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Purpose: Primary graft dysfunction (PGD) is a leading cause of death
within 30 days of heart transplant. Advancements in organ procurement in
donors after circulatory death (DCD) including normothermic regional
perfusion (NRP) have led to increased utilization in recent years. The
purpose of this study was to assess incidence of PGD in a modern cohort of
heart transplants who received donors after brain death (DBD) versus DCD
allografts procured using NRP. Risk factors for PGD were also assessed.
Methods: This was a retrospective cohort analysis of adult, heart-only
transplants at a single center from 1/1/21-6/30/23. Modified ISHLT 2014
Consensus Criteria were used; moderate and severe PGD were defined by
need for intra-aortic balloon pump and/or extracorporeal membrane oxy-
genation post-transplant. Risk factors were assessed in univariate analyses
and multivariable logistic regression.

Results: 172 patients met inclusion criteria; 100 DBD, 72 NRP. The DBD
arm had higher rates of inotrope dependence and mechanical circulatory
support (MCS) pre-transplant, while the NRP arm had longer total is-
chemic time and MCS duration. Other baseline characteristics were si-
milar. Incidence of PGD was non-significantly higher in the NRP arm
(22% vs 13%, p=0.11). In the multivariable model, NRP was associated
with significantly higher risk of PGD (OR 2.66, p=0.03). PGD patients had
longer ICU stays, post-transplant inotrope duration, and higher rates of
renal replacement therapy. Post-transplant mortality and cardiac function
were not significantly different (Table 1).

Conclusion: After adjustment for demographics and clinical character-
istics, NRP was associated with higher risk of PGD compared to DBD.
While index hospitalization resource utilization was increased for PGD
patients, midterm outcomes were not different. Further studies are war-
ranted to understand characteristics of NRP that may be associated with
increased PGD risk, as well as the clinical significance of PGD post-NRP.

Table 1. Primary and Secondary Outcomes in DBD vs NRP and PGD vs Non-PGD arms
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Purpose: Clinical DCD heart transplantation (HTx) was established in the
UK in 2015 and now accounts for more than 30% of UK HTx. Early graft
dysfunction (EGD) post-transplant requiring veno-arterial extra-corporeal
membrane oxygenation (VA-ECMO) support is more common in DCD
heart recipients. There is paucity of data on the impact of early graft
dysfunction requiring (VA-ECMO) on recipient survival in DCD HTx.
Methods: This is a single-centre retrospective study of consecutive DCD
HTx performed between February 2015 and July 2024. Multi-organ
transplants were excluded. The recipients were divided in two groups
according to those with and without EGD post-transplant. Donor and re-
cipient characteristics, duration of ICU and hospital stays were compared
using logistic regression. Post-transplant survival was assessed with
Kaplan-Meier analysis and compared with log-rank test.

Results: There were DCD HTx of which 27 (21.1%) developed EGD and
required VA-ECMO support. Baseline characteristics are summarized in
Tablel. EGD post-transplant was associated with longer ICU stay (5 vs
18.5 days, p<0.001) and hospital stay (20 vs 42 days, p <0.001). Survival
free of re-transplantation was significantly worse in the EGD group at 90
days (74.1% vs 99% ys, p <0.001). However, long-term conditional sur-
vival of recipients who survived the first 90 days post-transplant was si-
milar (Figurel).

Conclusion: In this study, DCD heart recipients who developed EGD
requiring VA-ECMO support after HTx had longer ICU and hospital stays
and lower survival. However, EGD recipients who survived the first 90
days post-transplant, their long-term survival was comparable to those
without EGD. Further studies are needed to identify modifiable risk factor
for the development of EGD following DCD HTx to improve outcomes.
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ing first 90 days.

Incidence Primary Graft Dysfunction, n (%) 29(16.9) 13(13) 16(222) 041
Moderate PGD 23(134) 1(11) 12(167) 028
Severe PGD 6(3.5) 2(2) 4(5) 021

[Secondary Outcomes
Duration MCS post-transplant, days, median (IQR)
1ABP 2(2:3) 2(23) 2(23) 048
ECMO 1.5(1-4) 25(14) 15(1-3.5) 0.74
Vasoplegia Inotrope Score (VIS)* 16.5(10.9-24.5) 16.4(10.6-24.2) 16.8(112-24.7) 098
Inotrope Score** 156(10.322.5) 158 (8.8222) 15.4(11-22.6) 096
Mortality
30-day 2(12) 1(1) 1(14) 089
1year 5(2.9) 2(2) 3(a.2) 038
3 year 10(5.8) 5(5) 5(6.9) 034
LVEF, %, median (IQR)
30-day 65(60-71) 65 (60-72) 64 (60-69) 041 Table 1: Bascline denor
Lyear 62(57-67) 62(57-67) 61(56-67) 053
Hospital length of stay, days, median (IQR) 15(13-22) 15(12.3-24) 15(13-208) 042
ICU length of stay, days, median (IQR) 5(4-8) 5(4-8) 5(-7) 017
Days on inotrope post, median (IQR) 6(58) 6(58) 6(59) 063
Days intubated post, median (IQR) 2(23) 2(2:3) 2(23) 089
Days requiring pacing, median (IQR) 3(1-6) 3(2:8) 2(0-5) 013
Post-op Renal Failure requiring RRT, n (%) 20(11.6) 14 (14) 6(8.3) 025
Outcomes: P on-PGD o ) on-PGD P-value
Vasoplegia Inotrope Score (VI5)* 16.5(10.9-24.5) 26.7(15.4-39.2) 154 (9.9216) 0.001
Inotrope Score** 15.6 (10.3-22.5) 21.9 (16.6-36.9) 14.8 (9.1-21.5) 0.001
Mortality
30-day 2(12) 1(34) 1(07) 031
1year 5(2.9) 1(34) 4(28) 085
10(5.8) 1(34) 9(6.3) 055
LVEF, %, median (IQR)
30-day 65(60-71) 66 (62-72.5) 64.5(60-71) 025
Lyear 62(57-67) 60 (54-65) 62(57-67) 015
Hospital length of stay, days, median (IQR) 15 (13-22) 20(12.5-34) 15(13-21) 013
ICU length of stay, days, median (IQR) 5(a-8) 7(6-13.5) 5@7) 003
IDays on inotrope post, median (IQR) 6(5-8) 8(6-11) 6(5-7) 0.02
Days intubated post, median (IQR) 2(23) 4(34.5) 2(22) 018
IDays requiring pacing, median (IQR) 3(16) 3(258) 3(16) 049
Post-op Renal Failure requiring RRT, n (%) 20(11.6) 8(27.6) 12(8.4) 0.003
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