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transplant activity for each financial year up to April 2020 and our activity

between Jan - 27th May 2020 (the first UK pandemic peak) comparing this

to the same period over the last five years. This allowed us to directly com-

pare the effect of COVID with previous years activity.

Results: A total of 19 heart patients died during Jan to 27th May 2020. Out

of the total deaths 4 were from paediatric group, 11 were post-transplant

and 5 on the active list. There were no cardiac deaths related to COVID

19. The total deaths during the same period were 19, 24, 20 and 32 in the

years 2019, 2018, 2017 and 2016 respectively. A total of 41 lung patients

died during Jan to 27th May 2020. Out of the total 11 were on the active

list awaiting transplant and 19 were post-transplant deaths. Of these 2

were COVID deaths. The corresponding deaths during year 2019, 2018,

2017 and 2016 were 46, 51, 49 and 46 respectively. Transplant activity

from Jan to 27th May in 2016-19 averaged 32 (16 hearts,16 lungs); activity

during the same time period in 2020 was 4 lungs and 13 hearts, clearly

affected by reduced activity due to COVID19.

Conclusion: This audit does not suggest a significant rise in mortality due

to the COVID 19 pandemic in vulnerable patients either pre or post-trans-

plantation. Measures such as shielding were highly effective in this popu-

lation. Transplant activity for the year was affected.
(26)

Rapid Virtualization of a Heart Function Clinic in Response to the
COVID-19 Pandemic
M. Linghorne, M. O'Sullivan, Y. Moayedi, N. Aleksova, D. Delgado, A.C.
Luk, M.A. McDonald, F. Billia, H.J. Ross and J.G. Duero
Posada. Cardiology, University Health Network, Toronto, ON, Canada.

Purpose: The current COVID-19 pandemic has had an unprecedented

impact on healthcare systems across the world. It has stretched to the limit

acute care systems, indirectly it has shaped new and innovative ways to

deliver care for those with chronic conditions. Herein we describe initial

outcomes of the rapid virtualization of the Heart Function Clinic at a major

quaternary Hospital in Toronto, Ontario.

Methods: Consecutive patients attending the heart function clinic at the

Toronto General Hospital between March 9, 2020 and June 30, 2020 were

included. Visits were classified as “in-person” if patients were physically

present for the clinical interaction and “virtual” if the clinical interaction

occurred while the patient was away using currently available modes of

communication: telephone or web-enabled (Ontario Telemedicine Net-

work -OTN, or other available web-based applications). The purpose of

the individual visit was categorized as: “surveillance”, “titration”, “new

assessment” or “Clinical trial”.

Results: A total of 292 patients had a total of 521 clinical encounters dur-

ing the lockdown period. Of these, 168 (32.2%) were “in-person”, while

353 (67.8%) were “virtual”. 101 (19.3%) were primarily for the purposes

of titration. These virtual assessments led to 14(2.7%) in-person assess-

ments. 258 (49.5%) of patients had an LVEF < 40%, among these patients
220 (85.3%) were on an ACEi, ARB or ARNi, 242 (93.8%) on a Beta-

blocker, 191 (74%) on an MRA, 46 (17.8%) on SGLT2inhibitor.

Conclusion: Rapid virtualization of a large academic multi-disciplinary

clinic is possible. This allows for ongoing delivery of safe care to patients

with chronic conditions and can be used as a model for other clinics facing

the pandemic. Lessons learned will be used to transition to a hybrid model

of in-person and virtual even after the pandemic has come to an end.
(27)

Telemedicine (TM) during SARS-CoV-2 Outbreak
M. Masetti, S. Toniolo, A. Adorno, L. Giovannini, P. Prestinenzi, M.
Sabatino, A. Russo, S. Martin Suarez, A. Loforte, D. Pacini and L.
Potena. Bologna Academic Hospital, Bologna, Italy.

Purpose: As Italy faced SARS-CoV-2 outbreak as first country outside

China, and our hospital converted most of activities into the ones for

COVID-19 patients (pts), we had to manage the need for continuing care

of advanced heart failure (HF), heart transplant (HT) and LVAD pts. TM

was a possible strategy, but its role in this very sick cohort is unknown.

Methods: During the lockdown (03-05/2020), we decided to make either a

phone (PV) or an in presence (IV) visit, selecting for IV pts listed for HT,

with LVAD, recently HT, scheduled for a biopsy within 6 months after HT

or a RHC for listing eligibility. In PV, we assessed symptoms, blood pres-

sure, drugs, and programmed a subsequent IV. All pts in IV group were tri-

aged by phone for COVID-19 symptoms or contacts and if scheduled for

RHC or biopsy received SARS-CoV-2 swab 48 h before the procedure.

Study endpoints were: combined incidence at 6 months of MACE (HF hos-

pitalization, CV death and need for anticipated IV) in HF/VAD group, and

MACE, rejection and any cause- hospitalization in HT group.

Results: Among 448 pts (57§12y, 240 HT, 191 HF, 17 LVAD), 52% were

managed by PV and a subsequent IV was scheduled after 3§2 months. Pts

managed by PV were healthier: in HF-VAD group they were less fre-

quently listed, had less Afib, LVAD (2/17) (p<0.01 all); post-capillary PH

(pC-PH) was similarly distributed; in HT group there were less pts trans-

planted in the last 5 years (15% vs 52%, p<0.01) and numerically less

with 2R rejection in the previous 6 months (8.3% vs 27.1%, p=0.13).The

PV group had a lower incidence of the endpoints in both HF/VAD and HT

cohorts (92.3§2.3% vs 70.3§4.4%; 97.0§1.7%vs82.5§4.1%, p<0.01).
Overall, the predictors of the endpoints at multivariate analysis were pC-

PH and PV (HR: 5.2 and 0.1, p<0.03 both) and a recent 2R rejection (HR:

3.6, p=0.05) in the HF/VAD and HT group respectively.There were no

cases of COVID-19 in IV; 5 pts got infected at home in a context of infec-

tion prevalence of 6/1000 inhabitants in our region and of 40% of hospital

beds dedicated to COVID-19 pts.

Conclusion: In this retrospective study, by reporting an organization set up
in a emergency situation, we show that TM can be safely used to manage

stable HF, LVAD and HT patients, whereas pC-PH and a recent rejection

may identify those needing IV. These data suggest that the availability of

devices for monitoring pulmonary pressures may improve safety of PV in

HF pts and that TM could be useful not only in a pandemic outbreak but

also subsequently.
(28)
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