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VADS Forum Thursday 05 July 2012: ACTION NOTES 

 
Present: 
Dr Mike Winter (Chair)  Medical Director    NSD, Scotland 
Duncan Ambrose   Senior Comm Manager   NSCT 
Dr Mark Petrie    Transplant cardiologist   Glasgow 
Mrs Helen Thomas   Statistician     NHSBT 
Dr Nick Banner   Transplant cardiologist / chair UKCTA Harefield 
Mr Steven Tsui   Clinical Director    Papworth 
Mr Jorge Mascaro   Cardiothoracic surgeon   Birmingham 
Mr Saleem Haj-Yahia   Cardiothoracic surgeon   Glasgow 
Mrs Tracey Baker   Transplant business manager  Harefield 
Prof Stephan Schueler  Cardiothoracic surgeon   Newcastle 
Prof James Neuberger  Associate Medical Director   NHSBT 
Mr Rajamiyer Venkateswaran Cardiothoracic surgeon   Manchester 
 

Apologies Dr Jayan Parameshwar  
Dr Guy McGowan, Newcastle 
Mr Andre Simon, Harefield  
Dr Imogen Stephens  
Prof Nizar Yonan   

 

Notes from last meeting Notes had been circulated. No comments received. 
Accepted as accurate.  
 

 

Update from last meeting (DA) Audit of surgical activity had been sent out. 
Clarification letter had been sent that bridge to 
candidacy was outside the NSCT contract. 
 
Comments made that it would have been helpful to 
circulate the agenda for this meeting earlier. 

DA to follow up status of other actions with IS. 
 
 
 

Feedback from QIDIS events (TB) Initial collaborative event held in Birmingham, 
6/2011. Well attended but only 1 medic. Next event 
6/12 Harefield: review of outcomes, review 
baseline audit activity, consider VAD nurse 
specialist forum, wet lab demonstration. How can 
patients get involved? 

Advance publicity for next collaborative forum to ensure wider mix of 
attendees 
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Provider updates:  
See attached separate paper 

Discussion themes: 
1. Bridge to candidacy 
2. Patient choice 
3. Social support 
4. Impact on the matching list 
5. Pioneers of VAD technology 

1. Some centres have offered VADs to patients not listed for 
transplant so they become eligible for transplant. There was a 
belief this had been within the contract. A letter of clarification 
was sent in May 2012 explaining that the NSCT contract 
covers patients previously listed for heart transplant who 
deteriorate and require a VAD. Patients not previously listed 
for heart transplant are not included in the NSCT contract or 
designation. Ongoing discussions will be held with 
centres individually during 2012/13 to refine the activity 
plans. 

2. Some centres have had patients elect not to be listed for 
transplant.  

3. Some centres have experienced delayed discharges due to 
the complex support arrangements needed for some patients 
to manage in the community. Examples included social 
isolation, overweight, drug abuse, treatment concordance. 

4. An increasing percentage of patients listed for transplant are 
on long-term VAD support. Many VAD patients report feeling 
more stable, therefore see no immediate need to risk a heart 
transplant. VAD explants can be more complex (and by 
association, risky) for less experienced centres. Currently, 
when a heart is offered, centres need to choose between a 
non-VAD patient and a VAD patient – it can be hard to know 
what to do. It was felt that guiding principles for decision-
making were similar in each centre, and there was a robust 
link to transplantation. DA/IS and MW to discuss 
governance requirements to visibly demonstrate 
assurance that the available resource of donor hearts and 
investment is delivering the greatest benefit in overall 
years gained. 

5. The VAD Forum recognized that the technology was rapidly 
developing and that each centre had a different level of 
experience. It was agreed that it would be of mutual benefit 
for each centre to share their experiences, and for the VAD 
database to be mined for relevant data to inform discussions. 
DA/IS/MW/HT to coordinate a template for centres to use, 
and to provide VAD database data where relevant. 
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HTA assessment of MCS as 
alternative to transplant 

Awaiting final publication 
 
 

Data was submitted to NSCT and the HTA. 
Large variations in lengths of stay was thought to be a clerical error. 
Shorter lengths of stay post heart transplant were thought to be 
associated with centres with a low proportion of VAD patients listed 
for transplant. The snapshot of data was not sufficient to test these 
hypotheses. 
 
There was some variation in device cost and negotiated extras. 
NSCT would not be able to lead of coordinated procurement, but 
some centres had been in discussion already about collaboration. 
 
There was an opportunity to explore the VAD database for any 
emergent evidence of outcomes associated with device type. 

Collaborative MDT learning Opportunities were thought to exist already, 
although the QIIDIS meeting was noted as a visible 
platform for sharing experiential and incidental 
knowledge. 

 

QIDIS (TB) Feedback from last year’s scheme. 
 
All centres are engaged in the 2012/13 QIDIS 
scheme (although Glasgow is not involved in the 
financial award aspect) 
 
Schemes proposed: 

1. Consistent information prior to consent 
2. Ongoing support 
3. INR home monitoring 
4. VAD resuscitation guidance 

 
Schemes need to reflect the cost of delivery.  
 
Sheffield is engaged where appropriate. 
 

1. It was agreed that patients should be given consistent 
expectations, and this would help assure consistent patient 
selection. 

2. Potential links to www.MyLVAD.com 
3. Thought to be great benefit, potentially. 
4. Follows comments from paramedics. 

 
Additional mandatory schemes: 

• Clinical dashboards – [NSCT circulated details 29/06/12] 
• Patient experience – this can be centre specific, Trust-wide or 

cross-centre. 
 
Thanks given to Diane Goodwin (Papworth Transplant Manager, 
Transplant Manager Forum Chair) and Tracey Baker (Harefield 
Transplant Manager) for coordinating this. 

http://www.MyLVAD.com
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Terms of Reference Discussed. 
 
Current format allows controversial issues to be 
raised and debated. 
 
Would be improved if audit information and less 
successful cases were presented and shared. 
 
VADs are not part of the NHSBT remit, although 
there is a close correlation to heart transplantation. 
The NHSBT advisory groups are in the process of 
review. 

The need to revise the TOR was discussed in the context of NSCT 
services being transitioned to the NHS Commissioning Board.  
 
If the group were to be associated with NHSBT, it would report to the 
heart transplant advisory group (currently CTAG advises on heart 
transplant and lung transplant). 
 
The group was aware that other non-transplant providers were 
exploring the possibility of VADs. The group was keen to maintain a 
robust link to heart transplantation. 
 
DA/IS/MW/JN to work on a revised draft TOR ahead of the next 
meeting. 

Date of next meeting October/November   
 

AOB Thanks given to Imogen for her work with the VAD 
Forum. 
 
UK VAD Club inaugural meeting being held tonight  
and tomorrow. Thanks to Saleem for organizing 
this. 

 

 
 
 



         CTAG(12)32 
 
 
Centre Current long-term VAD population Number of patients that received a 

long-term VAD implant in 2011/12 
Number of long-term VAD patients that 
received a heart transplant in 2011/12 

Glasgow 6 patients at home (2 listed for transplant) 
1 patient I ICU 

2 0 

Manchester 3 patients at home (0 listed for transplant) 
 

5 
+3 long-term VAD implants since April 

1 

Newcastle 47 patients at home (13 listed for transplant) 
 

30 
+6 long-term VAD implants since April 

3 

Harefield 50 UK patients (>50% listed for transplant) 
1 non-UK patient 

29 0 

Papworth 23 (18 listed for transplant) 
 

13 (2 were Total Artificial Hearts) 1 

Birmingham 4 (1 listed for transplant) 
 

4 1 

TOTAL 135 83 6 
 


