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Hypertension 2025

1. In adults with uncontrolled hypertension, any reduction of BP is beneficial

2. Strong evidence for CVD benefits in adults treated to an SBP target<130 and <120 mmHg
vs. higher SBPs, at least in older adults at higher risk for CVD

3. Also, evidence that lower BPs reduce risk of cognitive impairment and dementia.

4. Implementing the 2025 AHA/ACC guideline recommendations for office BP targets
should be a high priority.

5. All first line agents are appropriate.

6. Use ACEI and ARB for patients with DM and CKD, particularly with moderate to severe
albuminuria.

7.  Consider incretin mimetics (GLP-1 RAs) or bariatric surgery for adults with overweight
or obesity as adjuncts to lower BP.

8. Blood pressure is expected to rise postpartum and thus the postpartum period is a
particularly important time for blood pressure monitoring and management.

9.  During pregnancy, patients with chronic hypertension should have blood pressure treated
to an average of 140/90mmHg.

10. Women at risk must be identified early based on the already known risk factors

11. Early interventions: Aspirin, education and multidisciplinary monitoring must be
implemented.

12. Pregnancy offers a unique window for identification of women at risk for future CVD and
should result in early postpartum and long-term monitoring, risk stratification, and
lifestyle modification.

13. BP should be stabilized and normalize by 4 weeks postpartum in normotensive
pregnancies and 12 weeks after HDP.

14. Postpartum HTN is defined as new onset (de novo) or persistent elevation after delivery
and up to 6 months postpartum.

15. There is no definitive BP target for postpartum HTN.

AAT'S: Mechanical Support and Thoracic Transplantation Summit

https://events.aats.org/mechanical-25/program

1.
2.
3

Futility: assigning futility is best describe on a spectrum
Pre-ECMO and during ECMO predictors can be helpful, but are anything but perfect.

Regardless, developing consensus with your patient/patient family to chart a path forward
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requires communication and hand holding on a daily basis and starts ECMO day 0.
Historically phrenic nerve injury/Diaphragm Dysfunction (PNI/DD) leads to prolonged
mechanical ventilation (MV), higher pneumonia rates, increased use of NIV.

PNI/DD can lead to BLAD which increases mortality.

Diaphragm pacing was successful in reversing PNI/DD in 84% of patients

Experienced ECMO and Lung transplant center

Early referral for lung transplant

Bridge eligible patients before decompensation

Choice of ECLS configuration depends on patient status

i.  Main goal=off-load RV

Liberal use of Post-op ECMO after lung transplantation- The Columbia Protocol

ECMO bridge to transplant is no longer salvage- It’s a planned strategy

Awake, extubated, and ambulatory ECMO improves outcomes.

Survival is comparable to non-ECMO patients when managed in expert centers.

Build Shock Team by identifying vision, strategy, and tactics

Outline workflows

Review not just outcomes but processes

Tailored approach to cardiogenic shock likely to improve outcomes, including:

i.  Shock “Teaming”

ii. Early placement of tMCS

iii. Active device tailoring to achieve an ambulatory, ventricular specific, unloading
platform

Neurological injury (HIBI: hypoxic-ischemic brain injury) is a major outcome in patients
with ECPR; on ECMO brain injury in addition to HIBI is common.

Primary brain injury in ECPR: cannulation time, system of care, and engineering
development/refinement.

Secondary brain injury

i.  All drug therapy with different mechanisms failed for neuroprotection but ICU care
matters

ii. 02, CO2, cerebral autoregulation and TTM (hypothermia)

iii. TTM: benefit of immediate hypothermia vs. multiorgan injury in improving overall
outcomes; cold war continues

iv. Early detection of ABI and timely neurological care can improve outcomes->Early
imaging is the key!

The successful of first U.S. en-bloc heart and lung rapid recovery combined with A-NRP
demonstrates that this technique is both feasible and safe.

The excellent organ viability and minimal bleeding highlight the critical importance of
strong coordination and collaboration among thoracic and abdominal teams.

While both heart and lung were procured by the same team, this success demonstrates that,
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with careful planning, open communication, and strong collaboration, the procedure can
be equally successful when performed by different thoracic recovery team.

This case exemplifies how meticulous teamwork can help expand the donor pool and
improve transplant success.

Who not to transplant????Really tell them we transplant everyone.

Cadaveric lobar transplant is indicated in cases of oversized grafts or injured donor lobes.
Volume size matching using CXR is useful, but the final decision must be made
intraoperatively.

Downsizing lobectomy should be performed on the back table prior to implantation.

A bronchial stump should not remain in the donor graft, but leaving a stump in the
recipient is acceptable.

Predicted vital capacity-based size matching is valuable to avoid implantation of
excessively small grafts.

Various donor lobes can be resected and implanted.

Clinical outcomes of cadaveric lobar lung transplant are promising.

Vascular anastomic complications are associated with significant morbidity and mortality.
More common in recipients with previous lung surgery involving the hilum, restrictive
lung disease, female.

Prognosis depends on early diagnosis, type of complication, time elapsed after
transplantation, clinical status of the patient, and selection of the most appropriate
therapy.

Avoiding the complication is better than having fancy tricks to fix it.



