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EDITORIAL

The Truly Functional Heart Team: The Devil 
Is in the Details
David R. Holmes Jr , MD; Michael Mack, MD

The multidisciplinary team concept for the man-
agement of patients with cardiovascular diseases 
is now well ingrained into the culture of most hos-

pitals and healthcare systems.1–8 Despite the lack of 
a robust evidence base demonstrating benefit, the 
heart team for clinical decision making is a Class I 
Recommendation in both the US and European guide-
lines albeit Level of Evidence C.7,9,10 Too frequently, 
however, in practice, the heart team is more virtual than 
real or worse, it is a perfunctory “check box” at some 
centers. An ever-increasing variety of publications re-
lating and attesting to the positives of the heart team 
while describing the potential nuances, fail to serve as 
a template for its actual implementation.11–13 So how 
then does a center put into practice the concepts of 
a true heart team approach and demonstrate better 
patient care?

See Article by Young et al.

The single-center clinical presentation on the mul-
tidisciplinary heart team in this issue of the Journal of 
the American Heart Association (JAHA) adds some 
foundational building blocks to the intuitive and at-
tractive but rather ill-defined concept of the heart 
team.14 It describes in detail their multidisciplinary 
coronary artery disease Heart Team Consultative 
Service that had been in place at Massachusetts 
General Hospital since January 2015. This article by 
Young and Kolte, both of whom contributed equally 
as a “team,” fills some of the implementation gaps 

and addresses the logistical issues regarding creation 
of a truly functional heart team (ie, “the devilish de-
tails.”) It describes 166 (2.7%) of 6120 patients under-
going coronary revascularization at Massachusetts 
General Hospital from January 2015 to November 
2018 who were deemed high risk and underwent the 
formal Heart Team consultation. The composition of 
the team included a median number of 6 physicians 
per Heart Team meeting (interquartile range [IQR] 5, 
8). Whether the other 5954 patients undergoing cor-
onary revascularization who did not receive the ben-
efit of the Heart Team were not high risk or because 
it was inconvenient for the Heart Team to meet or 
whether the decision for a specific revascularization 
was obvious, is not indicated in the article but may 
have important implications for the actual practicality 
of instituting such a program.

While the specifics of the patients in this experience 
can be debated; for example, the SYNTAX tertile was low 
in 35.9% of patients, and using the STS Predicted Risk 
of Mortality, 53.6% were also low risk. However, the pro-
cess is detailed in some depth. A tool was developed 
that is quite ambitious and comprehensive (figure 1 of 14). 
It is described by the authors as “succinct yet practical.” 
That description may depend upon who is filling out the 
form and whether it could be populated by an electronic 
health record. A consult for the multidisciplinary Heart 
Team was requested via the electronic health record 
and then convened within 24 to 48 hours of the request 
aimed at including the patient’s primary cardiologist, ≥2 
interventional cardiologists, and ≥2 cardiovascular sur-
geons. The total median number of attendees was 6 (IQR 
5, 8), cardiovascular surgery 3 (IQR 1, 4), interventional 
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cardiology 2 (IQR 2, 3), and general cardiologist 1 (IQR 1, 
2). Others were involved as felt to be necessary (ie, palli-
ative care in 9.0%). The median duration between heart 
team meeting and the treatment by percutaneous coro-
nary intervention was 1 day (IQR 0, 3) and by coronary 
artery bypass graft 3 days (IQR 1, 6).

While the authors are to be applauded for their suc-
cess at implementing a well-functioning heart team, there 
are a number of details that still need to be addressed.

1.	 The authors state in their final portion of the dis-
cussion “From the current experience, we conclude 
that the formulation of a multidisciplinary process by 
which all high risk coronary artery disease patients 
are comprehensively risk stratified and evaluated is 
safe and realistically achievable in a busy tertiary 
referral system” seems to be more far reaching 
than the data, which suggests that in this specific 
patient population it was used in only 166 (2.7%) of 
6120 patients undergoing coronary revascularization. 
Surely there is a greater percentage of patients who 
could potentially benefit from the multidisciplinary 
approach to clinical decision making.

2.	 How does the heart team function in patients who 
present with an acute coronary syndrome? In their 
patient population, 53% were non–ST-segment–el-
evation myocardial infarctions. Can these patients be 
put off until the Heart Team can meet? How does it 
work on weekends or on Friday before the weekend?

3.	 If there is true equipoise in the Heart Team mem-
bers, how is the decision made as to which therapy 
to recommend? Is it the senior person that gets to 
make that final decision? Is it who referred the pa-
tient and to whom?

4.	There is no information on how the process inte-
grates with the patient and family. The authors state 
in the introduction that patients and their families are 
key stakeholders in the process. Yet nowhere are 
the patient’s goals and shared decision-making in-
cluded in the process.11–13 Does the recommenda-
tion come down from on high from this group to the 
patients and their families? And how then is shared 
decision making performed as part of this process?

5.	Another piece of information that is important is 
that repeat hospitalizations were very frequent in 
all of the groups, being 18% across the entire co-
hort. Does another group of caregivers need to be 
involved (for example, congestive heart failure or 
midlevel providers) to develop a strategy to prevent 
the need for repeat hospitalizations?

The work described in the article is admirable in con-
tinuing to build the foundation of a real functioning Heart 
Team with the demonstration that it occupies an import-
ant part at the heart of taking care of patients. Now on to 
the devilish details to make it even better.
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