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History of Presenting Illness

27 Y/O male with initial diagnosis of congestive heart failure made in May, 2018 after 
presenting to the hospital with 2-week history of worsening SOB. The patient was a 
smoker and had history of substance abuse including methamphetamines and 
cocaine. 

- CTPE which showed bilateral subsegmental PE, no evidence of a DVT in either 
lower extremity was negative. Placed on Coumadin (financial issues). 

- Echocardiography: Left Ventricle LVIDd: 7.35 cm, Left Ventricle LVIDd: 7.35 cm, EF 
20-25%, global hypokinesis. 

- CTA showed no obstructive CAD.  The patient did not have a family history of HF. 
TSH and Ferritin were also WNL. 

- Discharge medications: Metoprolol tartrate 25 mg BID, Lisinopril 2.5 mg daily, Lasix 
20 mg daily. 

- Readmitted in 9/24/2018 for ADHF and had single lead ICD placed. 



History of Presenting Illness 
Hospital Course 



Lab work 
Hospital Course 



ECHOCARDIOGRAPHY
Hospital Course 



Right Heart Cath
Hospital Course 



- Patient was discharged on 10/16/18 on Captopril, Aldactone and Torsemide after 
being diuresed aggressively. 

- Admitted on 11/18/18 to another facility, went into a  cardiogenic shock after 
receiving fluids and being started on Coreg. 

- He ended up requiring dobutamine assisted diuresis, EF reported 10% during that 
admission. Patient was discharged on dobutamine infusion 2 mcg/min. 

- Discharge medications also included: Aldactone 25 mg daily, 
Torsemide/Metolazone and Digoxin 250 mcg/daily. 

Further Work Up 
During initial hospitalization 



Further Course 

- Re-admitted on 12/31/18, with worsening SOB, RHC showed 
- RA 9, PA 38/22/28, wedge 17, CO 5.07, CI 2.4 (on dobutamine 2mcg/kg/min). 
- HMIII placed on 1/11/19, ( Patient had history of substance abuse, medication 

noncompliance, deemed high risk for HT. (INTERMACS score 3, EUROMACS score 
of 4 ( RV failure on Echo, INTERMACS score of 3) 

- Patient was transiently on Dobutamine for RV support post LVAD, then he was 
weaned off and transitioned to Digoxin/Metoprolol succinate /Lisinopril. 

- Echo 1/21/2019 post discharge showed (LVEDD 7.9 cm, EF<10%, RV function 
severely depressed, moderate TR). 



Echocardiogram 
3/20/2019



The patient presented in 8/2019 with hypertension and low flow 

alarms, the patient was moved to the unit and started on 

Nicardipine drip. 

Follow up Course



Echocardiogram 
8/20





Further Clinical Course 

- Echo 8/2019 showed EF 45%, mild RV depression, LVEDD 4.7 cm. LVAD 
cannula noted at the LV apex. Increased velocities across the 
inflow cannula during late systole is noted, suggestive of inflow 
cannula obstruction. Suspect suction event based on Doppler profile. 

- The patient was transitioned from Nicardipine drip to Norvasc, hydralazine 
and Aldactone for BP control. 

- RHC in 8/2019 showed (RA 4, PA 24/5/11, Wedge 8, CO 6.1 l/min, 3.2 
l/min/sqm). 

8/8/2019



Follow up Course 

• Patient continue to follow up as outpatient. 

• Office visit in 12/2019 medications included: 
Coreg increase 37.5mg BID, Hydralazine prn for SBP 
>120. Lisinopril 20mg BID. Spironolactone 25mg 
daily.



Follow up Course 

- In May, and June 2020, he developed persistent drainage from the driveline exit 
site, with cultures growing Enterbacter cloacae complex and MSSA. Treated with 
Doxycycline. 

- He had incision and debridement of the LVAD exit wound on 7/4. Surgical cultures 
grew Enterobacter which remained susceptible to doxycycline. He was again 
discharged on doxycycline. 

- Admitted 7/31/20 with drive line infection symptoms, CT showed no fluid 
collection around the pump of the drive line. However, the patient continued to 
have chest pains and there was a concern that infection reached to the pump. 
Patient was started On Cefepime and Vancomycin during the admission. 



Follow up course 

• Conversation about LVAD removal vs transplant was 
going on, the patient was still actively smoking which 
was an issue in regard to cardiac transplantation. 



LVAD Recovery Protocol 
RHC  8/6/2020 



LVAD recovery Protocl
Echocardiogram 



Follow up Course 

• His case was discussed at MDR and decision was made that he could not 

be listed for transplant at this time given recent cigarette use for which VAD 

explant would not be an option currently. 

• Patient stopped smoking on 7/1/2020.

• Over the next year till 7/1/2021, patient had multiple follow up appointments 

with medications adjustments. 

• He needed to get into NA meetings and to get to see a psychiatrist. 



LVAD Recovery Protocol 
9/21/21



LVAD Recovery Protocol
9/21/21



CPET 
10/22/21



CPET 
10/22/21



Follow up Course 

- Transplant Committee meeting 11/2/21: accepted for LVD explant, transplant as 
back up plan if needed if patient decompensates post explant. 

- S/p LVAD ligation 3/8/22. 

11/2/21



Clinical Course
3/8/22



Clinical Course

- Medical regimen, Entresto 49-51 mg BID, Coreg 50 mg 
BID and Digoxin 125 mcg daily, Aldactone 12.5 mg dialy, 
and SGLTi was introduced during this admission. 

- On 5/10/22 patient had purulent drainage from the 
wound site.



PET SCAN Images
5/12/22



PET SCAN
5/12/22

Showed uptake in almost all parts of the LVAD. FDG uptake around the LVAD Pump, the Driveline 
and outflow cannula, Suggested there is active infection in the inflow, driveline and outflow 
cannula. Subxyphoid tissue communicating with the driveline which is where the drainage is 
coming from.



Clinical Course 

• Committee meeting 6/7/22 agree to explant. 

• Explanted 11/30/22, postponed 2/2 to multiple teeth extraction.
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