 more than 3%. Post op no patient had
sustained neutropenia. Only 2 patients needed therapy for azotemia
with post operative dialysis. A total of 1 patient died of severe RF and
sepsis. Advantages of induction therapy using basiliximab will be
discussedalongwithpathophysiologyofazotemia insevereCHFand
reversal of cardiorenal syndrome using milrinone.

Clinical significance of cysteine
cathepsins in human dilated
cardiomyopathy
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Background: Changes in the levels of proteases such as matrix
metalloproteases, calpains and cathepsins family are associated
with adverse cardiac remodeling an underlying mechanism
responsible for progression of heart failure in several cardiomyo-
pathies. Dilated cardiomyopathy or DCM is one such type of heart
muscle disorder characterized by ventricular dilation and impaired
systolic function. The critical role of both cathepsin L (CTSL) and
cathepsin B (CTSB) in maintaining normal cardiac physiology has
been observed in several studies. However, no information was
available on the status of these cysteine cathepsins in human
peripheral blood mononuclear cells of DCM patients.
Aim: The aim of the present study was to detect the activity of
cysteine cathepsins (L and B) in DCM patients and to investigate
whether levels of these cathepsins exhibit any correlations with
the critical clinical parameters associated with DCM.
Methods: Peripheral blood mononuclear cells isolated from DCM
patients (n = 30) along with corresponding age matched healthy
controls (n = 30) were used to study the enzymatic activity of
cathepsin L and B using spectroflourometry. Further, a correlation
analysis between the levels of these cathepsins with several clin-
ical and echocardiographic parameters in small group of these
DCM patients was carried out.
Results: The enzymatic activity of total cathepsins (L + B), cathe-
psin L and cathepsin B was found to be significantly higher (3 fold,
1.5 fold and 3.5 fold), respectively, in DCM patients as compared to
healthy controls. Area under the curve estimated by ROC analysis
was found to be 0.84, 0.85 and 0.80 for CTSL + B, CTSB and CTSL
respectively, which implicated their diagnostic utility. Moreover,
when DCM patients were divided into two subgroups on the basis
of calculated cut off values for CTSL + B, CTSL and CTSB enzyme
activity based on ROC analysis, high levels of CTSL + B and CTSB
were found to be significantly associated with poor left ventricular
ejection fraction (LVEF) and dilation of both left ventricle end-
diastolic and systolic dimensions in DCM patients.
Conclusion: This study for the first time demonstrates an associa-
tion between elevation of CTSL + B and CTSB activity in DCM
patients with severity of this disease. Therefore measurement of
these cysteine cathepsins level in blood could prove useful in the
management of Human Dilated Cardiomyopathy.

A case of right ventricular apical
thrombus

R. Girish *, S. Garg

Command Hospital (Central Command), Lucknow, India

A 39-year-oldmalewith no knownmodifiable coronary risk factors
or significant past medical/family history, symptomatic since the
past three months with episodic palpitations, presented on 07
February 2014 with a severe bout of palpitations, pre syncope
and hypotension. Evaluation revealed sustained monomorphic
ventricular tachycardia (VT) with right bundle branch block mor-
phology which was promptly terminated with 200 J synchronized
cardioversion successfully. Echocardiography revealed a dilated
globally hypokinetic right ventricle (RV) having prominent mod-
erator band and akinetic apex with a large (20 mm � 20 mm) ses-
sile thrombus; the left ventricle was normal. His coronary
angiogram and venous Doppler were normal but the cardiac
MRI revealed fibrofatty infiltration of RV apex and free wall, sug-
gesting a diagnosis of arrhythmogenic right ventricular cardio-
myopathy (ARVC). He was treated with amiodarone and acitrome
besides repeated DC shocks for recurrent VT. Hewas thrombolysed
with tenecteplase 40 mg on 17 February 2014 with resolution of the
RV apical thrombus, but the next day he developed right sided
pleuritic chest pain and CT–thorax revealed acute pulmonary
embolism with infarction in the lateral basal segment of right
lower lobe. He responded to conservative management and on
23 February 2014 a single chamber AICD was implanted. He appar-
ently had no recurrence of VT or thrombus till date. RV thrombus
occurs due to diverse aetiologies and have a varied clinical pre-
sentation. Echocardiography is the main diagnostic modality.
Anticoagulation and thrombolysis forms the mainstay of treat-
ment while surgery is indicated in selected cases.
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