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Medical management of end-stage chronic heart failure (HF) has evolved significantly over the past few decades. 
With a better understanding of the pathophysiology of HF, new pharmacological agents have been synthesized. 
However, survival in this cohort of patients with medical treatment remains extremely low. This has stimulated the 
development of surgical methods of treatment. Recent technological advances in the development of mechanical 
circulatory assist devices have made possible a single-stage implantation of two centrifugal pumps as an alter-
native to a total artificial heart. Today ventricular assist devices can be implanted to provide both univentricular 
and biventricular support depending on the severity of hemodynamic disorders, target organ damage, likelihood 
of recovery and heart transplantation.
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Despite all the efforts by doctors and scientists, nearly 
300,000 patients worldwide die of HF as a primary or 
contributory cause each year [1]. Heart transplantation 
(HTx) remains the gold standard therapy for end-stage 
HF. However, this operation is severely limited by the 
number of available donor organs. That is why implan-
tation of the left ventricular assist device (LVAD) has 
become the only and most effective alternative option 
to help this cohort of patients. Since the first LVAD was 
approved by the U.S. Food and Drugs Administration 
(FDA), the number of implanted devices has grown eve-
ry year and now exceeds the number of heart transplants 
performed [2].

For many years, the development of surgical methods 
of treating HF was focused on restoring and maintaining 
the pumping function primarily of the left ventricle. As 
a result, much less attention has been paid to the stu-
dy of pathogenesis and ways of maintaining right heart 
function. However, in the majority of cases, end-stage 
HF represents a biventricular heart dysfunction. In such 
cases, LVAD implantation is not only ineffective, but 
also associated with a high risk of right ventricular (RV) 
dysfunction. Thus, according to studies, right ventricular 
(RV) dysfunction is estimated to occur in 10% to 30% of 
patients post-LVAD implantation [3–5]. Data from the 
Interagency Registry for Mechanically Assisted Circu-
latory Support (INTERMACS) show that even with the 
current level of development of LVAD systems, 1-year 
survival for those with biventricular failure remains un-
changed in different periods (2006–2012/2013–2016) at 
56% versus 55%, respectively [6]. According to J.K. Kir-
klin et al., 368 biventricular assist devices (BiVADs) 
were implanted in 2011, with survival rates decreasing 

as the duration of biventricular mechanical support in-
creased: 70% at 3 months, 62% at 6 months, 55% at 
12 months, and 53% at 24 months of intervention [7].

Despite the discovery of a number of predictors of 
RV dysfunction (published literature identifies at least 
25 different potential predictors of severe RV failure 
in LVAD recipients) post-LVAD implantation, most of 
them have low specificity and sensitivity and therefore 
are of low effectiveness in clinical practice [5, 8–12]. 
The absence of precise predictors of RV dysfunction has 
forced clinicians to use intraoperative decision-making 
tools based on the results of hemodynamic parameter 
studies after LVAD implantation or within hours/days 
after implantation. Lack of exact data and algorithms 
lead to longer decision-making in choosing a right heart 
mechanical support method, and also the optimum model 
of the device. Because of this, clinical results of this stra-
tegy were suboptimal, which explained the significant 
morbidity and mortality [13].

The bulkiness of the early LVAD models ruled out 
the possibility of concurrent implantation of two pumps 
in order to realize biventricular cardiac support [14–16]. 
For this reason, the only way to restore hemodynamics 
of pulmonary circulation was to use temporary extracor-
poreal mechanical circulatory support techniques [17]. 
Unfortunately, extracorporeal devices had a number of 
drawbacks – poor blood compatibility, high infection 
rate, high frequency of cerebrovascular complications 
and the need for a long hospital stay. This reduced the 
quality of life of patients significantly and triggered sci-
entific interest in the development of implantable devices 
[18, 19].
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Over the past decades, LVAD models have undergone 
significant technological improvement. However, the 
desire of surgeons to replicate the success of LVADs and 
implant the developed models of long-term mechanical 
circulatory support devices in the right side came with a 
number of challenges [6, 20]. The first models of devices 
implanted as BiVAD were pulsatile models. One of the 
most recognizable biventricular support devices was the 
Thoratec VAD system (Abbott Laboratories, Chicago, Il-
linois). Post-implant actuarial survival was 69.1 ± 5.0%, 
48.7 ± 5.5%, 41.9 ± 5.5%, and 38.4 ± 5.6% at 1 month, 
1 year, 3 years, and 5 years, respectively. Because of 
the ease of implantation, the device was widely used in 
patients with cardiogenic shock [21, 22].

Another pulsatile pump model currently used as a 
BiVAD is the EXCOR VAD (Berlin Heart AG, Berlin, 
Germany). This device has been widely used in the pedi-
atric group. Despite the extracorporeal connection sche-
me and significant limitations in the postoperative period, 
EXCOR VAD is the only method of saving children with 
HF, it allows waiting for a donor organ. According to 
S.E. Bartfay et al., the overall 5-year survival rate after 
EXCOR Berlin Heart implantation was 90% for children 
and 75% for adults (P = 0.3), with a 1-year survival rate 
of almost 80% [23].

Subsequently, pulsatile models replaced axial and 
centrifugal pumps that generate continuous flow, such 
as the Jarvik-2000 VAD model (Jarvik Heart, NewYork, 
NY) [24–27]. According to the last report from INTER-
MACS, 618 continuous-flow BiVADs have been implan-
ted [6]. The HeartMate II LVAD (Thoratec, Pleasanton, 
CA) has long been one of the best LVAD models because 
of the low risk of device thrombosis. However, limited 
experience of using this device for biventricular support 
has been published in the literature, since, due to signifi-
cant dimensions of the device, single-stage implantation 
of two pumps required complete ventricular removal 
[28–30].

For this reason, miniaturization of engineered device 
models remains an important challenge for engineers. 
One widely known miniaturized device model is the 
Impella RP device (Abiomed Inc., Danvers, Massachu-
setts), approved in 2015 by the FDA as a percutaneous 
temporary support device. Later, a number of studies 
proved the high efficacy of this device as a right ven-
tricular assist device (RVAD) in the short term. In the 
RECOVER RIGHT study, the survival rate was 78%, 
significantly higher than for open RVAD implantation 
options [31–33]. In 2019, a clinical case study of mini-
mally invasive BiVAD was published; the Impella 5.0 
and Impella RP (Abiomed, Inc, Danvers, Massachusetts) 
were first successfully used as devices. This was the first 
successful case of using a single-stage implantation of 
this device model as a bridge to transplantation in BiVAD 
configuration [34].

The small profile and possibility of intrapericardial 
concurrent insertion of two HeartWare HVAD devices 
(Medtronic Corp, Minneapolis, Minnesota) have genera-
ted great interest in application of this device as a BiVAD 
[35–40]. According to A. Loforte et al., the 1-year survi-
val in a series of 13 implantations of HeartWare HVAD 
as BiVAD was 62% [36]. According to T. Krabatsch et 
al., HeartWare HVAD model was implanted as a BiVAD 
in 17 patients. The postload for the right device was arti-
ficially increased by local reduction of the outflow tract 
diameter, and the effective length of the inlet cannula 
was reduced by adding two 5-mm silicone rings. The 
30-day survival rate was 82%, with 59% of patients being 
discharged home. In this patient series, postoperative 
bleeding was the most frequent complication (6 patients) 
[41]. A small series of S. Shehab et al. reported 100% 
survival in 3 patients and 54% survival in 13 patients 
[42]. In F.A. Arabía et al., 1-, 6- and 12-month survival 
rates post-BiVAD implantation (HeartWare HVAD mo-
del) were 89%, 68% and 62%, respectively. Moreover, 
there was no statistical difference in survival in compa-
rison with the patients who received LVAD/temporary 
RVAD [43].

Recently, there have been a number of publications 
describing experience with the HeartMate III (Thora-
tec Inc., USA). J. Lavee et al. evaluated the safety and 
clinical efficacy of the HeartMate III in a BiVAD confi-
guration in 14 patients at 6 medical centers worldwide. 
Nine of these patients (64%) were alive as of January 1, 
2018. Eight of the 9 had continued on BiVAD support 
for 95 to 636 (mean 266) days: 7 at home, and 1 suc-
cessfully transplanted after 98 days of BiVAD support. 
Five patients died after 10, 60, 83, 99, and 155 days of 
support, respectively. The causes of death were sepsis in 
three patients, as well as hemorrhagic stroke and right 
pump thrombosis [44]. According to D. McGiffin et al. 
in a series including 12 patients, actuarial survival at 
18 months was 91.7%. At 18 months after the procedure, 
5 patients (41.7%) had undergone cardiac transplanta-
tion, 5 patients (41.7%) were alive and on biventricular 
support, 1 patient had died (8.3%), and 1 patient had 
device explantation for myocardial recovery (8.3%) [45].

Despite the existing world experience in the use of 
BiVAD, the surgical technique for device implantation 
is still under discussion. Insertion of an LVAD inflow 
cannula through the left ventricular (LV) apex or dia-
phragmatic wall is considered convenient and safe in 
most cases. Placement of the RVAD inflow cannula into 
the RV cavity or right atrium remains less clear. Howe-
ver, RVAD thrombosis is one of the major problems of 
BiVAD with an event rate of 30% to 37% in early reports 
[42, 46–48]. The multicenter and recent single-center 
HeartMate III study as a BiVAD showed a lower rate of 
thrombosis (7–20%), but the inflow spigot and outflow 
tract locations remain an open question [44, 45].
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The study in these series showed a trend towards a 
better result in the case of right atrial (RA) cannulation. 
However, it is unclear what factors contribute to more 
frequent right pump thrombosis. Potential advantages of 
RA cannulation may be the convenient positioning of the 
pump in the right pleural cavity compared with intrape-
ricardial RVAD placement over the diaphragm, and the 
absence of RV and interventricular septum compression 
by the pump body. Whereas right ventricular cannulation 
can lead to ‘swallowing’ of the tricuspid valve leaflets 
or subclavian structures. This complication was often 
observed in the case of implantation of pulsatile RVAD 
models, where one of the solutions was tricuspid valve 
dissection. It should be kept in mind that although remo-
val of tricuspid valve leaflets helps to solve the problem 
of ‘swallowing’ by the pump and partially thrombosis of 
the device, still in case of mechanical device failure, the 
patient will need immediate restoration of quasi-normal 
RV function. Another reason for higher frequency of 
RVAD thrombosis is the need to reduce rotor speed to the 
maximum allowable values in order to optimize pulmo-
nary circulation hemodynamics. However, in the case of 
devices implementing hydrodynamic suspension of the 
rotor, such modes threaten to unbalance the rotor position 
in the pump cavity and to increase the risk of thrombosis. 
For this reason, the latest HeartMate III fully magnetic 

suspension centrifugal pump compares favorably with 
its predecessors. In a number of studies, the low rate of 
thrombosis reported when using the HeartMate III as an 
LVAD has also been noted in the RVAD configuration 
[33, 35].

The inflow cannula of mechanical circulatory support 
devices was designed based on LV geometry and is unsu-
itable for RA and RV cannulation. Therefore, in the case 
of RA cannulation, in order to reduce the intraluminal 
length of the RVAD inflow cannula, the pump profile was 
increased using felt plates glued together using Bioglue 
(CryoLife, Guildford, UK) (Fig.).

In reviewing the outcomes of inflow cannula place-
ment for RVAD in a study by E.J. Maynes et al., pump 
thrombosis occurred at a similar rate between RA can-
nulation and RV cannulation groups: 3/10 (30.0%) ver-
sus 6/20 (30.0%), respectively. However, Kaplan–Meier 
analysis when censored for transplant showed higher 
survival with RA HVAD compared to RV HVAD (P = 
.036), with an estimated survival at 1 year of 91.7% 
(95% CI 77.3–100.0) in RA HVAD versus 66.2% (95% 
CI 48.9–89.6) for RV HVAD [51].

The series by S. Shehab et al. showed a higher inci-
dence of pump thrombosis with inflow cannula implan-
tation in the right ventricle compared with placement 
in the right atrium (50% versus 14%) [42]. The authors 

Fig. Preparation of the RVAD inlet cannula [49, 50]
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concluded that this complication may have been asso-
ciated with post-implant RV remodeling, which led to 
reduced chamber size [36, 39, 42].

Another object of controversy has been the RVAD 
outflow tract, since a number of surgeons have suggested 
the possible effectiveness of narrowing and lengthening 
the RVAD outflow line in order to optimally switch the 
two devices [48, 49]. On the contrary, in the BiVAD 
group by C. Lo et al., 9 out of 14 cases did not use RVAD 
outflow tract reduction [52]. A similar point of view is 
shared by E. Potapov et al., who point out that there is 
no need to narrow the outflow tract, and also recommend 
reducing the length of the prosthesis and anastomose the 
latter with the pulmonary trunk at an angle of 90° [48].

The timing of the decision to use BiVAD plays a key 
role in treatment outcomes. For example, according to 
T. Kuroda et al., 40% of BiVAD patients (HeartMate 
III model) received RVAD within 0–2 days post-LVAD 
implantation, and 23% of RVAD implantations were 
performed within 3–14 days [53]. Severe late RV failu-
re among LVAD patients requiring mechanical support 
3–12 months post-LVAD implantation is very rare [54]. 
Therefore, if BiVAD placement after LVAD implanta-
tion occurred earlier, the duration of BiVAD support is 
expected to be short (up to 17 days) [55–57].

J. Vierecke et al. investigated 37 long-term BiVADs, 
342 LVAD + short-term RVAD implants and 34 total arti-
ficial heart (TAHs). Berlin Heart Excor (n = 5), HeartWa-
re HVAD (n = 22), Thoratec pVAD (n = 10) were used as 
models for RVAD. The 1-year survival rate was 55% for 
patients with a continuous flow BiVAD; 52% for patients 
with an LVAD + short-term RVAD; 37% for patients with 
pulsatile BiVADs; and 36% for patients with a TAH. The 
adverse events profile remained high, with no significant 
difference among pump types. After 3 months of LVAD + 
short-term RVAD support, 46.7% still required ongoing 
support, and only 18.5% were weaned from RVAD sup-
port; 33.1% died. Device freedom from dysfunction and 
thrombosis was similar across all groups at 18 months 
(P = 0.63): 83% in patients with TAH, 82% in the pulsati-
le BiVAD model group, 95% in continuous-flow BiVAD 
patients, and 86% for patients with LVAD + short-term 
RVAD. Freedom from neurological deficit at 1 year was 
84% for the TAH group, 73% for the pulsatile BiVAD 
flow, 76% for the continuous-flow BiVAD, and 94% for 
the LVAD + short-term RVAD group with no statistical 
difference between the investigated groups (P = 0.091). 
According to the authors, the LVAD + short-term RVAD 
group had the most favorable outcomes in terms of sur-
vival and freedom from complications. The possibility 
of easy weaning from extracorporeal RVAD models was 
an additional advantage [58].

The J.C. Cleveland Jr et al. study comparing LVAD 
and BiVAD implantation outcomes (Heartmate IP, VE, 
VXE, and Heartmate II LVAD models (Thoratec, Ple-
asanton, CA); the MicroMed Debakey Child left VAD 

(MicroMed, Houston, TX); Thoratec IVAD and PVAD 
pumps (Thoratec)) reported 6-month survival rates of 
86% for LVADs and 56% for BiVADs (p < .0001). Ad-
verse event rates, expressed as episodes / 100 patient-
months for the BiVAD group compared with LVAD, 
were significantly higher for infection (33.2 vs 14.3), 
bleeding (71.6 vs 15.5), neurologic events (7.9 vs 2.6), 
and for device failure (4.9 vs 2.0) [59].

The question of choosing an optimal pump model for 
BiVAD is still open. For example, a group of authors led 
by A.C.W. Baldwin et al. report successful performance 
of BiVAD cardiac support with two different device mo-
dels. In this case, after implanting a HeartMate II model 
as an LVAD and performing temporary RV support with 
CentriMag (Abbott Laboratories; Abbott Park, Ill) for 
long-term RVAD support, the patient was implanted with 
a HeartWare HVAD model [60]. A similar experience is 
also described in the works of J.J. Eulert-Grehn et al. 
and S. Saito et al. [47, 61].

In a recent study by D.M. Mancini et al., it was shown 
that 26% of patients after LVAD implantation, after se-
veral months of mechanical circulatory support, restored 
LV pumping function, so that the devices were ultimately 
explanted [62]. A similar strategy can be successfully 
implemented in the case of BiVAD support. According 
to E. Potapov et al., in a series of 10 patients treated 
with BiVAD, 3 cases showed a recovery of normal RV 
function to the extent that the RVAD device was stopped 
without explantation. Two patients were left with suc-
cessfully functioning LVADs, one patient died of sepsis 
[63].

Thus, the strategy of concurrent implantation of two 
non-pulsatile mechanical circulatory support devices in 
a BiVAD configuration can be considered an effective 
alternative treatment option for patients with biventri-
cular heart failure. Moreover, the latest HeartMate III 
centrifugal pump, fully magnetically levitated, can be 
used as a TAH in clinics that are unable to use the ori-
ginal TAH models. However, the issue of predictors of 
device-related complications requires further research.

The work was  supported  by  the Russian  Science 
Foundation, project 23­25­10013 (Agreement no. р­52 
dated 03.04.23 with the Ministry of Science and Inno­
vation Policy of the Novosibirsk Region).

The authors declare no conflict of interest.

referenceS
1. Hunt SA, Abraham WT, Chin MH, Feldman AM, Fran­

cis GS, Ganiats TG et al. American College of Cardiolo-
gy; American Heart Association Task Force on Practice 
Guidelines; American College of Chest Physicians; In-
ternational Society for Heart and Lung Transplantati-
on; Heart Rhythm Society. ACC/AHA 2005 Guideline 
Update for the Diagnosis and Management of Chronic 



43

HeART TRANSPLANTATION AND ASSISTeD CIRCULATION

Heart Failure in the Adult: a report of the American Col-
lege of Cardiology/American Heart Association Task 
Force on Practice Guidelines (Writing Committee to 
Update the 2001 Guidelines for the Evaluation and Ma-
nagement of Heart Failure): developed in collaboration 
with the American College of Chest Physicians and the 
International Society for Heart and Lung Transplantati-
on: endorsed by the Heart Rhythm Society. Circulation. 
2005; 112 (12): e154–235. doi: 10.1161/CIRCULATIO-
NAHA.105.167586.

2. Kirklin JK, Naftel DC, Pagani FD, Kormos RL, Steven­
son LW, Blume ED et al. Seventh INTERMACS annu-
al report: 15,000 patients and counting. J Heart  Lung 
Transplant. 2015; 34 (12): 1495–1504. doi: 10.1016/j.
healun.2015.10.003.

3. Mehra  MR,  Park  MH,  Landzberg  MJ,  Lala  A,  Wax­
man AB. Right heart failure: toward a common language. 
Pulm Circ. 2013; 3 (4): 963–967. doi: 10.1086/674750.

4. Kormos RL. The right heart failure dilemma in the era 
of left ventricular assist devices. J Heart  Lung  Trans­
plant. 2014; 33 (2): 134–135. doi: 10.1016/j.hea-
lun.2013.12.019.

5. Takeda K, Naka Y, Yang JA, Uriel N, Colombo PC, Jor­
de UP et al. Outcome of unplanned right ventricular as-
sist device support for severe right heart failure after im-
plantable left ventricular assist device insertion. J Heart 
Lung Transplant. 2014; 33 (2): 141–148. doi: 10.1016/j.
healun.2013.06.025.

6. Kirklin JK, Pagani FD, Kormos RL, Stevenson LW, Blu­
me  ED, Myers  SL  et  al. Eighth annual INTERMACS 
report: Special focus on framing the impact of adverse 
events. J Heart Lung Transplant. 2017; 36 (10): 1080–
1086. doi: 10.1016/j.healun.2017.07.005.

7. Kirklin JK, Naftel DC, Kormos RL, Stevenson LW, Pa­
gani  FD,  Miller  MA  et  al. The Fourth INTERMACS 
Annual Report: 4,000 implants and counting. J  Heart 
Lung Transplant. 2012; 31 (2): 117–126. doi: 10.1016/j.
healun.2011.12.001.

8. Ochiai Y, McCarthy PM, Smedira NG, Banbury MK, Na­
via JL, Feng J et al. Predictors of severe right ventricular 
failure after implantable left ventricular assist device in-
sertion: analysis of 245 patients. Circulation. 2002 Sep 
24; 106 (12 Suppl 1): I198–I202.

9. Santambrogio  L,  Bianchi  T,  Fuardo M, Gazzoli  F,  Ve­
ronesi R, Braschi A et al. Right ventricular failure after 
left ventricular assist device insertion: preoperative risk 
factors. Interact Cardiovasc Thorac Surg. 2006; 5 (4): 
379–382. doi: 10.1510/icvts.2006.128322.

10. Matthews JC, Koelling TM, Pagani FD, Aaronson KD. 
The right ventricular failure risk score a pre-operative 
tool for assessing the risk of right ventricular failure 
in left ventricular assist device candidates. J  Am  Coll 
Cardiol. 2008; 51 (22): 2163–2172. doi: 10.1016/j.
jacc.2008.03.009.

11. Drakos SG, Janicki L, Horne BD, Kfoury AG, Reid BB, 
Clayson S et al. Risk factors predictive of right ventri-
cular failure after left ventricular assist device implan-
tation. Am  J  Cardiol. 2010; 105 (7): 1030–1035. doi: 
10.1016/j.amjcard.2009.11.026.

12. Fitzpatrick JR 3rd, Frederick JR, Hiesinger W, Hsu VM, 
McCormick RC, Kozin ED et al. Early planned institution 
of biventricular mechanical circulatory support results in 
improved outcomes compared with delayed conversion 
of a left ventricular assist device to a biventricular as-
sist device. J  Thorac Cardiovasc  Surg. 2009; 137 (4): 
971–977. doi: 10.1016/j.jtcvs.2008.09.021.

13. Baran DA, Mehra MR. Late-onset right heart failure after 
left ventricular assist device implant: quo vadis? J Heart 
Lung  Transplant. 2017; 36 (1): 26–27. doi: 10.1016/j.
healun.2016.12.001.

14. Strueber M, Schmitto JD, Kutschka I, Haverich A. Place-
ment of 2 implantable centrifugal pumps to serve as a 
total artificial heart after cardiectomy. J Thorac Cardi­
ovasc  Surg. 2012; 143 (2): 507–509. doi: 10.1016/j.jt-
cvs.2011.07.034.

15. Khvan DS, Chernyavsky AM, Efendiev VU, Sirota DA, 
Doronin DV, Fomichev AV et  al. A case of the “berlin 
heart excor” biventricular assist device implantation as 
a bridge to heart transplantation for a patient with dila-
ted cardiomyopathy and terminal heart failure. Russian 
Journal of Transplantology and Artificial Organs. 2018; 
20 (2): 69–73. [In Russ, English abstract]. https://doi.
org/10.15825/1995-1191-2018-2-69-73.

16. Zhulkov MO, Sirota DA, Fomichev AV, Grenaderov AS, 
Chernyavsky AM. The problem of biocompatibility and 
thrombogenicity in mechanical circulatory assist de-
vices. Russian Journal of Transplantology and Artificial 
Organs. 2020; 22 (4): 83–88. [In Russ, English abstract]. 
https://doi.org/10.15825/1995-1191-2020-4-83-88.

17. Leidenfrost J, Prasad S, Itoh A, Lawrance CP, Bell JM, 
Silvestry SC. Right ventricular assist device with memb-
rane oxygenator support for right ventricular failure fol-
lowing implantable left ventricular assist device place-
ment. Eur J Cardiothorac Surg. 2016; 49 (1): 73–77. doi: 
10.1093/ejcts/ezv116.

18. Saito S, Matsumiya G, Sakaguchi T, Miyagawa S, Yos­
hikawa Y, Yamauchi T et al. Risk factor analysis of long-
term support with left ventricular assist system. Circ J. 
2010; 74 (4): 715–722. doi: 10.1253/circj.cj-09-0747.

19. Saito S, Matsumiya G, Sakaguchi T, Fujita T, Kuratani T, 
Ichikawa H et al. Fifteen-year experience with Toyobo 
paracorporeal left ventricular assist system. J Artif Or­
gans. 2009; 12 (1): 27–34. doi: 10.1007/s10047-009-
0448-5.

20. Zhulkov  MO,  Fomichev  AV,  Alsov  SA,  Cleaver  EN, 
Chernyavsky AM. Current state of the problem and re-
sults of ex vivo perfusion of donor hearts. Russian Jour­
nal of Transplantology and Artificial Organs. 2019; 21 
(4): 143–146. [In Russ, English abstract]. https://doi.
org/10.15825/1995-1191-2019-4-143-146.

21. Kirsch  M,  Vermes  E,  Damy  T,  Nakashima  K,  Séné­
chal  M,  Boval  B  et  al. Single-centre experience with 
the Thoratec paracorporeal ventricular assist device for 
patients with primary cardiac failure. Arch Cardiovasc 
Dis. 2009 Jun-Jul; 102 (6–7): 509–518. doi: 10.1016/j.
acvd.2009.03.010.

22. Farrar DJ, Hill JD, Pennington DG, McBride LR, Hol­
man WL, Kormos  RL  et  al. Preoperative and postope-
rative comparison of patients with univentricular and 



44

RUSSIAN JOURNAL OF TRANSPLANTOLOGY AND ARTIFICIAL ORGANS Vol. XXV   № 2–2023

biventricular support with the thoratec ventricular assist 
device as a bridge to cardiac transplantation. J Thorac 
Cardiovasc Surg. 1997; 113 (1): 202–209. doi: 10.1016/
S0022-5223(97)70416-1.

23. Bartfay  SE,  Dellgren  G,  Hallhagen  S,  Wåhlander  H, 
Dahlberg P, Redfors B et al. Durable circulatory support 
with a paracorporeal device as an option for pediatric 
and adult heart failure patients. J  Thorac  Cardiovasc 
Surg. 2021; 161 (4): 1453–1464.e4. doi: 10.1016/j.jt-
cvs.2020.04.163.

24. Brenner P, Wirth TJ, Liebermann A, Mihalj M, Güthoff S, 
Hagl C  et  al. First Biventricular Jarvik 2000 Implants 
(Retroauricular Version) Via a Median Sternotomy. Exp 
Clin Transplant. 2016; 14 (2): 215–223. doi: 10.6002/
ect.2015.0053.

25. Radovancevic  B,  Gregoric  ID,  Tamez  D,  Vrtovec  B, 
Tuzun  E,  Chee  HK  et  al. Biventricular support with 
the Jarvik 2000 axial flow pump: a feasibility stu-
dy. ASAIO  J. 2003; 49 (5): 604–607. doi: 10.1097/01.
mat.0000084109.47034.8a.

26. Yoshioka D, Toda K, Yoshikawa Y, Sawa Y. Over 1200-
day support with dual Jarvik 2000 biventricular assist 
device. Interact Cardiovasc Thorac Surg. 2014; 19 (6): 
1083–1084. doi: 10.1093/icvts/ivu312.

27. Frazier OH, Myers TJ, Gregoric I. Biventricular assis-
tance with the Jarvik FlowMaker: a case report. J Thorac 
Cardiovasc Surg. 2004; 128 (4): 625–626. doi: 10.1016/j.
jtcvs.2004.02.023.

28. Loebe  M,  Bruckner  B,  Reardon  MJ,  van  Doorn  E, 
Estep  J, Gregoric  I  et  al. Initial clinical experience of 
total cardiac replacement with dual HeartMate-II axial 
flow pumps for severe biventricular heart failure. Me­
thodist Debakey Cardiovasc J. 2011; 7 (1): 40–44. doi: 
10.14797/mdcj-7-1-40.

29. Frazier OH, Cohn WE. Continuous-flow total heart re-
placement device implanted in a 55-year-old man with 
end-stage heart failure and severe amyloidosis. Tex 
Heart Inst J. 2012; 39 (4): 542–546.

30. Pirk J, Maly J, Szarszoi O, Urban M, Kotulak T, Riha H 
et al. Total artificial heart support with two continuous-
flow ventricular assist devices in a patient with an infilt-
rating cardiac sarcoma. ASAIO J. 2013; 59 (2): 178–180. 
doi: 10.1097/MAT.0b013e3182816cd9.

31. Bhama JK, Bansal U, Winger DG, Teuteberg JJ, Bermu­
dez C, Kormos RL et al. Clinical experience with tem-
porary right ventricular mechanical circulatory support. 
J Thorac Cardiovasc Surg. 2018; 156 (5): 1885–1891. 
doi: 10.1016/j.jtcvs.2018.04.094.

32. Anderson MB, Goldstein J, Milano C, Morris LD, Kor­
mos RL, Bhama J et al. Benefits of a novel percutane-
ous ventricular assist device for right heart failure: The 
prospective RECOVER RIGHT study of the Impella RP 
device. J Heart Lung Transplant. 2015; 34 (12): 1549–
1560. doi: 10.1016/j.healun.2015.08.018.

33. Hall SA, Uriel N, Carey SA, Edens M, Gong G, Esposi­
to M et al. Use of a percutaneous temporary circulatory 
support device as a bridge to decision during acute de-
compensation of advanced heart failure. J Heart  Lung 
Transplant. 2018; 37 (1): 100–106. doi: 10.1016/j.hea-
lun.2017.09.020.

34. Varian K, Xu WD, Lin W, Unai S, Tong MZ, Soltesz E 
et  al. Minimally invasive biventricular mechanical 
circulatory support with Impella pumps as a bridge to 
heart transplantation: a first-in-the-world case report. 
ESC  Heart  Fail. 2019; 6 (3): 552–554. doi: 10.1002/
ehf2.12412.

35. Shehab  S,  Newton  PJ,  Allida  SM,  Jansz  PC,  Hay­
ward CS. Biventricular mechanical support devices–cli-
nical perspectives. Expert  Rev Med Devices. 2016; 13 
(4): 353–365. doi: 10.1586/17434440.2016.1154454.

36. Loforte A, Montalto A, Della Monica PL, Contento C, 
Musumeci F. Biventricular support with the HeartWare 
implantable continuous flow pump: an additional contri-
bution. J Heart Lung Transplant. 2010; 29 (12): 1443–
1444. doi: 10.1016/j.healun.2010.07.012.

37. Hetzer R, Krabatsch T, Stepanenko A, Hennig E, Pota­
pov EV. Long-term biventricular support with the heart-
ware implantable continuous flow pump. J Heart Lung 
Transplant. 2010; 29 (7): 822–824. doi: 10.1016/j.hea-
lun.2010.02.012.

38. Strueber M, Meyer AL, Malehsa D, Haverich A. Success-
ful use of the HeartWare HVAD rotary blood pump for 
biventricular support. J Thorac Cardiovasc Surg. 2010; 
140 (4): 936–937. doi: 10.1016/j.jtcvs.2010.04.007.

39. Loforte A, Monica PL, Montalto A, Musumeci F. Heart-
Ware third-generation implantable continuous flow 
pump as biventricular support: mid-term follow-up. In­
teract Cardiovasc Thorac Surg. 2011; 12 (3): 458–460. 
doi: 10.1510/icvts.2010.250654.

40. Chandola  R,  Buchholz  H,  Macarthur  R. Long-term 
use of low-molecular-weight heparin in a patient with 
Heartware BIVAD (HVAD) with underlying sustained 
ventricular fibrillation. J  Cardiol  Cases. 2016; 14 (6): 
171–173. doi: 10.1016/j.jccase.2016.08.002.

41. Krabatsch  T,  Potapov E,  Stepanenko A,  Schweiger M, 
Kukucka M, Huebler M et al. Biventricular circulatory 
support with two miniaturized implantable assist de-
vices. Circulation. 2011; 124 (11 Suppl): S179–S186. 
doi: 10.1161/CIRCULATIONAHA.110.011502.

42. Shehab S, Macdonald PS, Keogh AM, Kotlyar E,  Jab­
bour A, Robson D et al. Long-term biventricular Heart-
Ware ventricular assist device support – Case series of 
right atrial and right ventricular implantation outcomes. 
J Heart  Lung Transplant. 2016; 35 (4): 466–473. doi: 
10.1016/j.healun.2015.12.001.

43. Arabía FA, Milano CA, Mahr C, McGee EC Jr, Moka­
dam NA, Rame JE et al. Biventricular Support With In-
tracorporeal, Continuous Flow, Centrifugal Ventricular 
Assist Devices. Ann Thorac Surg. 2018; 105 (2): 548–
555. doi: 10.1016/j.athoracsur.2017.08.019.

44. Lavee J, Mulzer J, Krabatsch T, Marasco S, McGiffin D, 
Garbade J et al. An international multicenter experience 
of biventricular support with HeartMate 3 ventricular as-
sist systems. J Heart  Lung  Transplant. 2018; 37 (12): 
1399–1402. doi: 10.1016/j.healun.2018.08.008.

45. McGiffin D, Kure C, McLean  J, Marasco  S, Bergin P, 
Hare  JL  et  al. The results of a single-center experi-
ence with HeartMate 3 in a biventricular configuration. 
J Heart  Lung Transplant. 2021; 40 (3): 193–200. doi: 
10.1016/j.healun.2020.12.006.



45

HeART TRANSPLANTATION AND ASSISTeD CIRCULATION

46. Shah P, Ha R,  Singh R, Cotts W, Adler  E, Kiernan M 
et al. Multicenter experience with durable biventricular 
assist devices. J Heart Lung Transplant. 2018; 37 (9): 
1093–1101. doi: 10.1016/j.healun.2018.05.001.

47. Eulert­Grehn  JJ,  Lanmüller  P,  Schönrath  F,  Solowjo­
wa N, Müller M, Mulzer J et al. Two implantable con-
tinuous-flow ventricular assist devices in a biventricular 
configuration: technique and results. Interact Cardiova­
sc  Thorac  Surg. 2018; 27 (6): 938–942. doi: 10.1093/
icvts/ivy228.

48. Tran HA, Pollema TL,  Silva Enciso  J, Greenberg BH, 
Barnard  DD,  Adler  ED  et  al. Durable Biventricular 
Support Using Right Atrial Placement of the HeartWare 
HVAD. ASAIO J. 2018; 64 (3): 323–327. doi: 10.1097/
MAT.0000000000000645.

49. Bansal A, Akhtar F, Zwintscher NP, Ostrow S, Desai S, 
Fary D. Use of the Heartmate 3 for biventricular sup-
port as a bridge to heart transplant-first US implant. 
J Card Surg. 2019; 34 (12): 1629–1631. doi: 10.1111/
jocs.14290.

50. Potapov E, Starck C, Falk V, Eulert­Grehn JJ. Mecha-
nical circulatory support: Technical tips for the implan-
tation of a right ventricular assist device. JTCVS Open. 
2021; 8: 37–40. doi: 10.1016/j.xjon.2021.09.046.

51. Maynes EJ, O’Malley TJ, Patel P, Prochno KW, Wood CT, 
Choi JH et al. Right atrial versus right ventricular Heart-
Ware HVAD position in patients on biventricular Heart-
Ware HVAD support: A systematic review. Artif Organs. 
2020; 44 (9): 926–934. doi: 10.1111/aor.13675.

52. Lo  C,  Gregory  S,  Stevens  M,  Murphy  D,  Marasco  S. 
Banding the Right Ventricular Assist Device Outflow 
Conduit: Is It Really Necessary With Current Devices? 
Artif Organs. 2015; 39 (12): 1055–1061. doi: 10.1111/
aor.12497.

53. Kuroda T, Miyagi C, Fukamachi K, Karimov JH. Biven-
tricular assist devices and total artificial heart: Strategies 
and outcomes. Front Cardiovasc Med. 2023; 9: 972132. 
doi: 10.3389/fcvm.2022.972132.

54. Rame JE, Pagani FD, Kiernan MS, Oliveira GH, Bira­
ti EY, Atluri P et al. Evolution of Late Right Heart Fai-
lure With Left Ventricular Assist Devices and Associa-
tion With Outcomes. J Am Coll Cardiol. 2021; 78 (23): 
2294–2308. doi: 10.1016/j.jacc.2021.09.1362.

55. Shimada  S,  Nawata  K,  Kinoshita  O,  Ono  M. Me-
chanical circulatory support for the right ventricle in 
combination with a left ventricular assist device. Ex­

pert  Rev  Med  Devices. 2019; 16 (8): 663–673. doi: 
10.1080/17434440.2019.1635006.

56. Yoshioka  D,  Takayama  H,  Garan  RA,  Topkara  VK, 
Han J, Kurlansky P et al. Contemporary outcome of un-
planned right ventricular assist device for severe right 
heart failure after continuous-flow left ventricular assist 
device insertion. Interact Cardiovasc Thorac Surg. 2017 
Jun 1; 24 (6): 828–834. doi: 10.1093/icvts/ivw409.

57. Mangi  AA. Right ventricular dysfunction in patients 
undergoing left ventricular assist device implantation: 
predictors, management, and device utilization. Surgical 
Treatment for Advanced Heart Failure. 2013: 177–187. 
https://doi.org/10.1007/978-1-4614-6919-3_14.

58. Vierecke J, Gahl B, de By TMMH, Antretter H, Beyers­
dorf F, Caliskan K et al. Results of primary biventricular 
support: an analysis of data from the EUROMACS regis-
try. Eur J Cardiothorac Surg. 2019; 56 (6): 1037–1045. 
doi: 10.1093/ejcts/ezz173.

59. Cleveland JC Jr, Naftel DC, Reece TB, Murray M, Anta­
ki J, Pagani FD et al. Survival after biventricular assist 
device implantation: an analysis of the Interagency Re-
gistry for Mechanically Assisted Circulatory Support da-
tabase. J Heart Lung Transplant. 2011; 30 (8): 862–869. 
doi: 10.1016/j.healun.2011.04.004.

60. Baldwin ACW, Sandoval E, Cohn WE, Mallidi HR, Mor­
gan JA, Frazier OH. Nonidentical Continuous-Flow De-
vices For Biventricular Support. Tex Heart Inst J. 2017; 
44 (2): 141–143. doi: 10.14503/THIJ-16-5878.

61. Saito S, Sakaguchi T, Miyagawa S, Yoshikawa Y, Yamau­
chi T, Ueno T et al. Biventricular support using implan-
table continuous-flow ventricular assist devices. J Heart 
Lung Transplant. 2011; 30 (4): 475–478. doi: 10.1016/j.
healun.2010.11.013.

62. Mancini  DM,  Beniaminovitz  A,  Levin  H,  Catanese  K, 
Flan nery M, DiTullio M et al. Low incidence of myo-
cardial recovery after left ventricular assist device im-
plantation in patients with chronic heart failure. Cir­
culation. 1998; 98 (22): 2383–2389. doi: 10.1161/01.
cir.98.22.2383.

63. Potapov  E,  Schweiger  M,  Vierecke  J,  Dandel  M,  Ste­
panenko A, Kukucka M et al. Discontinuation of Heart-
Ware RVAD support without device removal in chronic 
BIVAD patients. ASAIO  J. 2012; 58 (1): 15–18. doi: 
10.1097/MAT.0b013e3182376b7b.

The article was submitted to the journal on 06.03.2023


