
Congestive heart failure (HF) is a com-
mon condition with an increasing 

prevalence due in part to the ageing of the 
population, improvements in early treat-
ment, and survival of HF [1,2]. Approx-
imately 10% of the patients present with 
persistent debilitating or worsening symp-
toms leading to repeated hospitalizations 
and eventually mortality. These patients 
show advanced heart failure (AHF) [2,3].

Treatment options for advanced heart 
failure (AHF) may be grouped into those 
with survival benefit and those with ther-
apy that primarily improves quality of 
life (QOL) without affecting survival [2]. 
Treatment options with survival benefits 
include mechanical circulatory support 
(MCS) and heart transplantation. Heart 
transplantation is considered the gold stan-
dard for treatment of AHF with improved 
QOL and survival [2,4,5]; however, it is 
limited by organ availability and exclu-
sion criteria. MCS using left ventricular 
assist devices (LVAD) has emerged as an 
alternative option for patients not suitable 
for transplantation with competing sur-
vival benefits of up to 90% at 1 year and 
80% at 2 years [6,7]. Up to 56% of AHF 
patients referred to LVAD are declined be-
cause of severe co-morbidities, advanced 
age, intractable end organ dysfunction or 
right ventricular failure, inability to re-
ceive anticoagulation, lack of funding, or 

patient inability to cope with continuous 
device assistance [8].

Treatment options that improve QOL 
without survival benefit include long-term 
pharmacological treatment with ionotrop-
es and palliative therapy. Repeated injec-
tions of dobutamine or levosimendan and 
continuous treatment with dobutamine or 
milrinone are being utilized with variable 
success [9]. For AHF patients presenting 
with fluid overload, mechanical treatment 
to alleviate chronic fluid overload includ-
ing hemodialysis and peritoneal dialysis 
may be a useful alternative. 

In this edition of the 
 ( ), Koev and 

colleagues [10] reported their experience 
with dialysis for AHF with fluid overload 
in 35 patients: 29% with peritoneal dial-
ysis and 71% hemodialysis. The patients 
represented the full spectrum of HF in-
cluding preserved (34%), minimally re-
duced (22%), and reduced (44%) ejection 
fraction. Mortality occurred in 23% at 1 
year and overall 46% (median 1.9 year 
follow-up) with increased infections (17% 
of the deaths were attributed to treatment 
related sepsis). The patients had signifi-
cantly less HF hospitalizations during the 
first year on dialysis. The authors conclud-
ed that dialysis is a feasible and safe ther-
apeutic option for patients with advanced 
heart failure and fluid retention. 

Unlike previous articles on the sub-
ject, which focused mainly on peritone-
al dialysis [11-14], in the current article 
most of the patients (71%) were treated 
with hemodialysis. This difference is 
important because not all patients can 

receive peritoneal dialysis due to techni-
cal issues. Koev et al. [10] successfully 
showed that hemodialysis is comparable 
in such patients. Patients treated with 
dialysis had increased infections rate 
related to the dialysis. This apparent 
downside of treatment should call to im-
proved infection control in this group and 
patients should be aware of this potential 
risk, even though the potential benefit is 
to reduce HF hospitalizations. 

Patients with HF and preserved ejec-
tion fraction have limited treatment op-
tions compared with reduced ejection 
fraction [15]. According to the presented 
results, this challenging group of patients 
may equally benefit from dialysis to re-
duce HF hospitalizations, opening a new 
therapeutic option for these patients. 

The retrospective study was limited due to 
a small number of patients. In addition, in-
dices such as QOL, improvement in New 
York Heart Association functional capac-
ity, and change in ejection fraction were 
not examined. Moreover as patients were 
compared to pre-dialysis era, other factors 
such as the intensity of medical care in the 
dialysis unit may have influenced hospi-
talizations and not the treatment per-se. 

Hemodialysis or peritoneal dialysis is 
a suitable option that may significantly 
lower hospitalizations and might improve 
quality of life in cases of extreme of heart 
failure, and certainly may benefit some of 
the sickest patients in this subspecialty.



The role of adjuvant chemotherapy in stage II colon cancer 
continues to be debated. The presence of circulating tumor 
DNA (ctDNA) after surgery predicts very poor recurrence-
free survival, whereas its absence predicts a low risk of 
recurrence. The benefit of adjuvant chemotherapy for 
ctDNA-positive patients is not well understood. Of the 
455 patients who underwent randomization, 302 were 
assigned to ctDNA-guided management and 153 to 
standard management. The median follow-up was 37 
months. A lower percentage of patients in the ctDNA-
guided group than in the standard-management group 
received adjuvant chemotherapy (15% vs. 28%, relative 
risk 1.82, 95% confidence interval [95%CI] 1.25–2.65). 
In the evaluation of 2-year recurrence-free survival, 

ctDNA-guided management was noninferior to standard 
management (93.5% and 92.4%, respectively; absolute 
difference 1.1 percentage points; 95%CI, -4.1–6.2 
[noninferiority margin, -8.5 percentage points]). Three-
year recurrence-free survival was 86.4% among ctDNA-
positive patients who received adjuvant chemotherapy 
and 92.5% among ctDNA-negative patients who did not. 
Tie et al. concluded that actDNA-guided approach to 
the treatment of stage II colon cancer reduced adjuvant 
chemotherapy use without compromising recurrence-free 
survival.

Toll-like receptors (TLRs) are a family of cell surface 
sensors that can detect pathogens and mediate 
inflammatory responses. TLR7 is known for its role in 
detecting single-stranded RNA and has been associated 
with auto-antibody production. Brown et al. discovered 
gain-of-function mutations in the gene in several 
individuals with the autoimmune disease systemic lupus 
erythematosus (SLE). When engineered into mice, the 
abnormal  variant made immune cells more sensitive 

to the molecule guanosine, increased the survival of 
activated B cells, and caused tissue damage similar to 
that seen in human SLE. Autoimmune features could be 
prevented in mice by inhibiting production of the MYD88 
protein, which TLR7 normally uses to activate B cells. 
These findings indicate that the TLR7–MYD88 pathway 
may be targetable for treating patients with lupus.


