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Abstract

Aims Left ventricular assist device therapy has become the cornerstone in the treatment of end-stage heart failure and is
increasingly used as destination therapy next to bridge to transplant or recovery. HeartMate 3 (HM3) and HeartWare (HVAD)
are centrifugal continuous flow devices implanted intrapericardially and most commonly used worldwide. No randomized
controlled trials have been performed yet. Analysis based on large registries may be considered as the best alternative but
has the disadvantage of different standard of care between centres and missing data. Bias is introduced, because the decision
which device to use was not random, even more so because many centres use only one type of left ventricular assist device.
Therefore, we performed a propensity score (PS)-based analysis of long-term clinical outcome of patients that received HM3
or HVAD in a single centre.
Methods and results Between December 2010 and December 2019, 100 patients received HVAD and 81 patients HM3 as
primary implantation at the University Medical Centre Utrecht. We performed PS matching with an extensive set of covariates,
resulting in 112 matched patients with a median follow-up of 28 months. After PS matching, survival was not significantly dif-
ferent (P = 0.21) but was better for HM3. The cumulative incidences for haemorrhagic stroke (P = 0.01) and pump thrombosis
(P = 0.02) were significantly higher for HVAD patients. The cumulative incidences for major bleeding, ischaemic stroke, right
heart failure, and driveline infection were not different between the groups. We found no interaction between the surgeon
who performed the implantation and survival (P = 0.59, P = 0.78, and P = 0.89). Sensitivity analysis was performed, by PS
matching without patients on preoperative temporary support resulting in 74 matched patients. This also resulted in a
non-significant difference in survival (P = 0.07). The PS-adjusted Cox regression showed a worse but non-significant
(P = 0.10) survival for HVAD patients with hazard ratio 1.71 (95% confidence interval 0.91–3.24).
Conclusions Survival was not significantly different between both groups after PS matching, but was better for HM3, with a
significantly lower incidence of haemorrhagic stroke and pump thrombosis for HM3. These results need to be interpreted
carefully, because matching may have introduced greater imbalance on unmeasured covariates. A multicentre approach of
carefully selected centres is recommended to enlarge the number of matched patients.
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Introduction

The number of patients with heart failure continues to in-
crease. Heart transplantation (HTx) is the gold standard for
patients with end-stage heart failure.1 Because of a shortage
of donor hearts, long-term left ventricular assist devices
(LVADs) have become an established therapeutic option for
these patients, with a 1 year survival of ~80%.2,3 Even though
the use of mechanically circulatory support (MCS) results in
improved survival rates, patients often suffer from major
complications. Only 20% of the patients are not readmitted
to the hospital within the first year after primary
implantation.4 The most common causes of death in patients
on LVAD support are neurological dysfunction, multi-organ
failure, major infection, and right heart failure. In addition,
pump thrombosis is a dreaded complication and may occur
early or late after implantation.5

Currently, the most frequently implanted LVADs are the
HeartWare (HVAD, Medtronic, Minneapolis, MN, USA) and
HeartMate 3 (HM3, Abbott, Chicago, IL, USA). Both
intrapericardially implanted third-generation pumps are
centrifugal continuous flow devices. Three prospective
industry-sponsored studies have been performed to evaluate
performance of these devices compared with the HeartMate
II (HMII), which is an axial flow pump.6–8 The ENDURANCE
trial compared the survival of patients on HVAD and HMII
support. They showed a comparable survival but higher
post-operative incidence of sepsis, ischaemic and
haemorrhagic stroke, and right heart failure for patients im-
planted with HVAD.6 Subsequently, a supplementary trial
with strict blood pressure management showed a higher
12 month incidence of transient ischaemic attack and stroke
with residual deficit for HVAD but a better survival free from
disabling stroke and need for device exchange or urgent
transplantation or death.7 HMII and HM3 were compared in
the MOMENTUM 3 trial.8 This randomized controlled trial
showed a significantly lower incidence of pump thrombosis
(1.1% vs. 15.7%) and ischaemic stroke (6.3% vs. 13.4%) for
HM3 compared with HMII. No differences in haemorrhagic
stroke, bleeding, driveline infection, or right heart failure
were found.8 In addition, the ELEVATE registry was designed
to study 2 year outcome with the HM3, with comparable
rates for pump thrombosis (1.5%), stroke (10%), and major
infection (57%) when compared with the HM3 population
within the MOMENTUM trial.9

Ideally, survival of patients implanted with HM3 and HVAD
is compared with a randomized controlled trial. However, this
has not been performed yet and is also not expected to be
initiated. Large registries may be considered as the best alter-
native due to the amount of included patients. However,
these have the disadvantage of different standard of care
between centres, missing data, and heterogeneity. Bias is in-
troduced, because the decision which device to use was not
random, even more so because many centres use only one

type of LVAD. Therefore, we conducted a single-centre
retrospective propensity score (PS)-based analysis of patients
supported with HM3 and HVAD.

Methods

We conducted an investigator-initiated retrospective
single-centre analysis of patients on LVAD support. The study
was approved by the local ethics committee of the University
Medical Centre Utrecht (UMCU), the Netherlands (METC:
20-195). The need for informed consent was waived, and
this study was conducted in accordance with Good Clinical
Practice and the 2002 Declaration of Helsinki.

All patients who underwent primary implantation of HVAD
or HM3 until December 2019 at the UMCU were eligible.
HVAD has been implanted since November 2010, whereas
the first HM3 implant was in December 2015. The follow-up
period was until November 2020. Baseline characteristics
and clinical data were retrieved from the electronic health
records and our MCS database, which is based on—but not
limited to—the definitions of Interagency Registry for
Mechanically Assisted Circulatory Support (INTERMACS). The
standard operating technique was a full median sternotomy
using cardiopulmonary bypass and was performed by certified
surgeons.

Endpoints

The primary endpoint of the study was death or urgent HTx
during follow-up. Urgent HTx was defined as HTx for which
the patient received a priority status on the waiting list
(national 1A, national 1B, or international HU). Patients with
non-urgent HTx were censored. Secondary endpoints were
first occurrence of pump thrombosis, ischaemic and
haemorrhagic stroke, right heart failure, extra-cerebral major
bleeding, and driveline infection as defined according to the
INTERMACS definitions.10

Statistics

Results are presented as mean and standard deviation or me-
dian and inter-quartile range (IQR) for continuous variables or
as number or percentage for categorical variables. Differ-
ences in both groups were tested using Fisher’s exact test
for categorical variables and the t-test or Mann–Whitney U
test for continuous variables as appropriate. Because the type
of LVAD device was not assigned in a randomized controlled
manner, we performed PS matching to obtain two compara-
ble groups. The continuous variables that were used to esti-
mate the PS were age, preoperative estimated glomerular
filtration rate and bilirubin, body surface area (BSA), body
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mass index, and right ventricular (RV) function. Because
growing numbers of implantations result in more experience
over the years, it is possible that treatment and/or preven-
tion of complications has improved in recent years. There-
fore, we also accounted for the moment of implantation, by
using the number of months after the start of the study
period as a covariate for PS matching. In addition, sex, dia-
betes mellitus, concomitant surgery, ischaemic cardiomyopa-
thy as underlying disease, preoperative temporary support,
INTERMACS = 1, and stroke in medical history were used
as binary variables. RV function was classified as 1 (poor),
2 (intermediate), or 3 (good) by two independent cardiolo-
gists who were blinded for the type of LVAD. They individu-
ally classified the RV of each patient and subsequently
discussed the discrepancies to reach agreement on the RV
function. The inter-rater reliability was assessed by the
intraclass correlation coefficient. Classification was based
on the available information of the echocardiography report
and right heart catheterization: tricuspid annular plane sys-
tolic excursion, degree of tricuspid valve insufficiency, peak
systolic velocity of the right ventricle measured with tissue
Doppler imaging, right atrial pressure, pulmonary artery
pressure, and the RV stroke work index. Concomitant
surgery was defined as any other intervention that was
conducted during the primary LVAD implantation: heart
valve repair or replacement, atrial septal defect closure, cor-
onary artery bypass surgery, or left ventricle aneurysm
repair. Preoperative temporary support was defined as being
supported with extracorporeal life support, CentriMag, or an
intra-aortic balloon pump.

The PS, defined as the probability of being implanted with
either HM3 or HVAD, was estimated by multivariable logistic
regression with device type as dependent variable. Subse-
quently, nearest-neighbour PS matching was performed using
a calliper width of 0.1. Baseline differences between both
groups were tested using the Wilcoxon signed-rank test or
McNemar test. The balance of covariates was considered sat-
isfactory for a standardized mean difference (SMD) of <10%.
The effect of the surgeon who performed the LVAD implanta-
tion on survival was tested. Cox regression was performed
within the PS-matched group with survival as dependent
variable and device type and the interaction between each
of the three main surgeons and device type as independent
variables.

For both unmatched and matched patient groups, the pri-
mary endpoint was evaluated by Kaplan–Meier analysis cen-
soring for non-urgent transplantation and ongoing support
at the end of the follow-up. Difference in survival was
assessed by log-rank testing. Competing risk analysis was
performed for the PS-matched patients to compare the
cumulative incidence of the secondary endpoints, with HTx,
death, and ongoing support at follow-up as competing risks.
The primary and secondary endpoints were evaluated up to
36 months after implantation. Sensitivity analysis for survival

was performed using two methods. First, PS matching was
conducted with all patients without preoperative temporary
support. Secondly, we used PS-adjusted Cox regression analy-
sis. A P-value <0.05 was considered statistically significant.
Statistical analysis was performed using R Version 3.6.3.

Results

Between November 2010 and December 2019, 100 patients
received HVAD and 81 patients received HM3 as their first
long-term device. All preoperative characteristics of these un-
matched patients were complete and are shown in Table 1.
Patients who received an HVAD were slightly older and had
a lower BSA. In addition, more patients with HVAD had a
stroke in their medical history, and the number of patients
with preoperative temporary support was higher, whereas
the number of patients with INTERMACS 2–7 was relatively
smaller. Additionally, more HVAD patients had ischaemic
cardiomyopathy. The intraclass correlation coefficient of the
initial assessment of the RV function assessed by two inde-
pendent cardiologists was 0.78.

Propensity score matching resulted in 112 matched
patients, with SMD of <10% for all covariates (Table 1), indi-
cating a substantial reduction of bias (Figure 1). The median
follow-up period was 28 (IQR: 26) months. None of the
PS-matched patients were weaned during follow-up. Three
surgeons implanted 97% of the devices, who individually
performed at least 25% of the implantations. Interaction test-
ing was performed for surgeon and device type and was not
found to be significant for any of the surgeons (P = 0.59,
P = 0.78, and P = 0.89) for the primary outcome.

Survival of unmatched patients (Figure 2A) was significantly
better for patients on HM3 support (P = 0.0049). After
PS matching, a difference in survival was still present
(Figure 2B), although non-significant (P = 0.21). Figure 3
illustrates the cumulative incidence for different complication
types of the PS-matched patients. Haemorrhagic stroke
occurred more frequently in patients on HVAD support
(P = 0.01), as well as pump thrombosis (P = 0.02). The inci-
dences for extra-cerebral major bleeding (P = 0.96), ischaemic
stroke (P = 0.38), right heart failure (P = 0.63), and driveline
infection (P = 0.90) were comparable in both groups.

Table 2 provides an overview of the number of
PS-matched patients that underwent HTx and the number
and causes of deaths. One patient on HVAD support needed
urgent transplantation because of severe RV failure. In addi-
tion, three HVAD patients received non-urgent HTx, whereas
five HM3 patients received non-urgent HTx. One patient on
HM3 support died because of ischaemic stroke, and six HVAD
patients died because of a haemorrhagic stroke. The patient
on HM3 support had an ischaemic stroke 1 day after the
surgery and died 3 days afterwards. Six HVAD patients had
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a haemorrhagic stroke at a median of 3 (IQR: 5) months after
surgery and died after a median of 1 day afterwards.

A PS-matched sensitivity analysis was performed in
patients without temporary support resulting in 74 matched
patients (Supporting Information, Table S1). All covariates
were balanced, except for bilirubin, which was higher for
HVAD patients, and one HM3 patient had a stroke in medical
history, whereas none of the HVAD patients had a prior
stroke. Survival of these PS-matched patients was not signif-
icantly different (P = 0.07) but was better for patients on
HM3 support (Supporting Information, Figure S1). Secondly,

the PS-adjusted Cox regression showed a worse but non-
significant (P = 0.10) survival for HVAD when compared with
HM3, with hazard ratio 1.71 (95% confidence interval 0.91–
3.24).

Discussion

In this single-centre retrospective study, we compared
long-term survival and cumulative incidence of major

Table 1 Baseline characteristics of all patients and PS-matched patients

Covariate

All patients (n = 181) PS-matched patients (n = 112)

HM3 (n = 81) HVAD (n = 100) P-value HM3 (n = 56) HVAD (n = 56) P-value

Age (years) 56.0 (14.0) 58.5 (13.0) 0.21 56.0 (13.3) 57.0 (19.5) 0.74
Sex (% male) 65.4 68.0 0.75 66.1 64.3 1.00
BSA (m2) 1.98 (0.23) 1.94 (0.21) 0.22 1.95 (0.21) 1.93 (0.20) 0.63
BMI (kg/m2) 24.7 (6.1) 24.1 (5.6) 0.53 23.9 (6.6) 23.8 (6.2) 0.89
eGFR (mL/min/1.73 m2) 61.0 (41.0) 60.0 (42.3) 0.56 64.5 (38.3) 59.0 (36.8) 0.78
Bilirubin (μmol/L) 19.0 (26.0) 19.0 (18.0) 0.63 20.0 (24.5) 21.0 (19.3) 0.75
RV function (1 = bad, 2 = moderate, 3 = good) 2.19 (0.69) 2.15 (0.64) 0.73 2.18 (0.66) 2.21 (0.65) 0.77
Diabetes mellitus (%) 14.8 13.0 0.83 16.1 14.3 1.00
Stroke in medical history (%) 3.7 8.0 0.35 5.4 7.1 1.00
Concomitant surgery (%) 23.5 26.0 0.73 26.8 30.4 0.86
Temporary support (%) 13.6 29.0 0.02 17.9 16.1 1.00
INTERMACS 1 (%) 6.2 5.0 0.75 7.1 5.4 1.00
INTERMACS 2–7 (%) 80.2 66.0 0.04 75.0 78.6 0.91
Aetiology—dilated CMP (%) 70.4 55.0 0.05 62.5 58.9 0.90
Aetiology—ischaemic CMP (%) 23.5 37.0 0.05 30.4 33.9 0.87
Months after start of study period (no.) 89.0 (24.0) 71.0 (48.3) 0.00 83.0 (24.3) 85.0 (27.8) 0.79

BMI, body mass index; BSA, body surface area; CMP, cardiomyopathy; eGFR, estimated glomerular filtration rate; INTERMACS, Interagency
Registry for Mechanically Assisted Circulatory Support; PS, propensity score; RV, right ventricular.
Continuous data are shown as mean ± standard deviation or median and inter-quartile range. Categorical data are shown as the percent-
age (%).

Figure 1 Love plot for standardized mean difference before and after propensity score matching comparing covariate values for patients on
HeartMate 3 and HeartWare support. BMI, body mass index; BSA, body surface area; eGFR, estimated glomerular filtration rate; INTERMACS, Inter-
agency Registry for Mechanically Assisted Circulatory Support; RV, right ventricular.
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complications in patients on HM3 and HVAD support. All pa-
tients implanted with HM3 or HVAD between December
2010 and December 2019 within the UMCU were included
for a PS-matched analysis. This resulted in a complete and
non-heterogeneous dataset of patients with the same stan-
dard of care with reduced bias for the measured covariates.

Although non-significant, survival was better for patients on
HM3 support for the PS-matched patients. This was
confirmed by sensitivity analysis with PS matching without
patients on temporary support and PS-adjusted Cox regres-
sion. The cumulative incidence of haemorrhagic stroke and
pump thrombosis was significantly higher for HVAD patients,

Figure 2 Kaplan–Meier survival of (A) all patients and (B) propensity score-matched patients with 95% confidence interval, with censoring for
non-urgent heart transplantation and ongoing support at follow-up.

Figure 3 Cumulative risk of propensity score-matched patients with death, heart transplantation, and ongoing support as competing risk. (A) Major
bleeding. (B) Ischaemic stroke. (C) Haemorrhagic stroke. (D) Pump thrombosis. (E) Right heart failure. (F) Driveline infections.
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whereas incidence of major bleeding, ischaemic stroke, right
heart failure, and driveline infection was comparable in both
groups.

The baseline characteristics were unbalanced for HM3 and
HVAD within the unmatched patient groups, which may partly
account for the significant difference in survival. HVAD
patients were slightly older than patients on HM3 support.
LVAD patients above 70 years old have a higher incidence of
gastrointestinal bleeding, and the absolute risk of death is
11% higher when compared with younger patients.11 More
HVAD patients had preoperative temporary support when
compared with HM3 patients, which is associated with a
worse prognosis.2 In addition, patients on HVAD support had
a lower preoperative INTERMACS, which is also associated
with a worse survival. Further, more HVAD patients had isch-
aemic cardiomyopathy when compared with HM3 patients.
Akin et al. found that ischaemic cardiomyopathy was more
common in patients who died within 90 days after LVAD im-
plantation when compared with other cardiomyopathies.12

This suggested a possible worse prognosis for patients with
ischaemic cardiomyopathy. However, 1 year survival of
patients with ischaemic and dilated cardiomyopathy was not
significantly different in a retrospective study.13 HVAD pa-
tients had a lower BSA. Smaller patients more often receive
an HVAD, because of its smaller size. A retrospective study
showed that a small BSA is an independent predictor for
mortality after LVAD implantation.14 Within the UMCU, HM3
is implanted since December 2015, whereas the first HVAD
was implanted in November 2010. Because of the growing
experience over the years, it is likely that treatment of compli-
cations continuously improves over the years. The number of
months after the start of the study period was higher in HM3
patients and was used as covariate for PS matching, to have a
fair comparison between both groups.

No randomized controlled trials have been performed to
compare long-term outcome of HM3 and HVAD. Instead,

several retrospective studies were conducted comparing sur-
vival and complications of both LVAD types.15–17 Mueller
et al. compared short-term outcome of HM3 and HVAD and
showed similar 1 year survival (66% vs. 62% for HM3 vs. HVAD,
P = 0.372) but found differences in complication rate. Al-
though non-significant, more pump thrombotic events were
observed after HVAD implantation.15 The fully magnetically
levitated internal rotor and relatively wide rotor housing of
the HM3 or the artificial pulse might explain the lower number
of patients with pump thrombosis. In addition, the incidence
of cerebral bleedings was significantly higher for HVAD pa-
tients. No differences were found for gastrointestinal bleed-
ing, driveline infection, and ischaemic stroke.15 These results
were confirmed by the findings of our study, which had a lon-
ger follow-up.Moreover, Schramm et al. compared short-term
outcome after HVAD and HM3 implantation and reported no
difference in survival (median follow-up of 15 months) and
freedom from strokes between both groups. During a median
follow-up of 15 months, 24% HM3 and 29% HVAD patients
died (P = 0.568). Even though not significant, an increased
number of strokes for patients on HVAD support were
found.16 In contrast to our results, patients implanted with
HM3 developed driveline infections less frequently when
compared with HVAD patients. These differences in drive-
line infections remain unexplained and need further investi-
gation. Finally, Ben Zadok et al. compared clinical outcome
of HMII, HM3, and HVAD and showed better survival for
HM3, accompanied with lower rates of haemorrhagic and
ischaemic stroke, pump thrombosis, and non-gastrointestinal
bleeding events.17 In contrast to their approach of uncor-
rected comparison of all comers (51 patients on either
HVAD or HM3 support), our cohort was larger with a longer
follow-up. In addition, we used a PS-based analysis to
reduce bias.

Even though the majority of the findings of the previously
mentioned studies are in line with the current study, some
differences were found.15–17 These differences could be
explained by centre-specific performance, but also the used
methods and covariates may account for these differences.
Schramm et al. performed PS matching based on age, sex,
serum creatinine levels, INTERMACS, perioperative RV failure,
and the implantation strategy (bridge to transplant or
destination therapy).16 Instead, we used preoperative RV
function as a covariate instead of perioperative right failure,
because we consider the latter an intermediate effect modi-
fier. Mueller et al. corrected for age, gender, INTERMACS,
and preoperative use of extracorporeal life support.15 Within
our MCS database, patients on temporary support were not
assigned to any of the INTERMACS classes. Therefore, in con-
trast to Schramm et al., who used a continuous INTERMACS
score, we used a categorical variable for INTERMACS and
temporary support, because patients on temporary support
clinically differ from patients assigned with INTERMACS 1.16

Interestingly, within the patient groups of Mueller et al. and

Table 2 Number and causes of death and number of heart
transplantations

Endpoint

PS-matched patients (n = 112)

HeartMate 3 (n = 56)
n (%)

HeartWare (n = 56)
n (%)

Cause of death
Device malfunction 0 (0%) 0 (0%)
Infection 3 (5%) 2 (4%)
Multi-organ failure 5 (9%) 2 (4%)
Ischaemic stroke 1 (2%) 0 (0%)
Haemorrhagic stroke 0 (0%) 6 (11%)
RV failure 0 (0%) 3 (5%)
Other 3 (5%) 3 (5%)

HTx (urgent) 0 (0%) 1 (2%)
HTx (non-urgent) 5 (9%) 3 (5%)

HTx, heart transplantation; PS, propensity score; RV, right
ventricular.

Propensity score-based analysis on HeartWare and HeartMate 3 1601

ESC Heart Failure 2021; 8: 1596–1603
DOI: 10.1002/ehf2.13267



Schramm et al., patients on HVAD support had a worse
INTERMACS score at implantation than HM3 patients.15,16

This is in line with the current study. Apparently, patients
assigned with INTERMACS 1 or patients on temporary sup-
port more often receive an HVAD. More years of experience
with implanting HVAD and technical considerations could
possibly explain the preference to implant HVAD in patients
that urgently need MCS. In addition, there was a preference
to implant HVAD in patients that were on CentriMag tempo-
rary support. Lastly, our follow-up time was longer than the
studies mentioned earlier giving a more reliable indication
of long-term results between the two LVAD types.

The current study has some limitations. The most impor-
tant limitations are the number of patients and the retro-
spective study design. Our current study and previously
conducted retrospective studies all showed no significant dif-
ference in survival, but all were in favour of HM3.15–17 To
confirm or disprove a significant difference in survival or spe-
cific complications between both devices, it is necessary to
increase the number of PS-matched patients. A multicentre
approach including all centres that implant both HM3 and
HVAD is recommended. Secondly, because the decision which
device to use is not always completely random, we per-
formed PS matching, which entails some disadvantages. For
a balanced comparison of survival and complication rates,
these unmatched patients were excluded from analysis,
resulting in a smaller group of patients with a loss of preci-
sion and generalizability.18 Additionally, after PS matching,
we assumed having two comparable groups. Nevertheless,
not all covariates were unequivocally balanced. Even though
the SMD was <10% for all measured covariates, these small
imbalances may sum up and may together cause a worse sur-
vival for patients on HVAD support. Therefore, we performed
two sensitivity analyses, which both showed similar results to
our primary analysis. Lastly, it is possible to create a greater
imbalance for unknown or unmeasured covariates after PS
matching.18 Even though we matched on an extensive set
of possible confounders, we cannot rule out any imbalance
on unknown or unmeasured covariates. A randomized con-
trolled trial could solve this.

In conclusion, we demonstrated that in a propensity-
matched cohort of patients with end-stage heart failure,

although non-significant, survival was better for HM3
when compared with HVAD. A significantly higher incidence
for haemorrhagic stroke and pump thrombosis was found
for HVAD patients after PS matching. To confirm or dis-
prove a difference in survival, a multicentre analysis
including all centres that implant both HM3 and HVAD is
recommended. Finally, a randomized controlled trial is
needed to rule out any effect of unknown or unmeasured
covariates.

Conflict of interest

F.W.A., E.A., N.d.J., M.G., J.J.V.D.H., N.P.V.D.K., C.L.M., M.M.
M., D.L.O., A-M.O., M.I.F.J.O., and F.Z.R. have no conflicts of
interest. The UMCU, which employs L.W.v.L., received consul-
tancy fees from Medtronic, Abbott, Vifor, and Novartis, out-
side the submitted work. E.E.C.d.W. reports personal fees
from Thoratec, SJM, and Abbott, outside the submitted work.
L.N. reports a grant from Health~Holland (LSHM19035), out-
side the submitted work.

Funding

This work is partly supported by Health~Holland
(LSHM19035).

Supporting information

Additional supporting information may be found online in the
Supporting Information section at the end of the article.

Table S1. Baseline characteristics of PS-matched patients of
the sensitivity analysis, using all patients without
pre-operative temporary support.
Figure S1. Kaplan Meier survival of all PS-matched patients
without pre-operative support for sensitivity analysis.
Censored for non-urgent heart transplantation and ongoing
support at follow-up, with 95% Confidence Interval.

References

1. Alraies MC, Eckman P. Adult heart trans-
plant: indications and outcomes. J
Thorac Dis 2014; 6: 1120–1128.

2. Goldstein DJ, Meyns B, Xie R, Cowger J,
Pettit S, Nakatani T, Netuka I, Shaw S,
Yanase M, Kirklin JK. Third annual re-
port from the ISHLT Mechanically
Assisted Circulatory Support Registry: a

comparison of centrifugal and axial
continuous-flow left ventricular assist
devices. J Heart Lung Transplant 2019;
38: 352–363.

3. Felix SEA, Ramjankhan FZ, Buijsrogge
MP, Jacob KA, Asselbergs FW,
Oerlemans MIF, Kirkels JH, van Laake
LW, Oppelaar AMC, Suyker WJL, de

Jonge N. Outcome of mechanical circu-
latory support at the University Medical
Centre Utrecht. Neth Heart J 2020; 1:
1–7.

4. Kormos RL, Cowger J, Pagani FD,
Teuteberg JJ, Goldstein DJ, Jacobs JP,
Higgins RS, Stevenson LW, Stehlik J,
Atluri P, Grady KL, Kirklin JK. The

1602 L. Numan et al.

ESC Heart Failure 2021; 8: 1596–1603
DOI: 10.1002/ehf2.13267



Society of Thoracic Surgeons Intermacs
database annual report: Evolving indica-
tions, outcomes, and scientific partner-
ships. J Heart Lung Transplant 2019; 38:
114–126.

5. McIlvennan CK, Grady KL, Matlock DD,
Helmkamp LJ, Abshire M, Allen LA.
End of life for patients with left ventric-
ular assist devices: insights from
INTERMACS. J Heart Lung Transplant
2019; 38: 374–381.

6. Rogers JG, Pagani FD, Tatooles AJ, Bhat
G, Slaughter MS, Birks EJ, Boyce SW,
Najjar SS, Jeevanandam V, Anderson
AS, Gregoric ID, Mallidi H, Leadley K,
Aaronson KD, Frazier OH, Milano CA.
Intrapericardial left ventricular assist
device for advanced heart failure. N Engl
J Med 2017; 376: 451–460.

7. Carmelo AM, Rogers JG, Tatooles AJ,
Bhat G, Slaugther MS, Birks EJ,
Mokadam NA, Mahr C, Miller JS, Mark-
ham DW, Jeevanandam V, Uriel N,
Aaronson KD, Vassiliades TA, Pagani
FD. HVAD: the ENDURANCE supplemen-
tal trial. JACC Heart Fail 2018; 6:
792–802.

8. Mehra MR, Uriel N, Naka Y, Cleveland
JC, Yuzefpolskaya M, Salerno CT, Walsh
MN, Milano CA, Patel C, Hutchins SW,
Ransom J, Ewald GA, Itoh A, Raval NY,
Silvestry SC, Cogswell R, John R,
Bhimaraj A, Bruckner BA, Lowes BD,
Um JY, Jeevanadam V, Sayer G, Cotts
WG, Tatooles AJ, Babu A, Chromsky D,
Katz JZ, Tessmann PB, Dean D,
Krishnamoorthy A, Chuang J, Topuria I,
Sood P, Goldstein DJ, MOMENTUM 3 In-
vestigators. A fully magnetically levi-
tated left ventricular assist device—
final report. N Engl J Med 2019; 380:
1618–1627.

9. Zimpfer D, Gustafsson F, Potapov E, Pya
Y, Schmitto J, Berchtold-Herz M,
Morshuis M, Shaw SM, Saeed D, Lavee
J, Heatley G, Gazzola C, Garbade J.
Two-year outcome after implantation of
a full magnetically levitated left ventric-
ular assist device: results from the ELE-
VATE Registry. Eur Heart J 2020; 41:
3801–3809.

10. Kormos RL, Antonides CFJ, Goldstein DJ,
Cowger JA, Starling RC, Kirklin JK, Rame
JE, Rosenthal D, MooneyML, Caliskan K,
Messe SR, Teuteberg JJ, Mohacsi P,
Slaughter MS, Potapov EV, Rao V,
Schima H, Stehlik J, Joseph S, Koenig
SC, Pagani FD. Updated definitions of
adverse events for trials and registries
of mechanical circulatory support: a
consensus statement of the Mechanical
Circulatory Support Academic Research
Consortium. J Heart Lung Transplant
2020; 39: 735–750.

11. Aleksova N, Alba AC, Fan CS, Amin F,
Kiamanesh O, Mcguinty C, Lee H, Posada
JGD, Ross HJ, Filio B, Rao V. The effect of
age on outcomes after destination-
therapy left ventricular assist device
implantation: an analysis of the IMACS
Registry. Can J Cardiol 2020: 1–9.

12. Akin S, Soliman O, De By TMMH,
Muslem R, Tijssen JGP, Schoenrath F,
Meyns B, Gummert JF, Mohacsi P,
Caliskan K. Causes and predictors of
early mortality in patients treated with
left ventricular assist device implanta-
tion in the European Registry of
Mechanical Circulatory Support
(EUROMACS). Intensive Care Med 2020;
46: 1349–1360.

13. Tsiouris A, Borghi J, Karam J, Nemeh
HW, Paone G, Brewer RJ, Morgan JA. Is-
chemic versus nonischemic dilated

cardiomyopathy: the implications of
heart failure etiology on left ventricular
assist device outcomes. ASAIO J 2013;
59: 130–135.

14. Volkovicher N, Kurihara C, Critsinelis A,
Kawabori M, Sugiura T, Ii MM, Civitello
AB, Morgan JA. Outcomes in patients
with advanced heart failure and small
body size undergoing continuous-flow
left ventricular assist device implanta-
tion. J Artif Organs 2018; 21: 31–38.

15. Mueller M, Hoermandinger C, Richter
G, Mulzer J, Tsyganenko D, Krabatsch
T, Starck C, Stein J, Schoenrath F, Falk
V, Potapov E. Retrospective 1-year out-
come follow-up in 200 patients sup-
ported with HeartMate 3 and
HeartWare left ventricular assist devices
in a single centre. Eur J Cardiothorac
Surg 2020; 57: 1160–1165.

16. Schramm R, Zittermann A, Morshuis M,
Schoenbrodt M, Von Roessing E, Dossow
V, Koster A, Fox H, Hakim-Meibodi K,
Gummert JF. Comparing short-term out-
come after implantation of the
HeartWare® HVAD® and the Abbott®

HeartMate 3®. ESC Heart Fail 2020; 7:
908–914.

17. Ben Zadok OI, Ben-Avraham B, Shaul A,
Hammer Y, Rubachevski V, Aravot D,
Kornowski R, Ben-Gal T. An 18-month
comparison of clinical outcomes be-
tween continuous-flow left ventricular
assist devices. Eur J Cardiothorac Surg
2019; 56: 1054–1061.

18. Elze MC, Gregson J, Baber U,
Williamson E, Sartori S, Mehran R,
Nichols M, Stone GW, Pocock SJ. Com-
parison of propensity score methods
and covariate adjustment. J Am Coll
Cardiol 2017; 69: 345–357.

Propensity score-based analysis on HeartWare and HeartMate 3 1603

ESC Heart Failure 2021; 8: 1596–1603
DOI: 10.1002/ehf2.13267



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage false
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2001
  ]
  /PDFX1aCheck true
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier (FOGRA1)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <>
    /CHT <>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF che devono essere conformi o verificati in base a PDF/X-1a:2001, uno standard ISO per lo scambio di contenuto grafico. Per ulteriori informazioni sulla creazione di documenti PDF compatibili con PDF/X-1a, consultare la Guida dell'utente di Acrobat. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 4.0 e versioni successive.)
    /JPN <>
    /KOR <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die moeten worden gecontroleerd of moeten voldoen aan PDF/X-1a:2001, een ISO-standaard voor het uitwisselen van grafische gegevens. Raadpleeg de gebruikershandleiding van Acrobat voor meer informatie over het maken van PDF-documenten die compatibel zijn met PDF/X-1a. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 4.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENG (Modified PDFX1a settings for Blackwell publications)
    /ENU (Use these settings to create Adobe PDF documents that are to be checked or must conform to PDF/X-1a:2001, an ISO standard for graphic content exchange.  For more information on creating PDF/X-1a compliant PDF documents, please refer to the Acrobat User Guide.  Created PDF documents can be opened with Acrobat and Adobe Reader 4.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /HighResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


