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Welcome

On behalf of the council of the Irish Cardiac Society (ICS) I am 
delighted to welcome you to this year’s conference and AGM. 
Thank you for coming to participate and share in the 66th annual 
meeting of the society.

It gives me great pleasure to welcome our guest speakers; 
Dr James Carr, Mr Ben Bridgewater, Dr Susan Connolly, 
Prof John Cleland and Dr Kevin Walsh. We are also privileged 
to have Dr Kim Williams, President of the American College of 
Cardiology joining us this year.

My thanks to those who compiled and are contributing to this year’s 
meeting, both the main programme and the auxiliary Intervention 
and Electrophysiology sessions. Thanks also to all who submitted 
abstracts and to the exhibiting companies whose support each year 
is greatly appreciated.

The past twelve months have been very busy for the society thanks 
to the efforts of the ICS council. Their work allows the society to 
continue to develop and expand its activities in many areas both at 
home and abroad. Highlights from the last year include:

• Participation in a joint session at the ACC meeting in March 
with the British and Swiss Cardiac Societies

• Attendance at the ESC Congress in London as a participating 
national society

• Provision of expertise to the 2016 ESC Guidelines Review 
Committee

• Establishment of Ireland’s Young Cardiologist of Tomorrow 
Group, an ESC initiative aimed at supporting trainees

• Closer to home, the establishment of a TAVI subgroup within 
the ICS was a welcome development and the inaugural meeting 
of this group was held in May. I am also delighted that the first 
meeting of the ICS Primary Secondary Care CV Working Group 
is taking place here this weekend.

As the society plans for the future it has also in recent months 
paused to look back on the past. A project undertaken by 
Prof John Horgan to reproduce the original minute book of the 

society covering 1949–1980 has proved to be an immensely 
important and poignant project. As cardiology continues to develop 
at a rapid pace it has been a pleasure to reflect on those whose 
efforts contributed to the development of cardiology as a specialty 
in Ireland. I urge you all to take time to read the publication which 
will be formally launched this weekend.

Finally I would like to thank the membership body for their 
continued support. In particular my gratitude to those members 
who volunteered their time to represent the society on various 
projects throughout the year. This assistance is greatly appreciated 
particularly given the busy schedules and time constraints faced 
by all.

I sincerely hope you will enjoy the 2015 Irish Cardiac Society 
Conference and AGM and I look forward to meeting and speaking 
with you in the coming days.

Professor Ken McDonald 
President, Irish Cardiac Society
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Irish Cardiac Society Council 2014–2015

President: Prof Ken McDonald

Honorary Secretary: Dr Nicola Johnston

Honorary Treasurer: Dr Andrew Maree

Council Members: Dr Donal Murray 
 (Past-President)

 Dr James Crowley

 Dr Caroline Daly

 Dr Stephen McMechan

 Dr Peter Kelly

 Dr Martin Quinn

 Dr John Riddell

 Mr Michael Tolan

 Dr Angie Brown 
 (IHF Representative)

Meeting Locations

Thursday, 8 October

Irish Nurses Cardiovascular 
Association Mangerton Suite

Evening ICS Scientific Sessions

Electrophysiology Lower Lake Room

Intervention Mangerton Suite

Friday, 8 October

Irish Cardiac Physiologists Muckross Suite A

ICS Scientific Sessions Mangerton Suite

Irish Atheroclerosis Association Mangerton Suite

AGM Mangerton Suite

Stokes Lecture Mangerton Suite

Saturday, 10 October

ICS Scientific Sessions Mangerton Suite
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Cardiovascular Nurses Scientific Conference

‘UNLOCKING CARDIOVASCULAR DISEASE’

Thursday, 8 October 2015

10.00–10.45 Registration and Coffee

10.45–10.50 Welcome: Avril Lowry, Vice President, INCA

10.50–10.55 Welcome: Prof Ken McDonald, President, ICS

10.55–11.20

Will older people with intellectual disability unlock 
the determinants of cardiovascular disease – 
preliminary findings from IDS Tilda

Prof Mary McCarron, Dean of the Faculty of Health 
Sciences, PI IDS TILDA, Trinity College Dublin

11.20–11.40
Treatment of acute ischaemic stroke

Dr Paul O’Brien, Consultant, 
Naas General Hospital, Naas

11.40–12.00

Atherosclerosis: Uniquely modern or ancient 
plaque? What Otzi the Iceman reveals about 
‘cardiovascular disease’

Marie Ryan, CNS, Cardiac Rehabilitation, 
St James’s Hospital, Dublin

12.00–12.20
ICD deactivation in advanced heart failure: 
UK and Ireland perspective

Ms Loreena Hill, RGN, BSc (HONS), MSc, NFESC

12.20–12.40
Syncope – differential diagnosis algorithim

Emily Bury, ANP Cand, 
St Vincents University Hospital, Dublin

Irish Cardiac Society

in association with
Irish Nurses Cardiovascular Association

12.40–13.45 Lunch/Poster presentation

13.45–14.05 CCNAP – update from Dubrovnik 2015 
ESC – update from London 2015

14.05–14.25

TAVI under local anaesthetic – 
the patient experience

Fiona Kelly, Staff Nurse, Cath Lab. 
Royal Victoria Hospital, Belfast

14.25–14.45

Management of a patient presenting to the 
emergency department with acute coronary 
syndrome

Deirdre McGuone, CNS CPAU, 
St James Hospital, Dublin

14.45–15.00 Poster prize / Evaluation / Close

Irish Cardiac Society Scientific Sessions

Thursday, 8 October 2015

SESSION 1
Interventional cardiology

Chair: Prof Tom Kiernan / Dr Aaron Peace

18.30–21.00 Case Reviews

SESSION 2
Electrophysiology

Chair: Prof David Keane

18.30–21.00 Case Reviews
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Irish Institute of 
Clinical Measurement Science, 

Faculty of Cardiology

16th Annual Cardiac Clinical Physiology Meeting

Friday, 9 October 2015

08.30–9.25 Registration
09.25 Opening of meeting

S
E

S
S

IO
N

 1 9.30–10.00
Remote monitoring – our experience
Laura Deery, Cardiac Physiologist, 
Mater University Hospital, Dublin

10.00–10.30

Ajmaline testing and risk factor stratification 
in SCD
Robert Ryan, Chief II Cardiac Physiologist, 
Mater University Hospital, Dublin

10.30–11.00 Coffee and trade stands

S
E

S
S

IO
N

 2

11.00–11.30
Infective endocarditis – an overview
Dr Eoin Fahy, Cardiology SpR, 
Cork University Hospital

11.30–12.00
Constrictive restrictive cardiac disease
Dr Angie Brown, Consultant Cardiologist, 
Medical Director of IHF

12.00–12.45 Cardiology Bursary Award
12.45–14.00 Lunch and trade stands

S
E

S
S

IO
N

 3

14.00–14.30

Setting up a physiologist led loop recorder 
implanting service
Cara Mercer, Senior Cardiac Physiologist, 
Grantham Hospital

Supported by an unrestricted educational grant 
from Medtronic

14.30–15.00
Transoesophageal echocardiography
Dr David Moore, Consultant Cardiologist, 
AMNCH, Tallaght

15.00–15.30

TOE simulator session
Put the previous talk into practice. Get your hands 
on the TOE probe and experience getting the 
views with this state of the art simulator

IRISH CARDIAC SOCIETY SCIENTIFIC SESSIONS

Friday, 9 October 2015

08.30–09.00 Registration

08.55–09.00 Welcome: Prof Ken McDonald, President

SESSION 3

Chairs:

Dr Kim Williams, President American College of Cardiology

Dr Donal Murray, Past President, Irish Cardiac Society

09.00–09.30

MRI in heart failure / heart transplant

Dr James Carr, Knight Professor of Cardiac Imaging

Northwestern University & Feinberg School of Medicine, 
Chicago, USA

09.30–10.20 ORAL PRESENTATIONS

1. Intrinsic vortex formation time: A unique 
echocardiographic performance indicator
1King G, 3Neilan TG, 2Cohn K, 1Gannon S, 1Bennet K, 
1Clarke J
1Eagle Lodge Medical Centre, Limerick, Ireland
2Aut Even Hospital, Kilkenny, Ireland
3Division of Cardiology, Department of Medicine, 
Massachusetts General Hospital, Harvard Medical 
School, Boston, Massachusetts, USA

2. Incidental coronary artery calcification detection on 
non-cardiac CT

Giblin G, Sharma N, McClelland S, Hennessy B, 
Collison D, Fitzpatrick N, Salim T, Hussein H, McAdam BF

Department of Cardiology, Beaumont Hospital, Dublin, 
Ireland 

3. Evaluation of the incidence of radial artery occlusion 
and other complications after TR band application 
with 11ml (reduced) V’s 15ml (standard) of air

Neoh S, O’Callaghan C, Mulcahy D, Kok T, Loo B

Tallaght Hospital, Dublin, Ireland
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4. Complex PCI across the Belfast Trust over a two 
year period

McNeice A, Thomas G, Hanratty C

Belfast City Hospital, Belfast, Northern Ireland

5. Temporal changes in percutaneous coronary 
intervention in the elderly

Johnston P, Mailey J, Linden K, McKavanagh P

Royal Victoria Hospital, Belfast, Northern Ireland

10.20–10.30 TAVI Report

Dr Martin Quinn

St Vincent’s University Hospital, Dublin, Ireland

10.30–11.00 Moderated & General Poster Sessions; 
Exhibition / Coffee

MODERATED POSTERS

6. Appropriateness and outcomes of patients 
turned down by a primary percutaneous coronary 
intervention service
1Linden K, 1Tweedie J, 1McCarrick L, 1Devln P, 
1McGeough M, 2Herity N
1Royal Victoria Hospital, Belfast, Northern Ireland
2Belfast City Hospital, Belfast, Northern Ireland

7. Initial experience of bioabsorbable polymer 
everolimus-eluting stents in high risk patients
1Noad R, 2Hanratty C, 2Walsh S
1Belfast Trust, Belfast, Northern Ireland
2Belfast Health & Social Care, Belfast, Northern Ireland

8. The value of serial echocardiography in 
asymptomatic patients at risk of heart failure with 
incident of BNP>50pg/ml

Abusalma Y, O’Connell E, Kenny C, McDonald K

St Vincent University Hospital Dublin, Ireland 

9. Left atrial force as a precise hemodynamic monitor 
in patients with hereditary haemochromatosis pre 
and post venesection

King G, Byrne D, Bennett K, Norris S, Daly C, Murphy RT

Institute of Cardiovascular Science St James’s Hospital

10. Electrocardiographic predictors of torsadogenic 
risk during dofetilide or sotalol initiation: Utility of a 
novel T-wave analysis programme

Sugrue A, Kremen V, Qiang B, Sheldon S, DeSimone C, 
Asirvatham S, Friedman P, Ackerman M, Noseworthy P

Mayo Clinic, USA

GENERAL POSTERS

11. Investigating the effectiveness of 1, 3 and 5 day 
holter monitoring: Should it be limited to 24 hours

Hughes D, Salim TS, Hennessy B, Collison D, Giblan G, 
McClelland S, Fitzpatrick N, Hussain H, McAdam BF

Dept of Cardiology, Beaumont Hospital, Dublin, Ireland 

12. Cardiac implantable electronic devices 
complications – A single centre experience

Ryan N, Mahon N, Walsh K, O’Neill J, Keelan E, Keelan 
P, Galvin J, Kuan K

Mater Misericordiae University Hospital, Dublin, Ireland

13. High sensitive troponin T levels following elective 
external direct current cardioversion for atrial 
fibrillation and atrial flutter
1Lobo R, 1Cahill C, 2Blake O, 1Abbas S, 1Meany TB, 
1Hennessy T, 1Kiernan TJ
1Dept of Cardiology, University Hospital Limerick
2Dept of Clinical Biochemistry, University Hospital Limerick

14. Outcomes for catheter ablation of ventricular 
tachycardia: results from a high volume single centre
1Colleran R, 2Tuohy S, 1McCann C, 1Galvin J, 1Keelan E, 
1Sheahan R, 1Glover B
1Mater Private Hospital, Dublin, Ireland
2Mater Misericordiae Hospital, Dublin Ireland
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15. Incidence of cardiac sarcoidosis in those with extra-
cardiac disease without known cardiac involvement 
– a CMR study
1Murphy T, 2Waterhouse FD, 2James S, 2Kenny C, 
2O’Hanlon R
1St Vincent’s Univ Hospital Health Group, Dublin, Ireland
2Blackrock Clinic, Dublin, Ireland

16. Incidence of thromboembolism following detection 
by trans-oesphageal echocardiography of left atrial 
thrombus

Mahon C, Erwin J, Keane D

St Vincent’s University Hospital, Dublin, Ireland

17. Outcome of extra-corporeal life support for 
fulminant heart failure / cardiogenic shock

Mahon N, O’Neill J, O’Brien S, McCarthy J, 
O’Loughlin C, Carton E

Mater Misericordiae University Hospital, Dublin Ireland

18. Transoesophageal echo in the investigation of 
cryptogenic stroke and transient ischaemic attack - 
diagnostic yield and impact on clinical management

McClelland S, Hennessey B, Fitzpatrick N, Collison D, 
Giblin G, Hussein H, Salim T, Foley D, McAdam BF

Beaumont Hospital, Dublin, Ireland

19. Sleep-disordered breathing in heart failure patients 
requiring cardiac resynchronisation therapy: Is there 
a link to poorer outcomes after device insertion?

Barrett M, Cusack R, Tobin L, O’Rourke A, O’Brien A, 
Kiernan T

University Hospital Limerick, Limerick, Ireland

20. Recipient related predictors of mortality after heart 
transplantation: Results from a contemporary Irish 
national cohort

Ryan N, Mahon N, McCarty J, Nolke L, Parlon B, Egan J, 
O’Neill J, McGuinness J, Barrett M, Eisaka A

Mater Misericordiae University Hospital, Dublin, Ireland 

21. Progressive vasculo-ventricular remodelling in 
persistent asymptomatic left ventricular diastolic 
dysfunction and links with immune-inflammatory 
biochemical markers
1Voon V, 1McDonald K, 1Ledwidge M, 2Watson C, 2Baugh J
1St Vincent’s University Hospital, Dublin, Ireland
2University College Dublin, Dublin, Ireland

22. Role of 12-lead electrocardiography in predicting 
heart failure in the community
1James S, 1Murphy T, 1Waterhouse DF, 2Gallagher J, 
3O’Connell E, 4Barton D, 1, 2, 3, 4McDonald K
1St Vincent’s University Hospital, Dublin, Ireland
2University College Dublin, Dublin, Ireland
3Heart Beat Trust, Dublin, Ireland
4St Michael’s Hospital Dun Laoghaire, Co. Dublin, Ireland 

23. Factors associated with transition from Stage B to 
Stage C heart failure with preserved ejection fraction
1Kenny C, 1O’Neill L, 2O’Connell E, 1O’Hanlon R, 
1McDonald K
1St Vincent’s Hospital, Dublin, Ireland
2Heartbeat Trust, Dublin, Ireland

24. Anaemia in heart failure unit St Michaels Hospital 
Dun Laoghaire

Mahon C, Kenny C, Lim R, Earls S, Travers B, McDonald K

St Vincent’s University Hospital, Dublin, Ireland

SESSION 4 Chair: Mr Michael Tolan

11.00–11.30 ‘Cardiac Care in the Digital Age’

Mr Ben Bridgewater

University Hospital of South Manchester, UK

11.30–12.20 ORAL PRESENTATIONS

25. The surgical workload of adult congenital heart 
disease at the national cardiothoracic and transplant 
unit, Ireland: A five year review

Daly A, Cullen P, McGuiness J, Redmond M, Nolke L

University College Dublin, Dublin, Ireland 
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26. Coronary artery bypass grafting without an LAD graft 
– is it worth it?

A McGuigan, Beattie R, Graham A

Royal Victoria Hospital, Belfast, Northern Ireland 

27. Early and mid term outcomes after transaortic 
catheter valve implantation (TAVI)
1Bajrangee A, 2Coughlan JJ, 3Teehan S, 1Musafa G, 
1Murphy R, 2O’Connor C, 3Quinn M, 1Sriniva P, 4Coleman 
G. 1Maree A, 1Crean P
1St James’s Hospital, Dublin Ireland
2Limerick Hospital, Limerick, Ireland
3St Vincent’s Hospital, Dublin, Ireland
4Blackrock Clinic, Dublin Ireland

28. Surgery for infective mitral valve endocarditis: 
A 10 year single centre experience

Jahangeer S, Hannan M, Blake G, Healy D, Redmond 
M, McGuinness J, Javadpour H, Chughtai ZJ, Nolke L, 
McCarthy J

Mater Misericordiae University Hospital, Dublin, Ireland 

29. Deaths awaiting cardiac surgery in Northern Ireland

Cassidy A, Dunwoody G, McCarthy T, Jeganathan R, 
Graham A

Royal Victoria Hospital, Belfast, Northern Ireland

12.20–12.30 Irish Perspective of CV Surgery

Mr Jim McCarthy

12.30–14.00 LUNCH

SESSION 5 Joint Irish Atheroclerosis Society / Irish Cardiac 
Society Session

Chair: Dr Ian Menown

14.00–14.30 Injectable lipid-lowering therapies – ready for prime 
time?

Dr Susan Connolly

Imperial College Healthcare NHS Trust, London, UK

14.30–15.20 ORAL PRESENTATIONS

30. Lack of specialist involvement in heart failure 
diagnosis leave concerning gaps in management: 
An all Ireland analysis
1Monaghan M, 2Travers B, 2Kinsella M, 2Gallagher J, 
2O Connell E, 2Watson C, 2O Hanlon R, 2Ledwidge M, 
1Mailey J, 1Henderson JA, 1Dixon L, 2McDonald K
1Heart Centre, Royal Victoria Hospital, Belfast, BHSCT, 
Northern Ireland

2Heart Failure Unit, St Vincent’s University Hospital 
Group, Dublin, Ireland

31. Comprehensive cost analysis of inpatient and 
outpatient heart failure patients – a microcosting 
approach
1Morgan R, 1Daly C, 2Barry M
1St James’s University Hospital, Dublin, Ireland
2National Centre for Pharmacoeconomics, Ireland 

32. Reductions in peak blood pressures and variability 
following central arteriovenous anastomosis in 
patients with resistant hypertension

Buckley A, Dolan E, (and on behalf of the ROX 
CONTROL HTN investigators)

Connolly Hospital, Blanchardstown, Dublin, Ireland

33. Incidence of intracranial haemorrhage associated 
with antiplatelet and anticoagulant use ; referrals 
to the national neurosurgery referral centre and 
reports to the health products regulatory authority

Cuddy S, Sheahan R, Collis R, Matullah S

Beaumont Hospital, Dublin, Ireland

34. Eosinophilic myocarditis in patients on dobutamine 
therapy: an underappreciated and not uncommon 
phenomenon
1Barrett M, 2Fabre A, 2Tuohy G, 2Ryan N, 2Parlon B, 
2McCarthy J, 2Nolke L, 2McGuinness J, 2Healy D, 
2Javadpour H, 2Chugtai Z, 2Mahon N, 2O’Neill J
1University Hospital Limerick, Limerick, Ireland
2Mater Misericordiae Hospital, Dublin, Ireland
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15.20–15.30 Familial Hypercholesterolaemia Update

Dr Vincent Maher, Tallaght Hospital

Dr Ian Menown, Craigavon Cardiac Centre

15.30–16.00 MODERATED & GENERAL POSTER 
PRESENTATION / EXHIBITION / COFFEE

MODERATED POSTERS

35. Comparison of the heart and grace risk stratification 
tools in predicting significant coronary artery 
disease in patients presenting with non ACS chest 
pain to the emergency department

Amora O, Pharithi RB, Kelly N. Ingram S

Tallaght Hospital, Dublin, Ireland

36. High prevalence of asymptomatic left ventricular 
dysfunction despite excellent risk factor control in a 
diabetic cohort
1James S, 2Gallagher J, 1Kenny C, 3Waterhouse D, 
4McCambridge J, 1Murphy T, 2O’Connell E, 2Ledwidge M, 
4Watson C, 5Harkins V, 1McDonald K
1St Vincent’s University Hospital, Dublin, Ireland
2The Heart Beat Trust, Dublin, Ireland
3Blackrock Clinic, Dublin, Ireland
4University College Dublin, Dublin, Ireland
5HSE, Ireland

37. Clinical workload in a DMP in the first three months 
post discharge and comparison of HFREF and HFPEF
1Murphy T, 2Watershouse D, 1James S, 1O’Hanlon R, 
1Gallagher J, 1Legwidge M, 1McDonald K, 1Kenny C
1St Vincent’s University Hospital Group, Dublin, Ireland
2Blackrock Clinic Cadiovascular Imaging Department, 
Dublin, Ireland

38. A new age of idiopathic dilated cardiomyopathy: 
Exploration and development of a genetic consensus

O’Connor C, O’Callaghan M, O’Hare D, Kiernan T

University Hospital Limerick, Limerick, Ireland

39. Allelic expression imbalance at Interleukin 18 and 
Chemokine CXCL 16 in patients with acute coronary 
syndromes

Gahan JM, Byrne MM, Connolly E, Gray SG, Anney RJL, 
Murphy RT, Ryan AW

Institute of Cardiovascular Science St James’s Hospital, 
Dublin, Ireland

GENERAL POSTERS

40. Why not NOACs? Insights from an observational 
study of a Warfarin clinic

Fahy E, Galvin O, McDonnell S, Dolan E, Galvin J, 
Keelan E, O’Neill J

Connolly Hospital Blanchardstown, Dublin, Ireland

41. Screening for diabetes and pre-diabetes in patients 
admitted with acute coronary syndrome to the 
University Hospital Limerick

Abudlah A, Hamra M, Burke D, Ahern C, Cahill C, 
Abdelrahman M, Meany B, Kiernan TJ

Department of Cardiology - University Hospital Limerick, 
Limerick, Ireland

42. Ireland versus Poland away, what’s the score? Risk 
prediction using score charts for immigrants from 
high risk European countries in an Irish setting
1Tobin L, 2Gibson I, 1O’Hare Daniel, 1Kiernan T, 
3Flaherty G
1HSE, Ireland
2Croi, Galway, Ireland
3NUIG, Galway, Ireland

43. Real time longitudinal monitoring of patient diet, 
exercise and weight loss has substantial positive 
effects on metabolic syndrome parameters
1Colwell N, 2Egan S, 2Sheppard A, 3Walsh K
1South Tipperary General Hospital, Tipperary, Ireland
2Redicare, Ireland
3Waterford University Hospital, Waterford, Ireland
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44. Can the principles of aortic root surgery in adults be 
safely applied to children

Ayoubi A, McGuinness J, Nolke L, Redmond M

Our Ladies Children’s Hospital, Dublin, Ireland

45. The anatomy of failure: Can 100% repair rate of the 
degenerative mitral valve be achieved?

Kelly R, Lyons F, Granahan A, Tolan M

St James’s Hospital, Dublin, Ireland

46. Prolonged intensive care stay after cardiac surgery: 
Is repatriation to a general ICU safe?

Gregg A, Groogan F, Graham A

Royal Victoria Hospital, Belfast, Northern Ireland

47. STEMI referrals from the community versus 
the emergency department, the West of Ireland 
experience

Cuddy S, Adeel Y, Walsh R, Sharif F, Hynes B, McNeill B, 
Nash P, Daly K, Crowley J

University College Hospital, Galway, Ireland 

48. Thrombolysis in STEMI: are the correct patients 
being identified for routine angiography versus 
rescue PCI, the West of Ireland experience
1Cuddy S, 2Yearoo I, 2Walsh R, 2Mylotte D, 2Sharif F, 
2Bynes B, 2MacNeill B, 2Crowley J, 2Nash P, 2Daly K
1Beaumont Hospital, Dublin, Ireland
2University Hospital Galway, Galway, Ireland

49. The use of CT coronary angiography following 
exercise stress testing in a low risk population 
presenting to a chest pain service

Wheen P, Ingram S, Kelly N, Loo B

Tallaght Hospital, Dublin, Ireland 

50. Clinical and economic outcomes of fractional flow 
reserve guided PCI in contemporary practice
1, 2, 3Abdullah AS, 1Hamra M, 1K McKevitt K, 2Daly C, 
1, 2Kiernan TJ
1Department of Cardiology University Hospital Limerick, 
Limerick, Ireland

2University of Limerick, School of Medicine, Limerick, Ireland
3Trinity College University of Dublin, Dublin, Ireland

51. The prevalence of diabetes mellitus in patients with 
multivessel disease undergoing PCI and CABG 
before and after the Freedom trial. Have the trial 
findings impacted practice?

Buckley E, Kearney P

Cork University Hospital, Cork, Ireland

52. Percutaneous coronary intervention vs. coronary 
artery bypass graft surgery in left main coronary 
artery disease – clinical outcomes in the mid-west 
region

O’Regan S, Yagoub H, Kiernan T

University Hospital Limerick, Limerick, Ireland

53. An audit of heart-type fatty acid-binding protein 
(H-FABP) in acute cardiac admissions

Connolly M, Kinnin M, McEneaney D

Craigavon Area Hospital, Craigavon, Northern Ireland

54. Through the looking glass: The integration of 
intracoronary optical coherence tomography in an 
Irish tertiary referral centre

O’Connor C, Gorenchtein M, Kiernan T

University of Limerick, Limerick, Ireland
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SESSION 6 Brian Maurer Young Investigator Award (BMYIA)

Chair: Prof Ken McDonald, President Irish Cardiac Society

Judges: Prof John Cleland, Stokes Lecturer 2015; 
Dr Kim Williams, President American College of Cardiology

The Brian Maurer Young Investigator Award, is aimed at 
promising young investigators, to encourage and promote 
quality and original research in Cardiology. The award is 
named in honour of the late Dr Brian Maurer who was 
President of the Irish Cardiac Society from 1988 to 1990 
and who, throughout his career, was a strong advocate for 
research and very supportive to all young cardiologists as 
they embarked on their careers.

16.00–16.45 BMYIA ORAL PRESENTATIONS

55. Dr John McEvoy

High-sensitivity Cardiac Troponin T and Risk of 
Hypertension
1, 2McEvoy JW, 1Chen Y, 3, 4Nambi V, 4Ballantyne CM MD, 

1Sharrett RA1, 1Appel L1, 1, 2Post WSS, 2Blumenthal RS, 
1Matsushita K, 1Selvin E
1Department of Epidemiology and the Welch Center for 
Prevention, Epidemiology and Clinical Research, Johns 
Hopkins Bloomberg School of Public Health, Baltimore, 
Maryland, USA

2Ciccarone Center for the Prevention of Heart Disease, 
Johns Hopkins University School of Medicine, Baltimore, 
Maryland USA

3Michael E DeBakey Veterans Affairs Hospital, Houston, 
Texas USA

4Department of Medicine, Section of Cardiovascular 
Research, Baylor College of Medicine and Houston 
Methodist DeBakey Heart and Vascular Center, Houston 
Texas USA

56 Dr Stephanie James

Comparison of morbidity, mortality and cost impact 
of stage B and stage C heart failure underline the 
clinical and economic need for national heart failure 
prevention strategy
1James S, 1Waterhouse D, 1Murphy T, 1Kenny C, 
1Wilkinson M, 2O’Connell E, 2GallagherJ, 3Watson C, 
1O’Hanlon R, 2, 3Ledwidge M, 1, 2, 3McDonald K
1Heart Failure Unit, St Vincent’s University Hospital, 
Dublin, Ireland

2The Heart Beat Trust, Dublin, Ireland
3Conway Institute, University College of Dublin, Dublin, 
Ireland

57 Dr Conor Kerley

Novel roles for dietary nitrate in non ischemic 
dilated cardiomyopathy and resistant hypertension

Kerley C

Clinical Cardiology Department, Connolly Hospital, 
Blanchardstown, Dublin, Ireland

17.00–17.35 ICS AGM

17.45–18.45 2015 Stokes Lecture: 
Heart Failure – The Final Frontier

Prof John Cleland, Professor of Cardiology 
Imperial College London, UK

The Stokes Lecture is the traditional key note address of 
the annual conference. Every year a renowned speaker 
is invited to address society members and conference 
delegates and is presented with the Irish Cardiac Society 
Stokes Medal.

19.45 RECEPTION

20.30 DINNER
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Saturday, 10 October 2015

09.00–09.30 Cardiology Education & Training Update 

SESSION 7 Read with the Experts – Echo & CMR

09.30–09.50 CMR – Dr Rory O’Hanlon & Dr Nicola Johnston

09.50–10.10 Echo – Dr Angie Brown & Dr Paul Horan

SESSION 8 Fellows Corner

10.15–11.00 Adult congenital heart disease – 
success creates problems!

Dr Kevin Walsh

Mater Misericordiae Hospital & Our Lady’s Children’s 
Hospital Crumlin, Dublin, Ireland

11.00–11.30 Brian McGovern Fellowship Update

Dr Andy Roy, Institut Cardiovasculaire, Paris Sud, France

Dr Alan Hanley, Massachusettes General Hospital, USA

The Brian McGovern fellowship is awarded to a fellow in 
training to allow them to travel to an international centre 
of excellence to undertake sup-specialty training. The 
fellowship is named in honour of the late Brian McGovern, 
a former member of the society.

11.30–12.00 MODERATED POSTER PRESENTATION / 
EXHIBITION / COFFEE

MODERATED POSTERS

58. Impact of pulmonary hypertension haemodynamic 
presentation on clinical outcomes in patients with 
severe symptomatic aortic stenosis undergoing 
TAVI: Insights from the new proposed pulmonary 
hypertension classification

O’Sullivan C, Wenaweser P, Ceylan O, Stortecky S, 
Pilgrim T, Meier B, Bullesfeld L, Windecker S

Bern University Hospital, Bern, Switzerland

59. Real world TAVI outcome and prognostication: A 
retrospective review of a single centre experience

Howe A, Spence M, Manoharan G, Johnston N, Owens C, 
Dixon L, Onyekwelu N, Jeganathan R, Smith B, McEvoy M

Royal Victoria Hospital, Belfast, Northern Ireland

60. Examining the impact of obesity ≥30kg/m2 on acute 
kidney injury following cardiac surgery
1O’Sullivan K, 2Byrne JS, 3Hudson A, 4Murphy AM, 
3Sadlier D, 4Hurley JP
1Mater Misericordiae University Hospital, Dublin Ireland
2Division of Vascular Surgery, Toronto General Hospital, 
Canada

3Department of Nephrology, Mater Private Hospital, 
Dublin, Ireland

4Department of Cardiothoracic Surgery, Mater Private 
Hospital, Dublin, Ireland 

61. Accuracy of Euroscore calculation on dendrite

Koh M, Jeganathan R, Graham A

Royal Victoria Hospital, Belfast, Northern Ireland

62. A meta analysis examining the incidence of 
permanent pacemaker implantation following 
sutureless aortic valve implantation
1O’Sullivan K, 2Hurley ET, 3Segurado R, 2Hurley JP
1Mater Misericordiae University Hospital, Dublin, Ireland
2Department of Cardiothoracic Surgery, Mater Private 
Hospital, Dublin, Ireland

3Centre for Statistical Training and Research, University 
College Dublin, Ireland

12.00–13.00 DEBATE

Motion: Given the ongoing orchestrated promotion by 
industry of ICDs throughout Europe and in the current 
economic environment in Ireland, primary prevention ICD 
implantation on the basis of low ejection fraction alone 
provides poor value for money and with significant long-term 
complications and accumulative costs, resources should 
be better spent in Ireland on higher risk patient populations 
(e.g. with LBBB/NSVT/extensive fibrosis on CMR, etc).

Protagonist: Prof James O’Neill

Antagonist: Dr Joe Galvin

13.00 Close of ICS Scientific Sessions 2015

13.30 Inaugural Meeting of Irish Cardiac Society 
Primary / Secondary Care CV Working Group
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ORAL ABSTRACT PRESENTATIONS 1

1. Intrinsic vortex formation time: a unique 
echocardiographic performance indicator
1King G, 3Neilan TG, 2Cohn K, 1Gannon S, 1Bennet K, 1Clarke J
1Eagle Lodge Medical Centre, Limerick, Ireland
2Aut Even Hospital Kilkenny, Ireland
3Division of Cardiology, Dept of Medicine, Massachusetts General 
Hospital, Harvard Medical School, Boston, Massachusetts, USA

Introduction: Vortex formation time (VFT) is a continuous measure 
of the left ventricular filling that integrates all phases of diastole 
and occurs within a dimensionless time T≈ 4. A reduction in VFT 
can reliably differentiate between healthy control subjects and heart 
failure patients1. Conversely we hypothesized that VFT can be used 
in the other direction of cardiac health and can vacillate between a 
transition from normal to supernormal in the athlete and in doing so 
could act as a cardiac performance indicator in the elite athlete.

Methods: We compared echocardiographic indices between 
n=41 elite male athletes and n=22 age, weight and sex-matched 
sedentary volunteers. VFT was obtained using the validated 
formula: 4 × (1 − β)/π × α³ × LVEF, where β is the fraction of total 
transmitral diastolic stroke volume contributed by atrial contraction 
(assessed by time velocity integral of the mitral E- and A-waves) 
and α is the biplane end-diastolic volume (EDV) 1/3 divided by 
mitral annular diameter during early diastole. Diastolic myocardial 
function was measured by the ratio of mitral peak velocity of early 
filling (E) to early diastolic mitral annular velocity (e’) (E/e’ ratio) and 
the ratio of E to mitral peak velocity of late filling (A) (E/A ratio). 
Multiple regression analysis was used to adjust for heart rate.

Results: There was no difference in age, gender, body surface 
area, systolic or diastolic blood pressure between the controls and 
athletes. The heart rate was lower (63±10 vs. 74±7 beats per 
minute, P=0.001 and the LV was larger in athletes as compared 
to controls (56±3 vs. 50±4, p< 0.001). The VFT was lower in the 
sedentary group as compared to athletes (3.12±0.38 vs. 4.01±0. 
80, p<0.001). Similarly there was a significant difference in E/e 
ratio between the sedentary (7.5±1.8) and athlete (4.18±1.0) 
groups (p<0.001). There was a significant correlation between VFT 
and E/A (r=0.465, p=0.0002) but not between VFT and E/e.



IRISH CARDIAC SOCIETY ANNUAL SCIENTIFIC MEETING & AGM 8–10 October, 2015    |    2928    |    IRISH CARDIAC SOCIETY ANNUAL SCIENTIFIC MEETING & AGM 8–10 October, 2015

Conclusion: The VFT is a novel continuous measure of all 
phases of diastole. The VFT was at the upper threshold limits 
of dimensionless index of 4 showing optimal vortex formation in 
athletes compared to controls. The work forms the basis for further 
research testing the association between VFT and performance 
measures and whether VFT can differentiate between physiological 
and pathological cardiac adaptation.

Reference:
1. Left ventricular fluid dynamics in heart failure: echocardiographic 

measurement and utilities of vortex formation time Poh KK, Lee 
LC, Shen L, Chong E, Tan YL, Chai P, Yeo TC, Wood MJ. Eur 
Heart J Cardiovasc Imaging. 2012 May; 13 (5): 385–931

2. Incidental coronary artery calcification 
detection on non-cardiac CT
Giblin G, Sharma N, McClelland S, Hennessy B, Collison D, 
Fitzpatrick N, Salim T, Hussein H, McAdam BF
Department of Cardiology, Beaumont Hospital, Dublin, Ireland

Aims: The aim of this three month retrospective study was to 
evaluate the incidental prevalence and burden of coronary artery 
calcification on CT Pulmonary Angiography (CTPAs) used for the 
assessment of patients presenting with chest pain suspicious for PE 
and whether this finding was reported upon by Radiologists. 

Methods: The National Integrated Medical Imaging System 
(NIMIS) was manually searched to ascertain all CTPA examinations 
performed in our institution from 01/07/2014 to 30/09/2014. 
The Radiologist issued reports were analysed and the images of 
selected studies were reviewed as described below.

Results: 261 CTPAs were performed over this three month period 
on 257 patients and 104 of these scans were performed on patients 
between the ages of 40 and 70 which were selected for this review. 
Of these, 53 were male and 51 were female with a mean age of 
57.09 years. Only 25/104 (24%) of these scans commented on 
the presence of coronary artery calcification and none commented 
on the absence of calcification. Of the 25 (24%) positive reports, 
10 (40%) commented on presence only without localising it or 
grading its severity, while 10 (40%) reported LAD disease and only 4 
(16%) reported three vessel calcification. A total of 7 (28%) reports 

graded the calcification as severe. The images of the 79/104 (76%) 
remaining CTPAs whose reports did not comment on coronary 
calcification were reviewed. 8 (10.1%) were uninterpretable due to 
either artefact from motion/pacing leads or due to the presence of 
contrast in the coronary system and these were excluded from the 
analysis. 25/79 (31.6%) of these CTPAs had calcification of varying 
degrees present. 5 (20%) had left main deposits while 9 (36%) 
had three vessel calcification (LAD, LCx and RCA). The LAD was 
the most commonly involved vessel, with lesions detected in 20/25 
scans. 2 patients had evidence of previous stent placement in the 
LAD. Calcification in the RCA was difficult to visualise well in most 
cases due to close proximity to contrast filling both the right atrium 
and ventricle. In summary only 24% of Radiologist reported CTPAs 
commented upon the presence of coronary artery calcification, while 
a further 24% of CTPAs were found to have significant calcific 
coronary disease with 20% of these having left main disease and 
36% having three vessel disease.

Conclusions: This initial study demonstrates significant variance 
in reporting of incidental coronary artery calcification in non-cardiac 
CT in patients between 40–70 years being assessed for chest pain 
for suspected PE. A longer prospective study is planned to evaluate 
if such findings have incremental clinical benefit in identifying a 
cardiac aetiology for chest pain syndromes in these patients and to 
correlate such findings with clinical outcomes.

3. Evaluation of the incidence of radial artery 
occlusion and other complications after TR 
band application with 11ml (reduced) V’s 
15ml (standard) of air
Neoh S, O’Callaghan C, Mulcahy D, Kok T, Loo B
Tallaght Hospital, Dublin, Ireland

Objective: To evaluate if a reduction in air inflation volume in a 
commercial radial artery compression device (TR band, Terumo, 
Japan) maintains adequate patent haemostasis whilst reducing 
access site complications including radial artery occlusion.

Methods: Ninety-five consecutive patients undergoing diagnostic 
day case transradial angiography were prospectively enrolled in the 
study. 47 patients were in the study group and 48 in the control 
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group. Following the procedure, a TR band was used for arterial 
haemostasis and was inflated with a reduced volume of 11 ml of 
air in the study group or 15 ml of air in accordance to manufacturer 
recommendations in the control group. At baseline, radial artery 
patency was documented using the reverse Barbeau test and radial 
artery Doppler studies. Post-procedure patency of the radial artery 
was documented using the reverse Barbeau test and Doppler 
studies. A pre discharge and 30 day follow up of patients was 
performed for radial artery patency and access site complications. 

Results: Immediately post-procedure, there were significantly fewer 
patients with a negative reverse Barbeau test as an indicator of 
radial arterial occlusion in the study group than the control group 
(2% versus 48%, p<0.001). Pre discharge, no patient in the study 
group had a negative Barbeau test compared to 6% in the control 
group. There were also fewer incidences of pain/discomfort and 
bruising in the study group (0% versus 10% for pain/discomfort 
and 6% versus 8% for bruising, p=0.023). At 30 day follow-up, 
4 patients in the control group had persistently negative reverse 
Barbeau test, of which 3 had radial artery occlusion. No patient 
in the study group had delayed radial artery occlusion (p=0.043). 
Persistent pain/discomfort was also significantly less in the study 
group (2% versus 12.5%, p=0.029). 

Conclusion: A reduced air volume of 11 ml in a TR band 
maintained adequate patent haemostasis with fewer incidences 
of acute and delayed radial artery occlusion following transradial 
angiography compared to the standard recommended inflation 
volume of 15 ml. In addition, there were fewer incidences of access 
site pain and discomfort at 30 day follow-up in this group.

4. Complex PCI across the Belfast Trust over a 
2 year period
McNeice A, Thomas G, Hanratty C
Belfast City Hospital, Belfast, Northern Ireland 

Introduction: It is well recognised that the prevalence of coronary 
artery disease and risk of myocardial infarction increases with age. 
An ageing population and increasing co-morbidity means that the 
frequency of complex percutaneous coronary intervention (PCI) is 
increasing. 

This is due to:

• Ageing population 

• Surgical turn down for CABG 

• Improvement in operator technique/equipment 

• Evidence to support complex percutaneous intervention 
particularly in the elderly

Methods: The total number of PCI procedures performed within 
the Belfast trust (Belfast City Hospital and Royal Victoria Hospital) 
between 1st September 2012 and 31st August 2014 were collated 
from the local database. The indication (elective/ acute coronary 
syndrome/ST elevation MI) and complexity* of the procedure were 
recorded along with patient demographics including age, gender, 
ejection fraction and renal function.

*The procedure was defined as complex if it involved at least one of 
the following:

• PCI of left main stem 

• Use of high speed rotational atherectomy 

• Chronic total occlusions 

• 2 consultant operators

Results: 

Abstract 4 Table 1: Patient demographics and PCI procedure data

PCI -01/09/2012-31/08/2014

 BCH % total 
cases RVH % total 

cases

Total PCI 2143  3213  

Total Complex PCI* 571 27% 638 20%

*Defined as BCH
% 

complex 
cases

RVH
% 

complex 
cases

LMS 192 34% 278 44%

HSRA 157 27% 171 27%

CTO 357 63% 177 28%

2 consultants 213 37% 133 21%
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Acute coronary syndrome 909 42% 1908 59%

Complex PCI in ACS 137  184  

HSRA in ACS 55  67  

STEMI 21  973  

Complex PCI in STEMI   63  

HSRA in STEMI   11  

EF>50% 1287  1335  

EF30-50% 270  408  

EF<30% 55  170  

Male 1647  2386  

Female 496  827  

Average Age 67 65

Average Age complex PCI 69 71

Age > 80 256 411

Age >80% cases complex 33% 23%

Renal disease

AKI-HD 10  3

ESRD-HD 62  25

Cr>200 35  65

A total of 5356 PCI procedures were performed.

1209 procedures were complex.

This represents 23% of the total number of procedures performed 
across the trust.

27% of PCI performed in patients over the age of 80 was complex.

Obviously, not all complex PCI performed involved only one criterion.

Below is a table showing the percentage breakdown of complex PCI

PCI for all acute coronary syndromes, Belfast City Hospital

• 909 procedures had indication as acute coronary syndrome

• 137 (15%) defined as complex

• Of the complex procedures 55 (40%) involved HSRA

PCI for all acute coronary syndromes, 
Royal Victoria Hospital

• 1908 procedures had indication as acute coronary syndrome

• 184 (10%) defined as complex

• Of the complex procedures 67 (36%) involved HSRA

PCI for ST elevation MI, Royal Victoria Hospital 
within the ACS cohort

• There were 973 PCI procedures with indication recorded as ST 
elevation MI

• 63 (6.5%) procedures were defined as complex

• 11 (1.3%) procedures involved HSRA

Summary:

In the Belfast trust over a 2 year period there were 5356 PCI 
procedures:

• Average age was 66; average age complex PCI was 70

• 12% cases were patients over 80

• 23% of all cases were defined as complex

• 27% of cases in over 80s were complex

• 2817 procedures for ACS (53%)

• 11% of ACS cases were complex

Conclusions:

• Routine PCI is becoming increasingly complex with nearly 1 in 4 
cases performed in the Belfast trust fulfilling complex criteria

• Over 1 in 10 ACS cases were complex

• Interventionalists should be proficient in HSRA use, invasive 
imaging modalities such as IVUS/OCT to define anatomy and left 
main PCI.
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5. Temporal changes in percutaneous coronary 
intervention in the elderly
Johnston P, Mailey J, Linden K, McKavanagh P
Royal Victoria Hospital, Belfast, Northern Ireland

Introduction: We previously reported PCI outcomes in the elderly 
(age ≥80) over the 2 year period 2003–4. Since then the unit has 
introduced routine primary PCI and TAVI. This re-audit assessed the 
impact of these changes on our practice and outcomes.

Methods: All elderly PCI patients in 2014 were identified using 
the trust PCI database and 90 day outcomes obtained from the 
Northern Ireland electronic care record. 

Results: There were 257 PCIs in 241 elderly patients; 90 day 
outcome data was available for 239 patients. Demographics, 
presentation and outcomes are compared with the previous audit 
(which reported in-hospital and 1 year outcomes) in this table.

Abstract 5 Table 1: Comparison of Demographics, Presentation 
& Outcomes

 2003–4 2014

Number 
(% of total PCI) 55/216 (2.5%) 257/1698 (15.1%)

Age 80–84 
(% of total PCI)
85–89
≥90

 
52 (2.4%)
2 (0.09%)
1 (0.05%)

 
164 (9.7%)

74 (4.4%)
19 (1.1%)

% Male 47% 50.6%

Diabetic 11 (21%) 46 (18.0%)

eGFR median (IQR) 41 (31–53) 55 (42–>60)

Presentation Stable
ACS
AMI

22 (40.0%)
32 (58.1%)

1 (1.8%)

66 (25.7%)
105 (40.9%)

86 (33.5%)

Mortality In-hospital
3 month
1 year

0
-

12 (21.8%)

15 (5.8%)
23 (9.0%)

-

Non-fatal MI In-hospital
3 month
1 year

0
-

1 (1.8%)

0
5 (2.0%)

-

CVA in-hospital
3 month
1 year

0
-
0

2 (0.8%)
8 (3.1%)

-

In 2014 15.1% of our PCIs were in elderly patients (compared 
with 10.4% nationally, BCIS 2013 audit figures). This represents 
a 6 fold increase in our elderly PCI rate (2.5% vs 15.1%) over 
10 years. This has been driven by a substantial increase in AMI 
angioplasty in the elderly (1.8% vs 33.5% of elderly PCIs). In spite 
of this high risk population, in-hospital mortality remained relatively 
low. Mortality for ≥80 year old patients was 15/257 (5.8%) 
compared with 33/1441 (2.3%) for those <80 years. Of the 15 in-
hospital deaths, 12 presented with acute MI and 3 had undergone 
rotablation (2 pre-TAVI and one with a NSTEMI). At 90 days 
mortality for ≥80 year old patients was 23/255 (9.0%); 5 of the 8 
deaths following discharge were non-cardiac. At 90 days a further 
5 (2.0%) patients suffered a non-fatal MI and 8 (3.1%) patients 
suffered a CVA.

Conclusion: The significant increase in elderly PCI observed over 
this 10 year period appears to be justified by outcome measures.
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MODERATED POSTER ABSTRACTS 1

6. Appropriateness and outcomes of patients 
turned down by a primary percutaneous 
coronary intervention service
1Linden K, 1Tweedie J, 1McCarrick L, 1Devln P, 1McGeough M, 
2Herity N
1Royal Victoria Hospital, Belfast, Northern Ireland
2Belfast City Hospital, Belfast, Northern Ireland

Background: Primary PCI (PPCI) is the preferred treatment for 
patients presenting with ST-elevation myocardial infarction (STEMI). 
Strategies to minimise PCI-related delay include bringing patients 
directly to the cath lab following ECG transmission. The aim of this 
study was to assess the frequency, appropriateness and clinical 
outcomes of patients turned down for PPCI by this process

Methods: The Belfast PPCI pathway is activated by CCU nurses 
according to a regionally agreed protocol. Electrocardiograms 
(ECG) are faxed to a central hub in conjunction with a focussed 
telephone conversation. If a decision is made not to activate the 
PPCI team, the referral is deemed a turn-down and the clinical data 
are retained. All primary PCI turn-downs from the end of September 
2013 until the end of March 2014 were reviewed retrospectively 
with analysis of electronic care records, laboratory results, referral 
ECG and angiographic images and procedural reports where 
relevant. A turn-down was deemed inappropriate if retrospective 
review demonstrated diagnostic ECG criteria with either a culprit 
lesion at subsequent angiography or significant troponin rise or new 
regional wall motion abnormalities at echocardiography.

Results: Between 30 September 2013 and 31 March 2014, 945 
cases were referred to the PPCI service (about 5 per day). The 
majority (556/945: 59%) were turned down. Of the remainder, 315 
(33%) patients underwent primary PCI and 74 (8%) activated the 
PPCI team but did not proceed to PCI

The Northern Ireland Ambulance Service (NIAS) was the 
commonest source of referrals (667 cases) the majority of which 
were turned down (Table 1).

Abstract 6 Table 1: Sources of referral to PPCI service and 
frequency of turn-down

Source
Number 

of patients 
referred

Number 
of patients 

turned down

Turned down 
from each 
source (%)

NIAS 667 447 67%

ED 220 81 37%

Inpatient 37 11 30%

GP 2 2 100%

Not recorded 19 15  

TOTAL 945 556 59%

Three percent of turn-downs (17 patients) were deemed 
inappropriate. 3 were due to logistical problems whilst 14 were 
due to inaccurate reading of the ECG or interpretation of clinical 
history. 28 cases were re-referred from emergency departments, 
having been initially turned down; 7 of these were subsequently 
categorised as inappropriate turn-downs. Within the group deemed 
inappropriate turndowns 53% (9 cases) had been reviewed by 
the medical team compared with 12% overall. Six-month mortality 
among the patients appropriately turned down was 13.5% 
(73 patients) compared with 11.8% (2 patients) among the 
inappropriate turndowns.

Conclusion: In this PPCI service, the majority of patients referred 
are turned down appropriately, largely due to a high rate of turn-
down from the ambulance service. Clinical outcomes were similar 
among patients turned down appropriately and inappropriately.

7. Initial experience of bioabsorbable polymer 
everolimus-eluting stents in high risk patients
1Noad R, 2Hanratty C, 2Walsh S
1Belfast Trust, Belfast, Northern Ireland
2Belfast Health & Social Care, Belfast, Northern Ireland

Aims: As progressively more elderly and comorbid patients are 
being considered for revascularisation the need for one year of 
dual anti-platelets becomes of increasing concern. SYNERGY 
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Everolimus-eluting platinum chromium coronary stents allow for 
early cessation of dual antiplatelet therapy (DAPT) due to complete 
polymer absorption and drug elution by three months. The aim 
of this study was to retrospectively assess those in our unit who 
have underwent PCI with a SYNERGY stent to look for adverse 
outcomes post-discontinuation of DAPT.

Methods: All patients in our unit who underwent clinically indicated 
PCI with a SYNERGY stent from August 2013 – December 
2014 were retrospectively analysed. Baseline and procedural 
characteristics were recorded. Follow-up was by review of medical 
records or telephone contact for post-procedural complications or 
adverse events.

Results: In total 100 patients underwent PCI with a SYNERGY 
during the one-year study period. The mean age was 72.3 years 
(10.0; range 41–92 years), 37% of the cohort was defined as elderly 
(age >75 years) and 8% defined as very elderly (age >85 years). 
Mean EuroSCORE was 11.37 (11.13, range 0.88–70.23). The 
indication for SYNERGY stent use was as follows; frail or elderly 
(16%), concurrent anticoagulation (28%) need for a non-cardiac 
procedure (10%), increased bleeding risk (31%), or other (15%). 
NSTEMI/STEMI was the presenting complaint in 32% of patients.
The coronary disease was complex. Left main stem was involved 
in (13%), multi-vessel disease (36%), bifurcation disease requiring 
side-branch stenting (9%), and 37% required CTO intervention. 
Mean Syntax score was 22.7 (12.1, range 6–53). The mean stent 
length/ patient was 75.3mm (41.5) with 1.44 (0.64) lesions treated 
and 2.67 (1.33) stents implanted per patient. DAPT discontinuation 
by 3 months has occurred in 52% to date (planned in 77%).

Despite the patient and lesion complexity, there were no thrombotic 
events after discontinuation of anti-platelets (acute, sub-acute or 
late stent thrombosis). Eight patients were able to undergo non-
cardiac surgery after three months DAPT. By a maximum of six 
months four patients died from non-cardiac causes (one from 
cancer, one sepsis and multi-organ failure, one ruptured abdominal 
aortic aneurysm and one vascular complication post-TAVI). 

There was one target vessel revascularisation by the same time-
point. Full outcome data will be available for presentation at the 
conference.

Conclusion: The use of SYNERGY stents allows early 
discontinuation of DAPT, reducing the risk of bleeding complications 
and facilitating non-cardiac procedures, without an increase in the 

incidence of sub-acute thrombosis in complex coronary disease and 
a high-risk population.

8. The value of serial echocardiography in 
asymptomatic patients at risk of heart failure 
with incident of BNP >50pg/ml
Abusalma Y, O’Connell E, Kenny C, McDonald K
St Vincent University Hospital Dublin, Ireland 

Background: Controversy exists as to the value of serial 
echocardiography for monitoring asymptomatic patients at risk 
for cardiovascular events. We aimed to identify whether new 
structural cardiac abnormalities identified by serial transthoracic 
echocardiography, provide incremental prognostic information above 
conventional risk profiling and natriuretic peptic measurement in a 
cohort at risk for cardiovascular events.

Methods: Patients from the STOP-HF cohort with a BNP 
of ≥50pg/mL at any point during screening who underwent 
transthoracic echocardiography on at least 2 occasions 18–36 
months apart were included. All patients were aged >40y had at 
least one conventional cardiovascular risk factor (hypertension, 
hypercholesterolaemia, diabetes, obesity, vascular disease 
or arrhythmia) Patients with baseline left ventricular systolic 
dysfunction (LVSD) were excluded. The following changes from 
baseline to follow-up echo were considered significant: a) EF drop 
of ≥10%, b) LAVI rise of ≥3.5 mL/m2, c) newly diagnosed RWMA, 
d) newly diagnosed LVH, e) newly diagnosed moderate/severe 
valvular (MV/AV/AT) regurgitation or stenosis. Missing data were 
assumed to mean no change. Major Adverse Cardiovascular Events 
(MACE) were defined as any emergency admission for HF, MI, 
Arrhythmia, Stroke/TIA or PE/DVT, and any admission for ADHF or 
admission otherwise classified as cardiovascular emergency. Events 
were identified from patients GP records and from the chronic 
cardiovascular diseases unit database. The primary endpoint was 
one or more MACE occurring after the date of a patients follow-
up echo. Statistical Analysis was performed using generalized 
linear modelling with a binomial outcome. P values are calculated 
using the z-score derived from the model coefficient estimate and 
standard error.
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Results: Complete echo information was available for 197 patients. 
Of these, 77 showed a significant echo change. MACE prevalence 
was 14 (11.7%) in patients with no echo change and 18 (23.4%) 
in those showing significant echo change. Patients with a significant 
echo change were on average more than twice as likely to have 
at least one MACE after their follow-up echo (OR = 2.31 [1.07, 
4.98], p = .033). Controlling for the presence of any inter-echo 
MACE and baseline BNP did not change this relationship between 
echo change and MACE (OR = 2.43 [1.11, 5.32], p = .026).

Conclusion: Asymptomatic, at risk patients who demonstrate a 
structural change at serial echocardiography are at higher risk for 
significant cardiovascular events. Transthoracic echocardiography 
provides incremental prognostic information above clinical 
risk profiling and natriuretic peptides for patients at risk for 
cardiovascular events.

9. Left atrial force as a precise hemodynamic 
monitor in patients with hereditary 
haemochromatosis pre and post venesection
King G, Byrne D, Bennett K, Norris S, Daly C, Murphy RT
Institute of Cardiovascular Science St James’s Hospital

Background: Left atrial force (LAF) has been proven useful in 
assessing changes in diastolic performance in inherited cardiomyopathy. 
However, it is unclear whether LAF has the same potential in assessing 
diastolic performance in infiltrative disorders. Therefore the aim of 
the study is to examine whether changes in diastolic performance 
following treatment for Hereditary Haemochromatosis (HH) over a 
one year period can be assessed using LAF.

Methods: We followed 49 patients with HH with elevated serum 
ferritin levels (852mcg/L ± 189) at initial diagnosis and after 
undergoing treatment with venesection for 1 year. Diastolic myocardial 
function was measured by the ratio of mitral peak velocity of early 
filling (E) to early diastolic mitral annular velocity (e’) (E/e’ ratio). Left 
atrial volume (LAV) was measured by the biplane area/length method. 
Left atrial force was assessed according to the Newtonian principle, 
in which force (dynes) = mass—acceleration. Mass is defined by 
the product of the density of blood (i.e.1.06 g/cm3) and the volume 
of blood passing through the mitral annulus during atrial contraction. 

Left atrial force was calculated by the Manning method expressed as, 
0.53—mitral annular orifice area — (peak A velocity).

Results: Follow up data are available of 25 of 49 subjects. There 
was no difference in age, gender, body surface area (P=0.089) 
compared to 20 matched controls. Over the time course of 
treatment there was no significant change in the E/e as a marker 
of diastolic myocardial function (median change pre-post=0, inter-
quartile range (IQR: -0.8, 0.4), p=0.55). There was a significant 
difference pre and post venesection in LAV (median pretreatment 
24ml/m², post 18ml/m², p=0.017) and serum ferritin (pre 851, 
mcg/L, post 239 mcg/L +/- 101). We applied a non-parametric 
signed rank test and the median left atrial force was 5.6 kdynes 
pre-treatment and 4.4kdynes post. LAF showed a significant 
decrease (median decrease=0.6, (IQR 0, 1.60), p=0.0004).

Conclusion: LAF is a precise hemodynamic monitor for early 
detection of LA dysfunction and may help monitor response to 
treatment in patients with hereditary hemochromatosis. 

10. Electrocardiographic predictors of 
torsadogenic risk during dofetilide or sotalol 
initiation: Utility of a novel T wave analysis 
programme
Sugrue A, Kremen V, Qiang B, Sheldon S, DeSimone C, 
Asirvatham S, Friedman P, Ackerman M, Noseworthy P
Mayo Clinic, USA

Background: Initiation of class III anti-arrhythmic medications 
requires telemetric monitoring for ventricular arrhythmia and QT 
prolongation to reduce the risk of torsades de pointes (TdP). Heart 
rate corrected QT interval (QTc) is an indicator of risk, however it is 
imperfect and more subtle abnormalities of repolarization have been 
linked with arrhythmogenesis. We developed and tested a novel 
T wave analysis tool to identify electrocardiographic predictors of 
torsadogenic risk. 

Methods and Results: We retrospectively identified patients 
admitted to Mayo Clinic for initiation of dofetilide or sotalol who 
developed drug induced-TdP. The immediate pre-TdP or hospital 
discharge surface electrocardiogram (ECG) was compared between 
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cases and controls using a novel T wave program that quantified 
subtle changes in T wave morphology. We identified 13 TdP cases 
and 26 matched controls (age and sex matched). The QTc and 
12 T wave parameters were able to distinguish TdP cases from 
controls. The top performing parameters were the QTc in lead V3 
(mean case vs control 480 vs 420 msec, p < 0.001, r=0.72) and 
T wave right slope in lead I (mean case vs control -1668.71 vs 
-840.29 mV/ms, p= 0.002, r=0.45). The addition of T wave right 
slope to QTc improved prediction accuracy from 79 to 88%. 

Conclusion: Our data demonstrates that, in addition to QTc, the T 
wave right slope is correlated strongly with TdP risk. This suggests 
that a computer-based repolarization measurement tool that 
integrates additional data beyond the QTc may identify patients with 
the greatest torsadogenic potential.

GENERAL POSTER ABSTRACTS 1

11. Investigating the effectiveness of 1, 3 and 5 
day holter monitoring: Should it be limited to 
24 hours?
Hughes D, Salim TS, Hennessy B, Collison D, Giblan G, 
McClelland S, Fitzpatrick N, Hussain H, McAdam BF
Department of Cardiology, Beaumont Hospital, Dublin, Ireland 

Introduction: Ambulatory ECG - Holter monitoring –provides a 
continuous 3 lead ECG over the course of 1 to 5 days. The non-
invasive Cardiology Department has a very long outpatient waiting 
list for Cardiac Holter Monitoring with an increasing demand for 
extended monitoring, from 72 hours up to 120 hours. Due in 
part to evidence that the longer the monitor is recording the more 
arrhythmias are diagnosed1, 2. The aim of this audit is to investigate 
on what day of monitoring an arrhythmia is first detected, thus 
evaluating the benefit of extended recording. 

Methods: This audit was carried out in Beaumont Hospital in 
2015 with the data collected from the non-invasive cardiology 
department. A full review of all extended monitoring conducted 
in 2014 was undertaken. The report for each day was reviewed 
and documented, which includes information on the indication 
for the holter monitor, what rhythm was detected and if there 
were abnormal results what day that they first occurred were 
documented. 

Results: In 2014 there were a total of 427 extended holter 
monitoring performed. Of the 427 results reviewed 167 (39%) 
were for 48 hours,  126 (30%) were for 72 hours and 134 (31%) 
were for 120 hours. 191 of the recordings (45%) had abnormal 
result. Of the 191 holter reports with abnormal results - 150 (79%) 
first showed the abnormal results on day 1, 25 (13%) on the 
second day, 12 (6%) on the third day with 4 (2%) on day 4 and 2 
(1%) on day five. 

Discussion: The results clearly show that the majority of abnormal 
arrhythmias are found with the first day of monitoring. The number 
of abnormal results that are detected after the initial 24 hour period 
decreases significantly with only minimal arrhythmias detected on 
day 4 or 5. Therefore if we were to limit holter monitors to 24–72 
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hours the amount of arrhythmias detected per day of recording 
would increase dramatically. Other methods of testing, eg. loop 
recorders, may be more suitable for extended monitoring beyond 
this period. 

References:

1. The duration of Holter monitoring in patients with syncope. Is 
24 hours enough? Bass EB, Curtiss EI, Arena VC, Hanusa BH, 
Cecchetti A, Karpf M, Kapoor WN Arch Intern Med. 1990;150 
(5): 1073

2. Front Neurol. 2015 Jan 12; 5: 266. doi: 10.3389/
fneur.2014.00266. eCollection 2014. Diagnostic Yield of 
Extended Cardiac Patch Monitoring in Patients with Stroke or 
TIA.Tung CE, Su D, Turakhia MP, Lansberg MG

12. Cardiac implantable electronic devices 
complications – A single centre experience
Ryan N, Mahon N, Walsh K, O’Neill J, Keelan E, Keelan P, 
Galvin J, Kuan K
Mater Misericordiae University Hospital, Dublin, Ireland 

Background: Indications for cardiac implantable electronic 
devices including pacemakers, cardiac resynchronization therapy 
and implantable cardiac defibrillators are increasingly expanding, 
however complications associated with these devices are associated 
with increased patient morbidity and healthcare consumption. 
Population based data from Denmark has shown a higher 
complication rate (9.5%) than previously identified in clinical trials1.

Objectives: We aimed to assess our departmental complication 
rate for cardiac implantable electronic devices and conduct a cost 
analysis of our complications. 

Methods: A retrospective review all patients (n= 397) who 
underwent new implantation, upgrade or generator change of any 
cardiac implantable electronic device from January to December 
2014 was carried out. Review of out-patient and in-patient 
records, together with review of Heart Rhythm Ireland data allowed 
completion of a standardized set of data elements for each patient. 
Statistical analysis was carried out using SPSS.

Results: Baseline characteristics for our population are shown 
in Table 1. Our overall complication rate was 10.83%, which is 
in keeping with the population based data from the Danish group 
Table 2. Additional hospital bed days cost €187,962.

Abstract 12 Table 1: Baseline Characteristics

Baseline Characteristics N Percentage

Sex

Male (n) 259 65.2

Female (n) 137 34.5

Age yrs

Mean +/- SD 66.2 +/- 17.27

Device

Single Chamber PPM (n) 80 20.2

Dual Chamber PPM (n) 140 35.3

Single Chamber ICD (n) 100 25.2

Dual Chamber ICD (n) 28 7.1

CRT P with Artial lead (n) 3 0.8

CRT P without Artial lead (n) 10 2.5

CRT D with Artial lead (n) 34 8.6

CRT D without Artial lead (n) 2 0.5

Generator Change

No other planned intervention 117 29.5
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Abstract 12 Table 2: Population Based Data Denmark

Major Procedural Complication Infection (n) Percentage

Overall (n) 43 10.83

Generator Change (n) 10 9

New implant/upgrade patients (n) 33 11.53

New implant/upgrade total 
complications (n) 35 12.23

New Implants/Upgrades

Lead Dislodgement (n) 21 7.34

 • Artial (n) 7 2.44

 • Ventricular (n) 11 3.84

 • Both (n) 3 1.04

Pneumothorax (n) 6 2.09

Infection (n) 1 0.34

Tamponade (n) 2 0.69

Errosion (n) 1 0.34

Haematoma requiring evacuation (n) 3 1.04

Unplanned lead revision (Riata) (n) 1 0.34

Generator Change

Lead fracture (n) 5 4.5

Erosion (n) 1 0.9

Haematoma requiring admission (n) 1 0.9

Unplanned lead revision (Riata) (n) 1 0.9

Infection (n) 2 1.8

Conclusion: Our complication rate is higher than those reported in 
clinical trials, however is in keeping with the rates in the large Danish 
population based study. Cardiac implantable device complications lead 
to significant cost implications, with our data to date only accounting 
for the cost of hospital bed nights based on the most recent audited 
data from our institution. Further work will be carried out to assess 
the cost of investigations and procedures resulting from our cardiac 
implantable electronic device complications.

13. High sensitive troponin T levels following 
elective external direct current cardioversion 
for atrial fibrillation and atrial flutter
1Lobo R, 1Cahill C, 2Blake O, 1Abbas S, 1Meany TB, 
1Hennessy T, 1Kiernan TJ
1Department of Cardiology, University Hospital Limerick
2Department of Clinical Biochemistry, University Hospital Limerick

Introduction: External transthoracic direct current (DC) 
cardioversion is a commonly used method of terminating 
arrhythmias, emergently or electively. It is known that external DC 
cardioversion can result in a rise in creatine kinase (CK). Previous 
research has shown that DC cardioversion resulted in subtle 
myocardial injury as evidenced by CK-MB, troponin I and troponin 
T increase, even though only minimally. These studies were based 
on the outdated monophasic defibrillators and older troponin assays. 
Since early 2010, the new high sensitive troponin T (Hs-trop T) 
assays have been used to diagnose myocardial injury and have 
been found to be highly sensitive and specific. This study aimed 
to assess the effect of external transthoracic DC cardioversion on 
myocardial injury as measured by the change in Hs-trop T using the 
more modern biphasic defibrillators in an elective setting.

Methods: Patients who were admitted for a day-case elective 
DC cardioversion for atrial fibrillation or atrial flutter were asked to 
participate in the study. DC cardioversion was performed using the 
Phillips Heartstart XL biphasic defibrillator. 

For cardioversions that failed at 200 Joules, the Physio-Control 
Lifepak 20e 360 J biphasic defibrillator was used. Hs-trop T levels 
were taken pre-cardioversion and at 6 hours post-cardioversion (in 
keeping with the Third Universal Definition of Myocardial Infarction 
guidelines on biomarker detection of myocardial injury with 
necrosis). The assay used was the Roche Elecsys Troponin T hs 
(high sensitive) immunoassay. Quantitative analysis for haemolysis, 
icterus and lipaemia (which could result in interference with the Hs-
trop T assay) were measured in each blood sample that was taken 
using the Abbott Architect c16000.

Results: A total of 120 cardioversions were done on 101 patients. 
Analysis of each of the blood sample taken showed no raised 
haemolytic, icteric or lipaemic indices above the recommendations 
for the Hs-trop T assay. Median number of shocks was 1, and the 
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maximum number of shocks was 6. Median cumulative energy 
was 150 Joules (interquartile range = 387.5 Joules) with the 
minimum being 50 Joules and maximum being 1730 Joules. A 
total of 49 (40.8%) patients received a cumulative defibrillation 
energy of 300 Joules or higher. The highest energy delivered per 
shock was 360 Joules and median peak impedance levels was 
80.80 Ohms (interquartile range = 19.05 Ohms). Median Hs-trop 
T levels pre-cardioversion was 7 ng/L (interquartile range = 7) and 
post-cardioversion was 7 ng/L (interquartile range = 6). A Wilcoxon 
signed-rank test showed no significant difference between pre-and-
post cardioversion Hs-Trop T levels (Z = -0.940, p = 0.347).

Conclusions: External DC cardioversion did not result in myocardial 
injury as measured by high sensitive troponin T. The implications 
of this study is important as patients who are cardioverted and are 
found to have a significant troponin rise post-cardioversion should 
be assessed for causes of myocardial injury and not assumed to 
have myocardial injury due to the cardioversion itself.

14. Outcomes for catheter ablation of ventricular 
tachycardia: Results from a high volume 
single centre
1Colleran R, 2Tuohy S, 1McCann C, 1Galvin J, 1Keelan E, 
1Sheahan R, 1Glover B
1Mater Private Hospital, Dublin, Ireland
2Mater Misericordiae Hospital, Dublin, Ireland

Introduction: Catheter ablation of ventricular tachycardia (VT) is 
recommended in patients with sustained monomorphic VT, including 
VT terminated by an ICD when anti arrhythmic drug therapy is either 
ineffective or not tolerated as well as in patients with incessant VT. 

Aim: The aim of this study was to determine the success and 
complications for VT ablations performed in a single high volume 
centre. We also sought to describe the indications and procedural 
parameters involved in performing such procedures.

Methods: Retrospective data from consecutive VT ablations was 
examined over a 2 year period.

Results: 60 VT ablations were performed in 42 patients. Baseline 
and procedural data are displayed in the table below.

Abstract 14 Table 1: Baseline and Procedural Data

1. Baseline Characteristics of patients 
undergoing catheter ablation for VT
Male 49 (81.7%)

Age (range) 57.6 (16–87)

Indication

Recurrent sustained VT 34 (56.7%)

Recurrent VT ICD shocks or VT storm 11 (18.3%)

Incessant VT 8 (13.3%)

Recurrent symptomatic NSVT 7 (11.7%)

Etiology

Ischemic 28 (46.7%)

RVOT VT 17 (28.3%)

NIDCM 5 (8.3%)

Congenital Heart Disease 3 (5%)

Myocarditis 2 (3.3%)

ARVC 2 (3.3%)

BBVT 2 (3.3%)

Aortic cusp VT 1 (1.7%)

Coronary Artery Disease 30 (50%)

Angiogram on index episode 53 (88.3%)

Revascularisation on index episode 7/60 (11.7%)

LVEF

Normal 23 (38.3%)

Mildly reduced 3 (5%)

Moderately impaired 5 (8.3%)

Severely impaired 29 (48.3%)

Medications

Beta blocker 49 (81.7%)

Calcium channel blocker 5 (8.3%)

Antiarrhythmic therapy 58.3%

 1 AAD 25 (41.7%)

 >1 AAD 10 (16.7%)

 Amiodarone 16 (26.7%)

ICD

In situ on admission 35 (58.3%)

Implant during index admission 10 (16.7%)

Subsequent implant 3 (5%)

ICD Therapy (index episode) 22/35 (62.8%)

Antitachycardia pacing-terminated 8 (22.8%)

Shock 14 (23.3%)
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2. Procedural Characteristics and Outcomes in VT Ablations
1st VT ablation 36 (60%)

Redo 24 (40%)

Sedation
Conscious sedation 20 (33.3%)

General Anaesthetic 40 (66.6%)

Mapping chamber

-LV only 24 (40%)

-RV only 26 (43.3%)

-Both ventricles 10 (16.7%)

-Other 2 (3.3%)

Endocardial 59 (98.3%)

Epicardial 5 (8.3%)

Mapping system

CARTO 56 (93.3%)

NavX 4 (6.7%)

LV Access

Transseptal 26 (78.8%)

Retrograde 7 (11.7%)

VT induced at baseline 47 (78.3%)

Method of VT induction 
at baseline

Not inducible 13 (21.7%)

Spontaneous 12 (20%)

Pacing maneouvres 26 (43.3%)

Isoprenaline 9 (15%)

Unstable VT or VF 15 (25%)

VT inducible after RFA

No 49 (81.7%)

Yes 7 (11.7%)

Not attempted 4 (6.7%) 

Number of VT 
morphologies

1 33/47 (70.2%)

>1 14/47 (29.8%)

Acute procedural success

Yes 13 (21.7%)

No 44 (73.3%)

Unsure 3 (5%)

Medications on discharge

Beta blocker 48 (80%)

Calcium channel blocker 5 (8.3%)

Antiarrhythmic therapy 41 (68.3%)

 1 AAD 33 (55%)

 2 AADs 8 (13.3%)

 Amiodarone 16 (26.7%)

Ninety per cent of patients who underwent ablation for VT were VT 
free within 24 hours. 21.7% of patients had recurrent sustained 
VT within 6 weeks of their procedure. There were no significant 
procedural complications.

Conclusion: Catheter ablation for the management of VT appears to 
be an effective strategy. This procedure continues to carry significant 
potential complications although in this cohort there were none.

15. Incidence of cardiac sarcoidosis in those with 
extra-cardiac disease without known cardiac 
involvement – a CMR study
1Murphy T, 2Waterhouse FD, 2James S, 2Kenny C, 2O’Hanlon R
1St Vincent’s University Hospital Health Group, Dublin, Ireland
2Blackrock Clinic, Dublin, Ireland

Introduction: Cardiac death is the leading cause of mortality 
in patients with sarcoidosis. However, the incidence of cardiac 
sarcoidosis in those with extracardiac disease has yet to be formally 
examined. Cardiovascular magnetic resonance (CMR) imaging with 
late gadolinium enhancement (LGE) may identify the myocardial 
infiltration of cardiac sarcoidosis (CS), and thus allow risk 
stratification of these at risk individuals. We therefore investigated 
the incidence of CS in patients with extracardiac sarcoidosis without 
cardiac manifestations using CMR-LGE.

Methods: Seventy-two patients with clinically and radiologically 
diagnosed pulmonary sarcoidosis, without signs or symptoms of 
cardiovascular involvement, were enrolled over a three-year period. 
LGE-CMR was performed on all patients. The presence of LGE in 
the left ventricular myocardium was considered diagnostic for CS. 
Patients were classified as CS or non-CS based on the CMR-LGE 
findings.

Results: Mean age was 51±19 years, with a female predominance 
(61%). CS was detected in nineteen patients (23%). When 
compared to those patients without LGE, patients with CS had 
higher rates of previously documented non-sustained ventricular 
tachycardia (22% vs. 5%), a greater prevalence of an abnormal 
ECG (52% vs. 18%) and a higher heart rate during CMR (82bpm 
vs. 72bpm).
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Conclusion: CMR should be considered as an adjunct to 
conventional diagnostic workup in all patients with pulmonary 
sarcoidosis. Long-term follow-up of consecutive patients with 
isolated CS is needed to determine the natural history and to 
accurately define rates of ventricular arrhythmias.

16. Incidence of thromboembolism 
following detection by trans-oesphageal 
echocardiography of left atrial thrombus
Mahon C, Erwin J, Keane D
St Vincent’s University Hospital, Dublin, Ireland

Objective: To our knowledge no study has looked at the incidence 
of ischemic stroke following the detection of LAA thrombus. The 
purpose of this retrospective study is to determine the incidence 
of ischemic stroke over a six month period following a confirmed 
diagnosis of LAA thrombus. 

Method: This was a ten year retrospective single centre study 
between March 2005 and February 2014 in St Vincent’s University 
Hospital, Ireland. All TOE studies performed during this period were 
reviewed. A chart review was carried out on any patient who had 
a LAA thrombus, LA thrombus or pre-thrombus state identified. 
Charts were reviewed for documented neurological deficits 
consistent with ischemic stroke or transient ischemic attack within 
six months of the TOE study. 

Results: Overall 1,903 TOE studies were reviewed. A total 
of 67 TOE studies detected a LAA thrombus, LA thrombus or 
pre-thrombus state. In the days prior to their TOE, an ischemic 
stroke had occurred in two of the patients. Following detection 
of thrombus or pre-thrombus state on TOE, no patient had an 
ischemic stroke over the subsequent six months.

Conclusion: Our study demonstrates low stroke rates over a six 
month follow-up period in patients with a confirmed LAA thrombus 
or pre-thrombus state on OAC.

Abstract 16 Table 1: OAC status before and after diagnosis of 
LAA thrombus, LA thrombus or pre-thrombus state

OAC pre T.O.E OAC post T.O.E

LAA Thrombus 21 50

LA Thrombus 1 2

LAA and LA Thrombus 2 3

Pre-thrombus state 3 10

Total 27 65

17. Outcome of extra-corporeal life support for 
fulminant heart failure / cardiogenic shock
Mahon N, O Neill J, O’Brien S, McCarthy J, O’Loughlin C, 
Carton E
Mater Misericordiae University Hospital, Dublin, Ireland

Background: Fulminant heart failure (so called ‘crash and 
burn’) are associated with a grim prognosis, and the outcomes 
of ventricular assist device (VAD) implantation in this group are 
poor. Accordingly extracorporeal life support (ECLS) systems have 
emerged as options for stabilization of these patients allowing for a 
more definitive intervention at a later stage (‘bridge to decision’ or 
‘bridge to bridge’).

Aim and Methods: To evaluate ECLS outcomes for fulminant 
heart failure / cardiogenic shock (CS) and to compare these with 
ECLS outcomes for other indications. A systematic review of 
all cases of ECLS for cardiac indications in one institution since 
program inception was undertaken.

Results: Between 2009 and 2015, 37 patients underwent cardiac 
ECLS (Cardiohelp® Maquest, Germany) for a median of 5 days 
range (range: 1 -13 days) and a total of 193 ELCS days. Fourteen 
patients (37%) had CS, 16 patients (43%) had post-cardiotomy 
cardiogenic shock (PCCS) and 7 patients (19%) had ECLS 
during cardiopulmonary resuscitation (ECPR). Survival to hospital 
discharge was 75% and 57% among the PCCS and ECPR groups 
respectively. 
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Of the 14 CS patients, 3 (21%) survived, one to hospital discharge 
(‘bridge to recovery’) and 2 to VAD implantation as bridge to 
transplantation (‘bridge to bridge’). The remaining 11 CS patients 
were deemed unsuitable for further intervention and did not survive.

Conclusion: ECLS for fulminant heart failure can be life saving. 
However, expectations should be tempered by the fact that overall 
outcomes in this group remains poor. While certain presentations, 
such as fulminant myocarditis, can neither be prevented nor 
predicted, in less acute situations timely recognition of patients who 
might ultimately require cardiac transplantation is desirable.

18. Transoesophageal echo in the investigation 
of cryptogenic stroke and transient ischaemic 
attack – diagnostic yield and impact on clinical 
management
McClelland S, Hennessey B, Fitzpatrick N, Collison D, 
Giblin G, Hussein H, Salim T, Foley D, McAdam BF
Beaumont Hospital, Dublin, Ireland

Introduction: Transoesophageal echocardiography (TOE) is 
commonly performed in the investigation of ischaemic stroke/
TIA. Previous studies have suggested a high yield of potentially 
significant clinical findings, but a wide variation in impact on clinical 
management. 

Aim: To examine the diagnostic yield of TOE in patients referred 
for investigation of ischaemic stroke/TIA in a single centre and to 
determine the impact of these findings on clinical management.

Methods: 108 consecutive patients undergoing TOE for 
investigation of ischaemic stroke/TIA between July 2014 and 
April 2015 were identified. TOE reports, MRI/CT brain reports and 
clinical discharge summaries were reviewed for each patient. 

Results: 108 patients were identified. 74 were male (68.5%). 
Average age was 54.9±13.3 years. The majority (77.8%) were 
aged ≤65 years. Average age in the “young CVA/TIA” cohort was 
50±10.3 years (range 21–65). 88 patients (81.5%) had CT/MRI-
confirmed infarcts. 6 patients (5.6%) were in atrial fibrillation at the 
time of TOE. 17 patients (15.7%) had recurrent events and 18 

(16.7%) had bilateral infarcts. At least one potentially significant 
finding was detected in 86 patients (79%).

Interatrial septum: Patent foramen ovale (PFO) was detected by 
colour flow in 48% of patients and right to left shunt demonstrated 
by bubble study in 84.6% of these cases. Interestingly, the 
prevalence of PFO did not differ between the “young stroke” cohort 
and the older age group (47% and 48%, respectively). Atrial septal 
aneurysm was detected in 12 patients (11.1%), all of whom had 
PFO. 3 patients who previously had device closure of PFO were 
investigated for symptom recurrence. Residual right to left shunt 
was demonstrated in one of these cases. 

Left ventricle: 11 patients had impaired LV systolic function (10.2%), 
4 with EF ≤35%. Mural thrombus was identified in one patient. 

Left atrium (LA)/Left atrial appendage (LAA): Significant LA dilatation 
was identified in 23 patients (21.3%). This was more prevalent in the 
older age group. Spontaneous echocontrast was visualised in 3 cases 
(2.8%), two of whom were aged >65 years. LAA prethrombus/
thrombus were detected in two older patients (1.9%).

Valvular abnormalities: Valvular abnormalities were detected in 40 
patients (37%). Valvular echodensities were visualised in 28 patients. 
The majority were degenerative, while one patient was diagnosed with 
infective endocarditis. 7 patients had significant mitral regurgitation 
(6.5%) and one patient had mechanical mitral valve thrombus. 

Aortic atheroma: 32 patients had Grade II or higher aortic atheroma 
(29.6%), which was more prevalent in the older age group. Two 
patients had grade V aortic atherosclerosis. 

Impact on clinical management: Clinical management was changed in 
21 (19.4%) patients on the basis of TOE findings alone. The majority 
of these changes (13 patients, 12%) involved insertion of or referral 
for device-occlusion of PFO. No patient >65 years was referred for 
PFO closure. One patient was referred for LAA occlusion. Three 
(2.8%) were anticoagulated on the basis of TOE findings alone.

An alternative/competing mechanism for stroke/TIA was 
subsequently identified in 20.4% of patients. 

Conclusion: The diagnostic yied of TOE in ischaemic stroke/TIA 
in this cohort was high with a potentially significant abnormality 
identified in 79% of patients. Where management was changed as 
a result (19.4% of patients), the majority were referred for device 
closure of PFO in the younger population.
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19. Sleep-disordered breathing in heart failure 
patients requiring cardiac resynchronisation 
therapy: Is there a link to poorer outcomes 
after device insertion
Barrett M, Cusack R, Tobin L, O’Rourke A, O’Brien A, Kiernan T
University Hospital Limerick, Limerick, Ireland

Rationale: We sought to ascertain the burden of undiagnosed 
sleep-disordered breathing (SDB) in high-risk heart failure patients, 
namely patients requiring cardiac resynchronisation therapy (CRT). 
Additionally, we looked for correlation between presence of SDB 
and change in cardiac function pre- and post-device. 

Methods: From a population of 40 patients with CRT devices 
implanted, a stable group of 18 were selected. Polysomnography 
was undertaken in each case. Apnoea-hypopnoea index (AHI), 
oxygen desaturation index (ODI), sleep efficiency, minimum oxygen 
saturation and snore index were calculated. Comparison was made to 
left ventricular function, left atrial dimension and mitral regurgitation 
severity pre- and post-implantation of CRT device.We also measured 
functional capacity of each patient using the International Physical 
Activity Questionnaire (IPAQ) tool and compared sleep profiled of 
those with a good functional capacity (>1000 MET minutes/week) 
against those with poor functional capacity. Data were analysed 
with simple descriptive statistics for baseline characteristics and 
comparisons made using Student t-test.

Results:

Abstract 19 Table 1: Baseline Patient Characteristics

Characteristics Mean ± SD 

Age (years) 68.2 ± 10 

Weight (kg) 86.6 ± 15.2 

Pre-CRT LVEF (%) 20.8 ± 0.06 

Post-CRT LVEF (%) 26.8 ± 0.08 

Pre-CRT LVIDd (cm) 6.34 ± 0.8 

Post-CRT LVIDd (cm) 5.84 ± 0.43 

Our population had a high AHI (mean 14.2) and ODI (15.2) 
with poor sleep efficiency (mean 62%). 2 patients (11%) were 
classified as severe OSA (AHI > 30), and 11 (61%) had mild to 
moderate OSA. Patients were subdivided into those with improved 
cardiac function post-implant (n=8) and those with unchanged or 
disimproved function (n=10). Those patients who had an objective 
improvement in cardiac function by echocardiographic parameters 
were found to have a better overall sleep profile with a lower AHI 
(6.8 vs 16.05), snore index (32.6 vs 49.95) and higher sleep 
efficiency (63% vs 61%) and minimum nocturnal oxygen saturation 
(88% vs 83%).

Abstract 19 Table 2: Sleep profile of Responders V’s Non-
Responders

Responder 
Non-

Responder 
p value 

AHI 6.8 16.05 0.15 

ODI 7.7 15.15 0.1 

Efficiency (%) 59.4% 56.7% >0.25 

Min. Sats (%) 88.5% 83 >0.25 

Snore Index 32.6 49.95 0.15 

Abstract 19 Figure 1: Comparative Sleep Apnoea Indicators of 
Responders V’s Non-Responders
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Patients with poor functional capacity as identified by were 
additionally found to have a higher snore index (48.7 vs 26.9) and 
poorer sleep efficiency (48.7 vs 71.8).

Conclusions: There is a high prevalence of SDB in our cohort 
with a trend towards more severe sleep apnoea in non-responders 
to CRT. Failure to respond to appropriate device therapy in severe 
heart failure may be a red flag for clinicians, with identification and 
treatment of co-morbid sleep apnoea potentially having a role in 
optimising patient outcomes.

20. Recipient related predictors of mortality 
after heart transplantation: Results from a 
contemporary Irish national cohort
Ryan N, Mahon N, McCarty J, Nokle L, Parlon B, Egan J, 
O’Neill J, McGuinness J, Barrett M, Eisaka A
Mater Misericordiae University Hospital, Dublin, Ireland

Background: Orthotopic Heart Transplantation (OHT) remains 
the optimal therapy for advanced symptomatic heart failure 
unresponsive to other interventions in appropriately selected 
patients. Assessing outcomes of OHT, including mortality and its 
predictors, is of importance, not only to the transplant centre but 
also to the referring heart failure services, to assist in optimizing and 
aligning expectations. Alongside advances in post-transplant care, 
older and more complex patients are being listed for OHT, therefore 
it is important to validate survival in a contemporary cohort. 

Objectives: We sought to assess the outcome following OHT 
in our contemporary cohort and to identify recipient risk factors 
of poor outcome. Diabetes, renal disease and advanced age at 
transplantation are all identified in the literature as predictors of poor 
outcomes post transplantation.

Methods: A systematic analysis of all patients (n=100) 
transplanted in the eleven-year period 2004–2013 attending 
follow up in the Irish post transplant clinic was performed. Our 
analysis included both patients transplanted in the Irish transplant 
programme and young adults transitioned to the Irish programme 
following paediatric transplantation in the UK. Review of inpatient 
and outpatient records together with laboratory data allowed 
completion of a standardized set of data elements for each patient. 

Survival was determined with reference to the clinical records. 
Statistical analysis was carried out using SPSS. Survival curves 
were generated and the log-rank scale was used to compare 
survival among different groups. 

Results: Baseline characteristics for our population are shown in 
table 1. The Kaplan-Meier Survival curve for the study population is 
shown Figure 1. One-year survival was 85% with death occurring in 
25 patients during the study period, all surviving patients remained 
free of re-transplantation at the end of the study period. Univariate 
determinants of increased mortality included female gender and 
CKD class at transplantation, but not age at transplantation or 
diabetes. Early deaths occurred more frequently in the ischaemic 
cohort, however they had a superior long-term survival (p 0.018). 

Conclusions: Our survival rates are in keeping with the 
international data published by the International Society for Heart 
and Lung Transplantation. In our data only renal impairment and 
female gender were identified as predictors of poor outcome 
perhaps due to the small numbers in our cohort.

Abstract 20 Table 1: Baseline Population Characteristics

Baseline Characteristics N 

Sex

Male 66

Female 34

Age at transplant yrs

Mean +/- SD 46.39 +/- 14.56

Underlying diagnosis

Ischaemic 23

Non Ischaemic 77

Dilated Cardiomyopathy 68

Hypertrophic Cardiomyopathy 7

Restrictive Cardiomyopathy 2

Pre transplant eGFR

Mean +/- SD 66.5 +/- 25.5
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Pre transplant CKD Stage

I 16

II 37

III 40

IV 3

Not available 4

Pre transplant Diabetes

Diabetic 17

Abstract 20 Figure 1: Kaplan Meier Survival Curve
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21. Progressive vasculo-ventricular remodelling 
in persistent asymptomatic left ventricular 
diastolic dysfunction and links with immune-
inflammatory biochemical markers
1Voon V, 1McDonald K, 1Ledwidge M, 2Watson C, 2Baugh J
1St Vincent’s University Hospital, Dublin, Ireland 
2University College Dublin, Ireland

Background: The natural history of persistent asymptomatic left 
ventricular diastolic dysfunction (ALVDD) is not fully understood. 
Altered immune-inflammatory markers have been linked to 
extracellular matrix remodeling of myocardial interstitium and 
perivasculature in hypertensive animal models. We aimed to 
evaluate the link between immune-inflammatory markers and 
vasculo-ventricular remodeling in ALVDD. 

Methods: 91 asymptomatic hypertensive patients from the community 
were consecutively enrolled and subjected to guideline-based 
management at a dedicated Blood Pressure Unit. Demographics, 
Doppler-echocardiography and serum biomarkers were measured at 
baseline and routine 12 month follow-up. Patients with ALVDD (left 
atrial volume index (LAVi) > 34 ml/m2, n=22) and Comparators (LAVi 
< 34 ml/m2, n=44) were propensity matched to age in 1:2 ratio at 
baseline. From this cohort, patients with persistent ALVDD (at both 
timepoints, n=10) were observed against others (n=56).

Results: ALVDD was associated with higher serum natriuretic 
peptide, matrix metalloproteinase (MMP)-2, LAVi and left ventricular 
mass index versus Comparators at baseline. All patients had mean 
ejection fraction (EF) 67 ± 8%. 

Over the follow-up duration, persistent AVLDD was associated with 
greater increase in monocyte chemoattractant protein-1 (924.6 ± 
2420.3 vs 198.5 ± 239.4 pg/ml) and aortic root diameter (0.27 ± 
0.45 vs 0.06 ± 0.27 cm) with reduction in EF (-5.4 ± 5.2 vs -0.2 ± 
7.0%) versus others; all p < 0.05. Despite within-group reductions in 
LAVi in both groups supported by increase in anti-hypertensives with 
blood pressure and MMP-2 lowering, there was a significant increase 
in interleukin-8 and tumor necrosis factor-alpha over follow-up.

Conclusion: Persistent ALVDD is associated with progressive 
vascular and ventricular remodeling not optimally negated by 
conventional anti-hypertensive therapies. These changes are linked 
to altered immune-inflammatory markers. The impact of inhibiting 
these markers requires further evaluation.
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22. Role of 12-lead electrocardiography in 
predicting heart failure in the community
1James S, 1Murphy T, 1Waterhouse DF, 2Gallagher J, 
3O’Connell E, 4Barton D, 1, 2, 3, 4McDonald K
1St Vincent’s University Hospital, Dublin, Ireland
2University College Dublin, Ireland
3Heart Beat Trust, Dublin, Ireland 
4St Michael’s Hospital Dun Laoghaire, Co. Dublin, Ireland

Purpose: Many patients attending their primary care physician 
with symptoms suggestive of new onset heart failure, have a 
12 lead electrocardiogram (ECG) as part of an initial triage work 
up. However, the role of ECG in predicting heart failure in the 
community is not yet defined. We thus examined the ability of ECG 
to predict heart failure in this patient population. 

Method: All 733 patients attending the rapid access clinic for 
possible heart failure in St Vincent’s University Hospital, Dublin, 
from the period of 2000 till 2012 were included in this study. 12-
lead ECG was performed using the Agilent Page Writer 100 ECG 
machine and interpreted by independent cardiologists. The ECGs 
were analysed along side the diagnosis of heart failure. ROC curves 
were performed to assess the robustness of the ECG in predicting 
heart failure.

Result: Heart failure patients had significant prolonged QRS 
duration, prolonged QT duration, prolonged QTc and more 
rightward T wave axis compared to the non heart failure group. 
They also had significant ECG evidence of prior myocardial 
ischaemia, intraventricular conduction disorder, abnormal axis, 
ventricular hypertrophy and atrial fibrillation. Using the ECG 
evidence of myocardial ischaemia, intraventricular conduction 
disorder, atrioventricular disorder, abnormal axis, atrial enlargement, 
ventricular hypertrophy, ventricular arrhythmia and atrial fibrillation as 
a predictive model, the ROC analysis showed that the ECG model 
is a reasonable test (AUC=0.81) to help predict heart failure in the 
community. Adding BNP to the model increased the robustness of 
the model in predicting heart failure (AUC=0.88).

Conclusion: The utility of the 12-lead ECG in predicting heart 
failure in the community is under appreciated. This study showed 
that this simple test is useful and can offer primary care physicians 
the ability to expedite the diagnosis of heart failure in order to start 

relevant further investigation and treatment in the community. In 
conclusion, ECG is a useful test in predicting heart failure in the 
community, however addition of BNP into the model helped to 
increase the robustness of the test.

23. Factors associated with transition from Stage 
B to Stage C heart failure with preserved 
ejection fraction
1Kenny C, 1O’Neill L, 2O’Connell E, 1O’Hanlon R, 1McDonald K
1St Vincent’s Hospital, Dublin, Ireland 
2Heartbeat Trust, Dublin, Ireland

Background: Progression from stage B (asymptomatic patients 
with structural changes) to stage C heart failure (HF) with preserved 
ejection fraction (HF-pEF) is associated with a poorer prognosis. 
The factors which are associated with this transition are poorly 
understood.

Methods: We identified patients with stage B HF from our 
database of STOP-HF patients and stage C HF from our HF unit 
database. Progressors were identified in both databases. Patients 
were excluded if they had an EF of <50%, a history of ≥grade 
3 regurgitant or stenotic valvular heart disease, were in atrial 
fibrillation at the time of most recent echocardiogram or if they had 
died. Differences between Stage B HF, Transitioners and Stage 
C HF were assessed using Wilcoxon/Chi-square/Fisher tests as 
appropriate. All differences were considered significant at alpha = 
.05 with Bonferroni correction.

Results: We identified 609 patients with stage B HF-pEF, 103 
with Stage C HF-pEF and 28 progressors. Significant baseline 
differences between the groups are shown in table 1. Briefly, 
patients who transitioned from B to C were older, had a greater 
baseline LAVi, higher baseline E/e, a higher baseline BNP and a 
greater baseline prevalence of atrial fibrillation.

Conclusion: Patients who developed symptomatic heart failure 
with preserved ejection fraction had evidence of more advanced 
structural and functional abnormalities prior to developing 
symptoms. The transition to symptomatic heart failure may be 
prevented or delayed by targeting this cohort for intense risk factor 
modification measures.
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Abstract 23 Table 1: Baseline comparison of Stage B, Stage C 
and progressors from Stage B to C HF-pEF

Median [IQR] / 
N (%)

All 
(n=740)

Stage 
B pEF 

(n=609)

Trans pEF 
(n=28)

Stage 
C pEF 

(n=103)
Diff.

Age (y) 67.9 
[60.9:75]

66.7 
[60:73]

71 
[66.3:77.8]

78.6 
[67.6:82.9] B<T<C

Male 387 
(51.9%)

337 
(55.2%) 11 (39.3%) 39 (36.4%) B>C

First Echo

EF (%) 66 
[61:71]

66 
[61:71.8]

67.5 
[60:72.2] 62 [55.5:68] (BT)>C

LA Dimension (mm) 41 
[37:44]

41 
[37:43] 44 [40.8:47] 41 [37:45] B<T

LAVI (ml/m2) 30.3 
[25.7:36]

29.7 
[25.3:35]

39.7 
[31.8:45.5]

35.7 
[29:39.8] B<(TC)

Lat. (cm/s) 7.8 
[6:9.6]

7.8 
[6.1:9.6] 7.6 [6.2:9.5] 7.7 [6:10.2]

E/lat. 9.2 
[7.2:12.3]

9.1 
[7.1:12.2]

11.7 
[9.2:14.1]

9.2 
[7.5:12.2] B<T

Baseline Clinic

HR 67 
[59:76]

66 
[59:75] 68 [62:72.5] 69 

[60.5:78.5] B<C

SBP (mmHg) 142 
[129:158]

141 
[129:157]

148 
[141:157]

142 
[127:164]

DBP (mmHg) 80 
[72:88]

80 
[72:89]

79.5 
[72:86.5] 78 [71:86]

Baseline Bloods

BNP (pg/ml) 34 
[15.9:85]

28.3 
[14:61.3]

102 
[41.5:171]

114 
[68.3:196] B<(TC)

Creatinine (mmol/L) 83 
[73:99]

83 
[73:97] 83 [75:114] 85.5 

[73:112]

Comorbidities

Diabetes Mell. 252 
(33.8%)

228 
(37.4%) 10 (35.7%) 14 (13.1%) (BT)>C

Hypertension 589 
(79.1%)

504 
(82.6%) 25 (89.3%) 60 (56.1%) (BT)>C

Hyperchol. 15 (2%) 8 (1.3%) 2 (7.1%) 5 (4.7%)
Atrial Fib. 72 (9.7%) 43 (7%) 3 (10.7%) 26 (24.3%) B<C

MI 95 
(12.8%)

75 
(12.3%) 9 (32.1%) 11 (10.3%) T>(BC)

Stroke/TIA 65 (8.7%) 56 (9.2%) 2 (7.1%) 7 (6.5%)
Cancer 68 (9.1%) 56 (9.2%) 3 (10.7%) 9 (8.4%)
COPD 17 (2.3%) 9 (1.5%) 1 (3.6%) 7 (6.5%) B<C
CKD 15 (2%) 10 (1.6%) - (4.7%) -

24. Anaemia in heart failure unit St Michaels 
Hospital Dun Laoghaire
Mahon C, Kenny C, Lim R, Earls S, Travers B, McDonald K
St Vincent’s University Hospital, Dublin, Ireland

Background: Iron deficiency anemia is a frequent finding in adults 
with heart failure (HF). The prevalence varying depending upon the 
population studied. The recent FAIR-HF trial, demonstrates the 
importance of iron metabolism in patients with HF. Moreover, that a 
work-up evaluation for absolute or functional iron deficiency should 
be considered, and implementation of IV iron replacement for 
symptomatic improvement. 

In this audit we wish to evaluate the prevalence of anaemia and iron 
deficiency in our unit

Method: This was a prospective single centre audit between 21 
October and 18 November 2014. The cycle was repeated between 
26 March and 26 April 2015.

The audit standard was the WHO definition of anemia.

Results:

Part 1: Demographics

During cycle 1

• Population: 86 patients were worked up for anemia and iron 
deficiency.

• The average follow up time in Heart Failure Unit was 19.6 months

• There were more males than females in our population. Only 
one female patient is still menstruating.

• 74% of our population are HfREF (n=64) versus 26% HfPEF 
(n=22).

During cycle 2

• Population: 56 patients were worked up for anemia and iron 
deficiency.

• The average follow up time in Heart Failure Unit was 20.4 
months. 

• There were more males than females in our population. 57% of 
our population are HfREF (n=31) versus 43% HfPEF (n=23).
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Part 2: Prevalence and incidence

The prevalence of anaemia in our cohort was 48% during cycle 1 
and 64.8% during cycle 2. Previous studies have found that the 
incidence of anemia appears to increase with worsening functional 
class (from 9% for NYHA class I to 79% for class IV in one 
report4, 5). We found no association between the incidence of 
anemia for NYHA, BNP or EF in our cohort.

Part 3: Haematinic Screen

Haematinic screens were not routinely ordered on all anemic 
patients during cycle 1. No haematinic screen was found for 15 
anaemic patients, an incomplete screen was carried out on 9 
anaemic patients and a complete anaemic screen on 17 patient.A 
complete haematinic screen was carried out on 8 patients with 
normal Hb levels. Iron deficency was detected in 17 patients. Five 
patient with iron deficency were noted to have a normal Hb level.

During cycle 2 and implementation of a routine strategy of a 
haematinic screening at initial programme visit or at annual review, if 
no such screen were on record, all patients had a haematinic screen.

Summary: Iron deficiency management is not incorporated in the 
current ESC HF guidelines6. However, recent studies have raised 
interest in the importance in symptomatic and QUAL in of HfREF 
patients, and experts anticipate it’s inclusion in future guidelines. 
Further given that there are few treatment strategies for HfPEF 
patients, management of iron deficiency in this cohort would be 
an area of interest to access any symptomatic and other clinical 
benefit. In this audit we successfully implemented a strategy of 
routine screening for iron deficiency, to capture all patients in both 
HfREF and HfPEF patients. 

Importantly, at present our cohort our stable from a heart failure 
perspective. In future direction and management of these patients 
we aim to implement a strategy of IV iron replacement based on 
recent FAIR-HF and CONFIRM-HF studies3, 7.

Abstract 24 Figure 1: Flow Chart of Patients who had 
haematinic screens and outcome cycle 1 and 2
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Abstract 24 Figure 2: Flow Chart of Patients who had 
haematinic screens and outcome cycle 1 and 2
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25. The surgical workload of adult congenital 
heart disease at the National Cardiothoracic & 
Transplant Unit, Ireland: A 5 year review
Daly A, Cullen P, McGuinness J, Redmond M, Nolke L
University College Dublin, Ireland 

Introduction: The prevalence of adult congenital heart disease 
(ACHD) is increasing both in Ireland and worldwide. This is attributed 
to improved paediatric cardiology and cardiac surgery, with advances 
in detecting, monitoring and treating congenital heart disease. Many 
patients require future surgery, often in their adult lives. We aimed to 
evaluate the surgical workload of ACHD in Ireland.

Methods: All patients with ACHD undergoing cardiac surgery 
in the National Centre for Cardiothoracic Surgery from January 
2009 to December 2013 were identified from the Cardiac Surgery 
database and cross-referenced with theatre records (n=138) 
(graph 1). Review of patient charts and electronic patient records 
was performed. Data extracted included patient demographics, 
underlying diagnosis, previous interventions, surgery performed 
and its indications, as well as post-operative course and cardiac 
surgery follow up. Procedures were divided into simple and complex 
procedures for comparison.

Results: 61% were male (n=84). Mean age was 31.5 years, range 
16–72 years. 53% (n=74) had previous cardiac surgery (Figure 1). 
Valvular procedures were most commonly performed (46%) 
followed by septal surgeries (31%). Device implantation or change 
made up 5% of interventions. Median ICU stay was 1 day with a 
median time to discharge of 7 days. Median surgical follow up was 
7 weeks (range 4 to 170 weeks) with a median of 1 outpatient 
review. Comparisons between those undergoing first-time surgery 
and re-operations were made, as well as between simple and 
complex procedures.

Conclusion: ACHD patients comprise a small component of 
the total work done in any adult centre but this group requires an 
ongoing specialist interest.

http://www.ncbi.nlm.nih.gov/pubmed/?term=Ponikowski%20P%5BAuthor%5D&cauthor=true&cauthor_uid=25176939
http://www.ncbi.nlm.nih.gov/pubmed/?term=van%20Veldhuisen%20DJ%5BAuthor%5D&cauthor=true&cauthor_uid=25176939
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http://www.ncbi.nlm.nih.gov/pubmed/25176939
http://www.ncbi.nlm.nih.gov/pubmed/25176939
http://www.ncbi.nlm.nih.gov/pubmed/25176939
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Abstract 25 Figure 1: Number of Previous Surgeries
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26. Coronary artery bypass grafting without an 
LAD graft – is it worth it?
A McGuigan, Beattie R, Graham A
Royal Victoria Hospital, Belfast, Northern Ireland

Objective: Revascularisation of the left anterior descending (LAD) 
artery with a left internal mammary artery (LIMA) graft is often cited 
as the main benefit of surgery over stenting. Little is known about 
patients undergoing coronary artery bypass grafting (CABG) who do 
not receive a graft to their LAD.

Methods: We retrospectively reviewed our experience over a nine 
year period for patients undergoing coronary artery bypass grafting 
who did not receive a graft to the LAD. Patients undergoing any 
concomitant procedure aside from CABG were excluded. The 
National Death Registry was accessed for survival data.

Results: Full data was available on 91 patients, 14 of which had 
previous cardiac surgery. This represented 2% and 25% of our 
total CABG and redo CABG caseloads respectively. Mean logistic 
EuroSCORE was 5.9 and in-hospital mortality 3.2%, with O/E 
mortality 0.54. Reasons for lack of LAD graft and outcomes are 
shown below.

Abstract 26 Table 1: Reasons for lack of LAD Graft and 
Outcomes

n (%)
5 year 

survival

LAD was not graftable 56 (61.5%) 80.7%

No obstructive LAD disease 23 (25.3%) 91.1%

Patent previous LIMA to LAD graft 11 (12.1) 90.9%

Abstract 26 Figure 1: Survival Data
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Conclusion: One in fifty patients undergoing isolated CABG do 
not receive a graft to their LAD artery. Although the peri-operative 
mortality is acceptable, the patient group with ungraftable LAD 
disease (82% of which had three vessel coronary disease) has 
a 5 year survival almost identical to those with complex disease 
randomised to PCI in the SYNTAX trial (80.8%). This suggests that 
depending each clinical situation, either treatment can be justified, but 
surgery does not seem to offer a prognostic benefit over stenting.
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27. Early and mid term outcomes after transaortic 
catheter valve implantation (TAVI)
1Bajrangee A, 2Coughlan JJ, 3Teehan S, 1Musafa G, 1Murphy R, 
2O’Connor C, 3Quinn M, 1Sriniva P, 4Coleman G, 1Maree A, 
1Crean P
1St James’s Hospital, Dublin, Ireland
2Limerick Hospital, Limerick, Ireland 
3St Vincent’s Hospital, Dublin, Ireland
4Blackrock Clinic, Dublin, Ireland

Aim: Transcatheter aortic valve implantation (TAVI) has become a 
therapeutic option for high-risk or nonoperable patients with severe 
symptomatic aortic valve stenosis. We reviewed our patient cohort 
analyzing early and mid term outcomes.

Methods: Records of 147 patients who underwent TAVI between 
12/08 and 12/14 at St James Hospital and Blackrock Clinic.A 
database of baseline demographics, pre procedural and procedural 
characteristics and complications was created. Contacting patients, 
next of kin or the primary care doctor confirmed clinical follow up 
and pacing rates after discharge.

Results: 147 patients underwent TAVI with a mean age of 82 
(SD-5), with 56% males (83/147). 87 received a Corevalve and 
the remaining 61 an Edwards prosthesis. Mean EURO II score was 
9.2 ± 6.46 for the total cohort. Table 1 further illustrates baseline 
demographics.

Abstract 27 Table 1: Baseline Demographics

 2008–2010 2011–2012 2013–2014

Procedure No 63 40 44

Mean Age 83 84 84

Male Sex% 48% 54% 52%

EURO II score 9.1 ± 6.3 9.4 ± 3.2 8.2 ± 3.7

Renal Failure 
(GFR<30ml/min)

12/63 
(19%)

10/40 
(25%)

10/40 
(25%)

Paced rhythm 7/63 (11%) 6/40 (15%) 3/40 (7.5%)

Previous Cardiac 
Surgery/PCI

26/63 
(41%)

20/40 
(50%)

18/44 
(41%)

Ejection Fraction 45 ± 10 48 ± 10 50.1 ± 8.4

Access was via transfemoral route 135/147 (91%), trans apical 
or transaortic in (7%) and subclavian in (3%). Mean length of 
stay was 9.97 days. Major vascular complications occurred in 18 
cases (12.2%) and pacing rates post implant was 13.5% of which 
90% were Corevalve implants (P<0.001). Cerebrovascular insults 
occurred in 8 patients (5.4%). 

At 30 days 9.52% of patients had died, 3 intraoperatively. One-year 
and two year mortality was 17% and 32.5% respectively. Of overall 
deaths cardiac causes were implicated in 71% (10/147) at 30 days 
(P<0.01). At one year and two years death due to cardiac etiologies 
had occurred in 18.18% and 49% of dead patients respectively.

The strongest predictor of death at one year was a GFR <30mls/
min (p=0.001). Whilst aortic regurgitation grade improved from 
1.31 to 0.89 this did not correlate with mortality at one year 
(p=0.09). Left ventricular function also showed an improvement at 
six months of 1.9 ± 1.2 by Simpsons method but this has not been 
indicative of increased survival to date.

Conclusion: This analysis represents one of the first in Ireland 
evaluating mortality and morbidity post TAVI implantation. 
When compared to international data our rates of survival and 
complications continue to be favorable.

28. Surgery for infective mitral valve endocarditis: 
A 10 year single centre experience
Jahangeer S, Hannan M, Blake G, Healy D, Redmond M, 
McGuinness J, Javadpour H, Chughtai ZJ, Nolke L, McCarthy J
Mater Misericordiae University Hospital, Dublin, Ireland 

Background: Mitral valve endocarditis is a serious clinical condition 
with significant morbidity and mortality in which surgical intervention 
is frequently warranted. A retrospective analysis was conducted of 
the early outcome of surgical intervention in infective mitral valve 
endocarditis.

Methods: Between January 2004 to December 2014, a total of 
52 patients with mitral valve endocarditis were operated on. 32 
patients underwent a mitral valve repair and 20 had a mitral valve 
replacement. The patients’ perioperative characteristics, in-hospital 
complications and 30-day mortality were analyzed.
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Results: The patients age ranged from 21 to 82 years old (mean 
56 years, SD 15 years), and 40 patients (76.9%) were males. 
Pre-operative morbidities included Renal Failure (5 patients, 9.6%), 
History of Cerebrovascular Accident (6 patients, 11.5%), Diabetes 
(5 patients, 9.6%) and previous cardiac surgery (8 patients, 15.4%). 

6 patients (11.5%) were ventilated prior to surgery and 2 patients 
(3.8%) required an intra-aortic balloon pump insertion before 
surgery. The mean Euroscore-II was 18.4. 9 patients (17.3%) 
were operated on as emergencies and 2 cases (3.8%) considered 
as salvage procedures. The 30-day mortality following surgery for 
active mitral valve endocarditis was 13.5% (n = 7).

Conclusions: Mitral valve endocarditis is a challenging clinical 
problem which is associated with significant morbidity and mortality. 
Mitral valve surgery provides an effective treatment but carries a 
significant risk, which is largely related to the pre-operative state of 
the patient. In cases of Mitral valve endocarditis, early referral and 
discussion by the Heart Team is beneficial in these patients.

29. Deaths awaiting cardiac surgery in Northern 
Ireland
Cassidy A, Dunwoody G, McCarthy T, Jeganathan R, Graham A
Royal Victoria Hospital, Belfast, Northern Ireland 

Introduction: The demand for cardiac surgery continues to outstrip 
supply in both jurisdictions on the island of Ireland. In the light of 
anecdotal reports of increasing numbers of patients who died while 
waiting for surgery, we analysed the deaths on the contemporary 
cardiac surgery waiting lists in Northern Ireland.

Methods: A prospectively maintained database of patients added 
to the waiting list between 1st April 2013 and 31stMarch 2015 was 
interrogated and all patients who were removed without completion 
of an operation were identified and cross-referenced with dates of 
death. The results were individually reviewed to exclude duplicate 
entries and deaths on the operating table or post-operatively. The 
total number of deaths after cardiac surgery was determined from 
the separate cardiac surgery database.

Results: Over this 2 year period, 36 patients who were on the 
waiting list for cardiac surgery died prior to surgery. Prioritisation 

was urgent inpatient in 15 (42%), urgent outpatient in 4 (11%) 
and routine outpatient in 17 (47%). Urgent inpatients had waiting a 
mean of 44.6 days (range 14 to 104) at the time of death. 

Urgent outpatients had been waiting a mean of 70.75 days (range 
21 to 155) and routine outpatients 149.9 days (range 31 to 322). 
Over the same period, an identical number of patients died after 
surgery in our unit. Indication for surgery was CABG in 8 (22%), 
AVR in 11 (31%), AVR&CABG in 12 (33%) and MVR & Other in 
5 (15%). Compared to the same categories of surgery actually 
performed over the same period, this gave a relative risk of death 
on the waiting list of 0.40 for CABG, 2.26 for AVR, 2.80 for 
AVR&CABG and 1.90 for MVR & Other.

Conclusion: There is an unacceptably high number of deaths on 
the waiting list for cardiac surgery in Northern Ireland. The majority 
of patients who die are prioritised as elective. Patients awaiting AVR 
+/- CABG are at greater risk and should, therefore, be prioritised 
accordingly.
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30. Lack of specialist involvement in heart 
failure diagnosis leave concerning gaps in 
management: An all Ireland analysis
1Monaghan M, 2Travers B, 2Kinsella M, 2Gallagher J, 
2O’Connell E, 2Watson C, 2O’Hanlon R, 2Ledwidge M, 
1Mailey J, 1Henderson JA, 1Dixon L, 2McDonald K
1Heart Centre, Royal Victoria Hospital, Belfast, BHSCT, Northern 
Ireland

2Heart Failure Unit, St Vincent’s University Hospital Group, Dublin, 
Ireland

Purpose: Previous research has identified that patients with a 
diagnosis of heart failure in the community frequently have not had 
previous heart failure specialist assessment. This study sought to 
determine the characteristics of patients with a label of heart failure 
in the community without a record of previous specialist assessment 
in two different health systems.

Methods: Patients with a coded diagnosis of heart failure or on 
loop diuretics were identified in 13 general practice electronic health 
records in the Republic of Ireland and Northern Ireland. Records 
were reviewed and data was extracted on those patients who had 
no previous record of cardiology specialist assessment.

Results: 111 patients met the criteria for inclusion. The 
demographic details are outlined in Table 1.

Abstract 30 Table 1: Demographic Details

 NI ROI 

Number of Patients 76 35 

Age average 75 82

Female (%) 77 66

Cardiology Review 0 0

ECHO (%) 50 40

ECHO in last 5 years (%) 22 5

NT-Pro BNP (%) 36 42

NT-Pro BNP level 2795 1570

Beta Blocker (%) 54 63

ACEi/ARB (%) 57 63

MRA (%)  9 0 

Loop (%) 71 85

Patients with a diagnosis of heart failure in the community without 
previous specialist assessment tended to be older females with 
low levels of recent echocardiography. Use of natriuretic peptide 
testing was low in both healthcare systems. Loop diuretic use was 
high despite a low rate of echocardiography and lack of specialist 
assessment.

Conclusion: This All-Ireland cohort of patients with a diagnosis 
of heart failure in the community or who are on heart failure 
medication have not had specialist assessment. The use of loop 
diuretic is high with low rates of Echocardiography. The lack of 
echocardiography means it is not possible to determine if patients 
with heart failure have HF-REF or HF-PEF. Strategies to reach 
this patient group need to be developed to confirm diagnosis and 
implement appropriate medical and device management. 

31. Comprehensive cost analysis of inpatient 
and outpatient heart failure patients – a 
microcosting approach
1Morgan R, 1Daly C, 2Barry M
1St James’s University Hospital, Dublin, Ireland
2National Centre for Pharmacoeconomics, Ireland 

Background: In the era of improved care and outcomes of heart 
failure (HF) patients the cost of management of such patients is 
set to rise exponentially. Recently published figures from the HSE 
reveal an annual rate of HF admissions of 4,826 with a resultant 
annual cost of €25,917,762.

Aims: 1. To formally assess the cost of inpatient care of HF patients, 
and to assess the cost of running a Disease Modifying Programme, 
through the process of microcosting. 2. To compare this cost to (a) 
Locally derived costs for the same admission, (b) National costs 
applied to HF admissions and (c) HF costs from the NHS. 
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Methods: Inpatient HF patients were examined at two separate 
timepoints: 1. patients admitted with HF over 3 years (n=1196) 
retrospectively identified through the Hospital In Patient Enquiry 
(HIPE) record. 2. A second inpatient group (n=56), admitted 
and subsequently enrolled on the HF programme. Separate time 
points were studied to ascertain if the cost of management of HF 
is increasing over time and whether the implementation of a HF 
service impacts on this cost. Outpatient heart failure programme 
(HFP) patients were examined to ascertain the real life cost of 
running a recently set up HF service. A microcosting exercise was 
carried out on both groups, as advised by the National Centre for 
Pharmacoeconomics. Costs were calculated from the perspective 
of the health service provider.

Results: 1196 patients were identified through the HIPE search 
for HF admissions 2008–2010, mean age 75 years, 52% male. A 
cardiologist was the primary physician for 1/3 of patients admitted 
with a primary or secondary diagnosis of HF during this period. AF 
was the most commonly recorded comorbidity (38%). There was an 
11% all cause death rate. HF readmission at 30 days was 9.6%;at 
90 days was 16%. Mean length of stay was 17 +/-34 days. Costs 
are outlined in the table below.

Abstract 31 Table 1: Comparative Methods of Costing a Heart 
Failure Admission.

Cost 
(€)

Micro-
costing

SJH Patient 
Level Costing

DRG Cost 
(1)

NHS Cost (£)

20
08

–2
01

0

Mean 4,815.89 5,185.00 5,155.00*

Median 4,571.30 4,384.00 11,718.00** 3,295.00 (2)

20
12

Mean 11,022.86 12,545.50 4,029.00* 1,668.00*

Median 4,593.75 4,940.30 9,925.00** 3,668.00** (3)

* = heart failure - CCC,  ** = heart failure + CCC 

Fifty six patients were enrolled to the HFP in its initial stages. Mean 
age was 70 years and 58% were male. Two thirds (66%) had 
known prior CAD.

Outpatient Costs: The mean cost of a standard 12 week 
programme patient was €1,063.57. The mean cost per programme 
for extended programme patients was higher, €4,710.30 with a 
median cost of €1,206.37. 

Conclusion: When compared to a microcosting exercise, 
patient level costing is accurate. In comparison, using DRG costs 
can significantly underestimate inpatients HF costs. The most 
expensive component of inpatient HF admissions remains LOS. 
Mean LOS pre dedicated HFC was 17 (+/-34) days. Post HFC 
implementation, mean LOS was 15 (+/-18) days.There was a 
significant increase in mean cost of HF admission from 2008–2010 
(pre HFC) to 2012 (post HFC) despite the lower LOS. This can 
be explained by increased utilization of costly cardiac investigations 
such as coronary angiography, cardiac MRI, and device therapies 
such as ICDs or biventricular pacemakers.

References:
1. Executive HS. Ready Reckoner. http://www.hse.ie/eng/

services/list/1/schemes/cbd/Ready%20Reckoner.pdf
2. UK TDoH. NHS schedule of reference costs 2010/2011
3. UK NIoCE. Costing statement: Acute heart failure
4. Implementing the NICE guideline on acute heart failure 2014

32. Reductions in peak blood pressures and 
variability following central arteriovenous 
anastomosis in patients with resistant 
hypertension
Buckley A, Dolan E, (and on behalf of the ROX CONTROL 
HTN investigators)
Connolly Hospital, Blanchardstown, Dublin, Ireland

Background: Elevated blood pressure remains the most common 
modifiable cardiovascular risk factor. Many patients continue to be 
exposed to this risk due to the failure to attain target blood pressure 
levels due to pharmacologic resistance. The creation of a 4 mm 
central iliac arteriovenous anastomosis, a treatment targeting the 
mechanical properties of the arterial system has recently been 
shown to reduce average blood pressure in patients resistant to 
pharmacotherapy.
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Objectives: We undertook this study to evaluate the impact of 
central arteriovenous fistula on 24 hour peak pressures and blood 
pressure variability in resistant hypertensive patients. 

Methods: In this open-label, multicentre, prospective, randomised 
trial, patients with elevated blood pressure despite therapy were 
randomised to undergo implantation of an AV coupler device along 
with previous treatment, or to maintain previous treatment alone. All 
patients underwent ABPM at baseline and at 6 months.

Results: Data is presented on 75 patients who were randomised 
to arteriovenous coupler therapy (n=40) or control (n=35) groups. 
Peak systolic pressures during the 24 hour period were reduced by 
17.4 +/-22.1 mmHg, (p<0.0001) in the AV Coupler group, and by 
4.4 +/-23.9 mmHg (p=0.22) in the control group. Measures of 24 
hour blood pressure variability such as average real variability (ARV) 
and time weighted standard deviation (wSD) were both significantly 
reduced in the treatment group for both systolic and diastolic blood 
pressure (ARV reduction of 1.4/1.5 mmHg and wSD reduction of 
2.6/1.7 mmHg, p <0.05 for all).

Conclusions: In this study we have shown a reduction in blood 
pressure variability following iliac AV anastomosis creation. The 
coupling of blood pressure reduction and cushioning of blood 
pressure peaks and BP variation over the 24-hour period may be of 
benefit for patients with uncontrolled hypertension.

33. Incidence of intracranial haemorrhage 
associated with antiplatelet and anticoagulant 
use; referrals to the national neurosurgery 
referral centre and reports to the health 
products regulatory authority
Cuddy S, Sheahan R, Collis R, Matullah S
Beaumont Hospital, Dublin, Ireland

Intracranial Haemorrhage (ICH) is a feared side effect of antiplatelet 
and anticoagulant agents; it is of particular prominence with 
the advent of the novel antiplatelet and anticoagulant agents. 
Postmarket Reports of Bleeding with NOACs highlighted the fact 
that newly marketed products, by virtue of their novelty alone, may 
elicit adverse-event reports at high rates; reporting rates decreasing 

over time (the Weber effect). Hence established medications, such 
as Warfarin and Aspirin, would be far less likely to elicit adverse-
event reports than would newer medications with similar risks.

The hypothesis of this study was to examine the frequency 
of antiplatelet and anticoagulant associated ICH (AAICH) in a 
consecutive series of patients referred to a National Neurosurgical 
Centre. We also compared the number of referrals of AAICH to 
the National Neurosurgical Centre in Beaumont Hospital with 
the number of ICH reported to the Health Products Regulatory 
Authority (HPRA) as an adverse event of these medications. 

The National Neurosurgical Centre in Beaumont has an estimated 
referral population of 4 million. All consecutive referrals from July 
2013 to January 2014 were reviewed. 

Data collected included baseline demographics, antiplatelet/
anticoagulation usage and indication for same, and CT brain 
findings of the ICH. The HPRA were contacted and supplied their 
adverse event reports for the same period. 

There were 977 consecutive patients with an ICH referred in this 
period. Of these 328 (33.6%), with a mean age of 77yrs, female 
42.6%, were on an antiplatelet and/or an anticoagulant agent; ASA 
alone (n=166, 50.6%), Warfarin alone (106, 32.3%), Clopidogrel 
alone (11, 3.3%), Rivaroxaban alone (4, 1.2%), Dabigatran alone 
(4, 1.2%), ASA/dipyridamole alone (3, 0.9%). Thirty one (9.4%) 
patients were on two agents, 19 on ASA & Clopidogrel, 7 on ASA 
& Warfarin, 2 on Clopidogrel and Warfarin, 2 on Rivaroxaban and 
ASA, and 1 patient on ASA and Prasugrel. Three patients were 
on 3 agents, 2 on ASA, Clopidogrel and Warfarin, one on ASA, 
Clopidogrel and Rivaroxaban. We excluded 22 patients who had 
an ICH following thrombolysis or recent heparin therapy. The 
HPRA received 4 reports of ICH associated with antiplatelets or 
anticoagulants; 2 associated with Warfarin, 1 with Rivaroxaban and 
1 with Rivaroxaban and Warfarin.

This study highlights ASA as the most frequently documented 
antiplatelet/anticoagulant agent in a real life consecutive series of 
patients referred to a Neurosurgical Unit with ICH. In discussing 
the role of anticoagulation with patients, particularly the elderly, the 
significant risk of bleeding with ASA needs to be considered. 

These results also highlight the lack of adverse reporting with new 
and old medications alike. It emphasizes the importance of reporting 
to national authorities so their statistics can be a true reflection of 
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the number of adverse events, especially when these outcomes can 
be catastrophic, like ICH. 

34. Eosinophilic myocarditis in patients on 
dobutamine therapy: An underappreciated 
and not uncommon phenomenon
1Barrett M, 2Fabre A, 2Tuohy G, 2Ryan N, 2Parlon B, 
2McCarthy J, 2Nolke L, 2McGuinness J, 2Healy D, 2Javadpour H, 
2Chugtai Z, 2Mahon N, 2O’Neill J
1University Hospital Limerick, Limerick, Ireland
2Mater Misericordiae Hospital, Dublin, Ireland

Background: The phenomenon of eosinophilic myocarditis 
in explanted hearts was first reported in a series in 1991. The 
phenomenon remains under-recognised and the incidence uncertain, 
current published estimates ranging widely from 7 to 22%.

Aims: We sought to ascertain the incidence of eosinophilic 
myocarditis in our transplant centre and to assess if presence of an 
eosinophilic infiltrate was associated with dobutamine therapy prior 
to explant.

Methods: 76 sequential heart transplant recipients over a 9 
year period were included. Clinical records were examined to 
detail any exposure to inotropic support prior to transplantation 
as well as presence or absence of peripheral blood eosinophilia. 
Pathology reports of explanted hearts as well as any pre-transplant 
endomyocardial biopsies were reviewed and the presence or 
absence of eosinophils on histology was documented.

Results: 28 patients (36.8%) of the group received dobutamine 
therapy prior to transplantation. Of these, 7 patients (25% of those 
receiving dobutamine, 9.2% of the total cohort) were found to 
have evidence of an eosinophilic infiltrate on myocardial histology 
(6 on explant, 1 on pre-transplant endomyocardia biopsy). All 7 
patients had prolonged exposure to dobutamine prior to diagnosis 
of eosinophilic myocarditis. The duration of inotropic support ranged 
from 1 to 19 weeks; and the final maintenance dose of dobutamine 
ranged from 2.5 to 12.5 mcg/kg/min. 

One patient had a significant persistent peripheral blood eosinophilia 
for the duration of dobutamine therapy, 1.22 x 109/L at peak 

(normal range 0.04 0.4 x 109/L). A further 5 patients had short-
lived (<3 days) minor elevations (<0.6 x 109/L) in peripheral 
eosinophil count. Eosinophil count in these cases returned to normal 
without change in dobutamine dose or discontinuation. 

The patient with eosinophil infiltration on pre-transplant biopsy 
had dobutamine discontinued and histology of the explanted heart 
revealed complete resolution of the myocarditis. No eosinophilic 
infiltrates were identified in dobutamine-nave explants in the cohort, 
including 22 patients on prolonged therapy with intravenous milrinone. 

Conclusions: One in four patients exposed to prolonged 
dobutamine therapy in this series developed eosinophilic 
myocarditis. Additionally, complete resolution of eosinophilic 
myocarditis after discontinuation of dobutamine was detailed in vivo 
in one case. The clinical impact of this process in a heart failure 
cohort is not clearly understood. Specific attention may need to 
be paid to peripheral blood eosinophil count in patients requiring 
prolonged inotropic support.
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35. Comparison of the heart and grace risk 
stratification tools in predicting significant 
coronary artery disease in patients 
presenting with non ACS chest pain to the 
emergency department
Amora O, Pharithi RB, Kelly N, Ingram S
Tallaght Hospital, Dublin, Ireland

Introduction: Chest pain is one of the most common presenting 
complaints in the Emergency Department (ED) accounting 
for approximately 10% of total ED visits. Clinicians are often 
challenged in differentiating chest pain associated with significant 
coronary artery disease (CAD) from non-significant. Both HEART 
score and GRACE score are often used to risk stratify patients with 
chest pain in ED. No study has previously compared the two scores 
in prediction of the presence of significant CAD in a non ACS 
(Acute Coronary Syndrome) population. 

Objective: To compare the HEART score with the GRACE score 
amongst non ACS chest pain patients discharged from ED to chest 
pain clinic follow up with a confirmed diagnosis of CAD. 

Method: Retrospective analysis of data collected by the specialist 
cardiology nurse on non ACS chest pain patients who attended the 
chest pain clinic from April 2014 to December 2014. Age, gender, 
detailed history, risk factors, ECG, and high sensitivity troponin were 
collected. Both HEART score and GRACE scores were calculated 
on each patient and stratified into low, intermediate and high risk 
of MACE in both indexes. Presence of CAD was confirmed or 
excluded by either visual coronary angiography or CT coronary 
angiography. Primary end point is the evidence of significant 
coronary artery disease needing medical treatment or angioplasty.

Result: A total of 177 out of 403 patients had CT coronary 
angiography or coronary angiography performed, results available 
on 111 patients. Mean age was 58.79 ± 10.98 years. 40.54% 
(n=45) male and female 59.45%(n=66). A total of 69.36% (n=77) 
patients had coronary angiogram while 30.63% (n=34) had CT 
coronary angiogram. Heart score was found to be more sensitive 

and specific than GRACE; High risk 100% vs 50% (p<0.05) and 
low risk 78.6% vs 70.5% (p<0.05) in detection or exclusion of the 
presence of significant CAD. See Table 1.

Abstract 35 Table 1: Validation of both GRACE and HEART Score

Validation of both GRACE and HEART score

HEART score  GRACE score

Risk 
stratification +CAD -CAD +CAD -CAD

Low 12 
(21.4%)

44 
(78.6%)

28 
(29.5%)

67 
(70.5%)

Intermediate 19 (38%) 31 (62%) 7 (50%) 7 (50%)

High 5 (100%) 0 (0%) 1 (50%) 1 (50%)

Total 36 75 36 75

Conclusion: In this study the HEART score has shown to be 
a statistically significant predictor for the diagnosis or exclusion 
of CAD when compared to the GRACE score. As a result it is 
the preferred risk stratification tool for the everyday evaluation of 
patients who present to Tallaght Hospital ED with chest pain. 

36. High prevalence of asymptomatic left 
ventricular dysfunction despite excellent risk 
factor control in a diabetic cohort
1James S, 2Gallagher J, 1Kenny C, 3Waterhouse D, 
4McCambridge J, 1Murphy T, 2O’Connell E, 2Ledwidge M, 
4Watson C, 5Harkins V, 1McDonald K
1St Vincent’s University Hospital, Dublin, Ireland
2The Heart Beat Trust, Dublin, Ireland 
3Blackrock Clinic, Dublin, Ireland 
4University College Dublin, Dublin, Ireland 
5HSE, Ireland 

Introduction: Diabetes mellitus is an established cause of left 
ventricular dysfunction and a strong independent predictor of new 
onset heart failure. The STOP-HF Midlands project is a screening 
programme utilizing NT-proBNP and collaborative care to detect left 
ventricular dysfunction in an asymptomatic diabetic cohort. 
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Method: 612 diabetic patients attending the STOP-HF Midlands 
were included in this analysis. The demographic characteristics and 
biomarkers of traditional risk factor control in diabetics were recorded, 
including NT-proBNP. Doppler-echocardiography was performed 
if the NT-proBNP was >250pg/mL. Left ventricular systolic 
dysfunction (LVSD) was defined as left ventricular ejection fraction of 
<50%. Left ventricular diastolic dysfunction (LVDD) was defined by 
left atrial volume index (LAVI)>34ml/m2 with lateral E´<10cm/s. 

Result: 152 (mean age 71.8 years; 57.9% male) of the diabetic 
cohort required echocardiography, with a median NT-proBNP of 
419pg/mL [252: 808]. Treated hypertension was present in 50% 
of the group with use of renin angiotensin aldosterone (RAAS) 
modifying therapies in 60.9%. The blood pressure in this cohort 
was 128mmHg ±18 (SD) over 71mmHg±11 (SD). The total 
cholesterol, HDL, LDL and triglyceride were 3.8mmol/L ±0.9 (SD), 
1.4mmol/L ±1.3 (SD), 2.2mmmol/L ±1.0 (SD), 1.6mmol/L ±1.2 
(SD) respectively. The creatinine was 95.2μmol/L ±28.1 (SD) and 
HbA1c was 48.7mmol/mol ±13.6 (SD). 5.3% of the cohort was 
found to have LVSD. 28.3% patients had LVDD. 31.3% had LVSD 
with or without LVDD of LAVI>34ml/m2 with lateral E<10cm/s. 

Conclusion: These data demonstrate a high prevalence of 
significant asymptomatic left ventricular dysfunction in a community 
diabetic cohort despite excellent control of risk factors. Wider use 
of RAAS modifying therapy in this cohort might reduce the burden 
of this problem and slow the development to heart failure. The 
observations indicate that this population should be a focus of 
efforts to prevent heart failure. 

37. Clinical workload in a DMP in the first three 
months post discharge and comparison of 
HFREF and HFPEF 
1Murphy T, 2Watershouse D, 1James S, 1O’Hanlon R, 
1Gallagher J, 1Legwidge M, 1McDonald K, 1Kenny C
1St Vincent’s University Hospital Group, Dublin, Ireland
2Blackrock Clinic Cadiovascular Imaging Department, Dublin, Ireland

Background: Continuing high event rates post discharge following 
management of acute decompensated heart failure (HF) may 
reflect the lack of uniform application of proven benefit of disease 

management programmes (DMP). Compromising the application 
may be the workload associated with this approach, which has not 
been adequately described. 

Methods: All patients admitted with a primary diagnosis of HF were 
enrolled in a comprehensive DMP encompassing in-patient and 
out-patient care. Workload was viewed through an assessment of 
post discharge clinic visits (scheduled and unscheduled), telephonic 
contact and medication changes. 

Outcomes measured were mortality and emergency hospitalisations. 

Results: 1292 patients were enrolled (male 58.7%; 74.5yrs; 
HFrEF 68%). Mortality at one and three months post discharge 
was 0.3% and 3.8% respectively, with HF readmission of 2.5% 
and 7.3% respectively. Over the three-month programme duration, 
there were 5046 clinical visits, with a mean of 3.9 visits/patient, 
and 0.47 unscheduled visits/patient. Almost 30% of patients 
required at least one unscheduled visit, most frequently in the first 
week post discharge. Those with HFrEF had more frequent visits 
than the HFpEF cohort (4.0 vs. 3.7 visits/patient), which likely 
reflects increased number of medication titrations. There was a 
mean of 12.7 calls/patient with outbound calls being dominant. 
25.8% of patients had 1 inbound call and 45.7% of patients 
had >1 during this three-month period. There no differences in 
frequency of inbound and outbound calls in those with HFrEF vs. 
those with HFpEF. At discharge, 92.5% of patients were prescribed 
diuretics. Mean diuretic dose at discharge was 58.7mg frusemide 
eq. Mean diuretic dose at three months being 63.1mg.Alteration of 
diuretic dose (at least one increase or decrease) occurred in 44.7% 
of patients with 25.8% having one dose change and 18.9% having 
>1 dose changes during the three-month programme duration. 
There was no significant difference in diuretic dose between those 
with HFrEF vs. HFpEF at either discharge or three months. At 
discharge 73.7% of the patients were prescribed ACEi with at least 
one dose alteration in ACEI / ARB occurring in 31.9% during the 
programme. Dose changes in ACEi/ARB were less common in the 
HFpEF group but still occurred in approximately 20% of those on 
an ACEi. At discharge, 67.7% were prescribed beta-blockers, with 
doses unchanged at 3 months in 57.2%. Epleronone as prescribed 
in 8.8% on discharge, and in 12.4% at three months, with a mean 
dose of 24.1 mg. 

Conclusion: The workload associated with an intensive cardiology-
led DMP in the immediate period post discharge, while significant, 



IRISH CARDIAC SOCIETY ANNUAL SCIENTIFIC MEETING & AGM 8–10 October, 2015    |    8988    |    IRISH CARDIAC SOCIETY ANNUAL SCIENTIFIC MEETING & AGM 8–10 October, 2015

reflecting clinical instability and complexity of care, is similar for 
those with both HFrEF and HFpEF. Given the rapid growth in this 
patient population, this data should be used to inform appropriate 
resource organisation for establishing or evolving DMP structures. 

38. A new age of idiopathic dilated 
cardiomyopathy: Exploration and development 
of a genetic consensus
O’Connor C, O’Callaghan M, O’Hare D, Kiernan T
University Hospital Limerick, Limerick, Ireland

Introduction: Despite the advances in genetic analysis and 
the increasing availability of analytical technologies, the genetic 
aetiology of Idiopathic (non-familial) Dilated Cardiomyopathy is 
poorly understood. Microarray analysis allows the simultaneous 
analysis of up to 40,000 gene products, effectively describing 
the entire expression profile of a biological sample. Public gene 
expression repositories (PGER) house microarray expression data 
from over 50,000 individual experiments comprising 1,300,000 
samples. This offers a powerful, and as of yet not fully utilised, 
resource in establishing an intracellular pathogenesis in poorly 
understood disease states.

Objective: The main aim was to utilise PGERs to generate 
and test genetic expression profiles differentiating normal and 
cardiomyopathic hearts, and use this data to identify key intracellular 
pathways which have become dysfunctional. 

Methods: A search was conducted across PGERs for 
experiments differentiating hearts with idiopathic cardiomyopathy 
and normal controls. Following a filtration process, nine 
experiments were considered suitable for analysis. Raw genetic 
expression data was extracted from the microarray repositories 
and analysed for each experiment using R statistical software. 
The frequencies of genes which were significantly dysregulated 
from controls were compared across all nine experiments using 
de novo visual basic script (VBS) code. Enrichment analysis was 
conducted using Ingenuity pathway software.

Results: A total of 23,967 genes were dysregulated in dilated 
cardiomyopathy across all experiments (Table 1). Frequency 
analysis identified genes occuring most commonly, and these 

were categorised whether the genes were up-regulated or down-
regulated (Table 2). Enrichment analysis allowed the identification 
of specific pathways which were observed to become up- and 
down-regulated in at least 66% (6 out of nine experiments) (Fig 
1). Pathways which were seen to be up-regulated in DCM have 
been associated with: 1) Immune cell infiltration effects seen in 
rheumatoid arthritis, 2) c-AMP signalling, 3) Cardiac B-Adrenergic 
signalling, 4) Glucocorticoid receptor signalling, 5) VDR/RXR 
activation, and 6) HGF signalling (Figure 1). Pathways down-
regulated were 1) PTEN signalling, 2) Protein Kinase A signalling, 
and 3) the STAT3 Pathway.

Conclusions: Microarray data in PGER was used successfully 
to establish genetic consensus in identifying key intracellular 
pathways which have become dysregulated in idiopathic dilated 
cardiomyopathy. This novel type of meta-analytical technique shows 
promise in establishing intracellular aetiology in systemic pathology. 

Abstract 38 Table 1: Dysregulated genes in each experiment 
analysed

Experiment
No. Up-

regulated
No. Down-
regulated

Total 
Differentiated 

Genes

Exp 1 1039 905 1944

Exp 2 3265 2998 6263

Exp 3 984 987 1971

Exp 4 544 541 1085

Exp 5 675 692 1367

Exp 6 854 874 1728

Exp 7 1806 1885 3691

Exp 8 2092 1698 3790

Exp 9 739 1389 2128

Total 11988 11969 23967
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Abstract 38 Table 2: Genes with highest frequency of 
dysregulation

Gene

Number of 
experiments 
(out of nine) 

gene was 
dysregulated

Up or 
down 

-regulated

Known intracellular 
function

LAMB1 9 UP Laminin B1, extracellular 
matrix protein

CD14 8 DOWN
Innate immune protein 
involved with bacterial 
surveillance

PDE4DIP 8 DOWN C-AMP mediated 
immunomodulation

DSC2 8 UP

Cell-cell adhesion protein 
previously associated 
with with arrhythmogenic 
right ventricular dysplasia

HEY1 8 UP
Associated with 
embryonic cardiovascular 
development

INSIG1 8 UP
Mediates feedback 
control of cholesterol 
synthesis in cells.

KCNAB1 8 UP
Voltage-gated Potassuim 
channel, shaker-related 
subfamily.

NAP1L1 8 UP

Nucleosome assembly 
protein (NAP) family, 
involved in cell 
proliferation

Abstract 38 Figure 1: Enrichment Analysis

39. Allelic expression imbalance at Interleukin 18 
and Chemokine CXCL 16 in patients with 
acute coronary syndromes 
Gahan JM, Byrne MM, Connolly E, Gray SG, Anney RJL, 
Murphy RT, Ryan AW
Institute of Cardiovascular Science St James’s Hospital, Dublin, 
Ireland

Background: Many disease-associated genetic variants do not 
affect protein structure but may influence levels of gene expression 
through differential binding of transcription factors. This leads to 
allelic expression imbalance (AEI), where one chromosome in a 
heterozygote produces higher levels of messenger RNA than its 
paired chromosome. CXCL-16 is a chemokine which has been 
implicated in atherosclerosis and in particular in the pathophysiology 
of acute plaque rupture. It is induced by interferon gamma, which 
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is in turn induced by interleukin-18 (IL18). 48 patients presenting 
to St James’s Hospital with Acute Coronary Syndromes (ACS) 
were screened for heterozygosity at CXCL16rs2277680 and 
IL18rs360717, and analysed for AEI using TaqmanTM technology. 

Sulforaphane (1-isothiocyanato-4-(mathylsuffinyl)-butane) is 
thought to be principally responsible for the health benefits 
associated with cruciferous vegetables due to its activity as an anti-
oxidant.

Results: Five of 22 CXCL16rs2277680 heterozygous patients 
exhibited AEI, while all 8 IL18rs360717 heterozygotes exhibited 
imbalance. In 5 patients of 22 CXCL16rs2277680 heterozygous 
patients exhibited AEI, while all eight IL18rs360717 heterozygote 
patients exhibited imbalance. In addition to clinical samples, we 
analysed immortalized heterozygous lymphoblastoid cell lines for 
AEI at the same genes. 8 of 9 IL18rs360717 heterozygous cell 
lines exhibited AEI. None of 10 analysed CXCL16rs2277680 
heterozygous cell lines initially showed AEI. However, stimulation 
by TNFalpha (100ng/μl) induced AEI in 5 of these. Among the 
remainder, treatment with sulphoraphane, a histone deacetylase 
inhibitor prominent in green vegetables, induced AEI in 2 cell lines. 

Conclusions: These data show that AEI can be observed in ACS 
patients and can be enhanced in cell lines by stimulation with 
TNFalpha, thus reproducing the pro-inflammatory environment 
of ACS. This effect can be further modulated by treatment with 
sulphoraphane, suggesting an epigenetic effect which warrants 
further investigation.

GENERAL POSTER ABSTRACTS 2

40. Why not NOACs? Insights from an 
observational study of a Warfarin clinic
Fahy E, Galvin O, McDonnell S, Dolan E, Galvin J, Keelan E, 
O’Neill J
Connolly Hospital Blanchardstown, Dublin, Ireland

Introduction: Warfarin has long been the mainstay of treatment 
and prevention of arterial and venous thromboembolism. Recently, 
novel oral anticoagulants (NOACs) have been approved for the 
prevention of arterial thromboembolism in non-valvular atrial 
fibrillation and treatment of venous thromboembolism. They have 
become a popular and effective alternative to warfarin and so it is 
ever more important to assess our current practice with regards 
to anticoagulation. We sought to describe the current cohort 
of patients receiving warfarin therapy and assess suitability for 
NOACs.

Methods: This was a prospective observational study performed 
over a six month period at a university teaching hospital. Informed 
consent was obtained from each patient attending the warfarin 
clinic. Ethical approval was obtained from the local ethics board. 
A standard questionnaire was used in combination with a patient 
chart and laboratory data review. Data were collected in Excel 
spreadsheet format and SPSS© was used for statistical analysis. 
We performed a stepwise exclusion based on renal function (eGFR 
MDRD) in order to ascertain who would be suitable for potential 
switch to a NOAC. Data are presented as mean +- SD unless 
otherwise stated.

Results: Of a total of 526 patients, 219 (41.6%) were female and 
307 (58.4%) were male. The mean age was 67.6 ± 14.7 years. 
The indication for anticoagulation was non-valvular atrial fibrillation 
(NVAF) in 303 (57.6%) patients and venous thromboembolism in 
131 (24.9%). There was an indefinite intended duration in 486 
(92.4%). Median CHADSVASC score was 3. Median HASBLED 
score was 2. There were 459 (87%) patients with eGFR>50ml/
min/1.73m2. Only 14 (2.66%) of patients had eGFR<30m/
min/1.73m2 (CKD Stage 4). Of the 303 patients with NVAF, only 8 
(2.6%) had CKD Stage 4 or worse. 2 (1.5%) of VTE patients had 
CKD Stage 4.
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Conclusion: Based on this subset analysis of the data from 
our observational study. Of our cohort, 80.6% were suitable for 
consideration of switching to a NOAC. This does not include a 
small number of patients with CKD Stage 4 in whom cautious use 
of reduced dose NOAC may be considered. Further analysis of the 
overall health economics is warranted on the basis of these results.

41. Screening for diabetes and pre-diabetes 
in patients admitted with acute coronary 
syndrome to the University Hospital Limerick
Abudlah A, Hamra M, Burke D, Ahern C, Cahill C, 
Abdelrahman M, Meany B, Kiernan TJ
Department of Cardiology - University Hospital Limerick, Limerick, 
Ireland 

Introduction: Diabetes Mellitus (DM) is a major risk factor 
for coronary artery disease (CAD), and patients with CAD are 
considered high risk for the development of DM. The ESC 
guidelines on Diabetes, pre-diabetes and cardiovascular disease 
2013 recommended screening for diabetes in patients with 
established cardiovascular disease. The guidelines recommended 
the use of both fasting blood glucose (FG) and HbA1c. 

Methods: We evaluated the practice of DM screening in patients 
admitted with acute coronary syndrome (ACS) to the University 
Hospital Limerick. Retrospective review of medical records of 53 
consecutive patients admitted between January and February 2014 
was performed. 

Results: 3 patients were known to have DM and excluded from 
analysis. The overall screening rate for DM using fasting glucose 
or Hb1c was 76%. (FG 76% and HbA1c in 25%). This level of 
practice was able to identify 5 patients (10%) with diabetic range 
results, and 13 patients (26%) as pre-diabetes.

Intervention: A protocol was introduced to ACS care pathway and 
reinforced with departmental meeting. This recommended the use 
of both FG and HbA1c in all ACS patients.

Cycle 2: We reviewed all patients admitted with ACS between 
November to December 2014. Out of 59, 6 were known-diabetics 
and excluded from analysis. Of the remaining 53, 100% of patients 

had screening for DM using FG (50/53) or HbA1c (45/53). The 
use of FG alone identified 20 patients (37.7%) as pre-diabetes, 
and HbA1c alone (American Diabetes Association criteria) identified 
24/53 patients (45%) as high risk. Using both tests we were able 
to identify 5 patients (9.4%) with diabetic range results and 34 
patients (64%) as high risk or pre-diabetes. 

Conclusion: Screening for DM using FG and HbA1c is 
recommended for patients with established CAD. This method 
identifies more patients with pre-diabetes for more intensive and 
specific rehabilitation programs.

42. Ireland versus Poland away, what’s the 
score? Risk prediction using score charts for 
immigrants from high risk European countries 
in an Irish setting
1Tobin L, 2Gibson I, 1O’Hare Daniel, 1Kiernan T, 3Flaherty G
1HSE, Ireland 
2Croi, Galway, Ireland
3NUIG, Galway, Ireland

Introduction: Deaths due to cardiovascular disease (CVD) number 
4 million annually in Europe with significantly higher mortality rates 
seen in Central and Eastern Europe. Large numbers of citizens 
from these regions migrated to Ireland in the last decade with those 
of Polish nationality now comprising the largest minority ethnic 
group in the country. The health status of these immigrants and the 
potential impact of migration on national CVD risk levels has not 
been studied. There is no guidance from the European Society of 
Cardiology (ESC) to date as to which SCORE chart to use in the 
case of an individual from a high risk country who has immigrated to 
a low risk nation. 

Methods: Immigrant adults over 18 years and from any of the high 
risk countries of Europe (according to the SCORE risk estimation 
tool) were recruited via convenience sampling in Limerick city. 
Screening was offered in occupational and community settings; 
a non-fasting lipid profile, blood pressure (BP) measurements, 
subjective questioning regarding physical activity levels, alcohol 
consumption and smoking status. The SCORE risk tool and relative 
risk categorisation were used to calculate CVD risk. 
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Results: 81 participants (mean age 41 years) took part in this study. 
The majority were Polish (n= 72, 89%) and 54% (n=44) were male. 
Subjects were divided into two groups for data analysis; those aged 
≥40 years (n=38, 46.9%, mean age 52 years) and younger subjects 
(n=43, 53.1%, mean age 30 years). Very high levels of hypertension 
(55%) and hypercholesterolaemia (61%) were observed in those 
aged ≥40 years and 42% (n=16) of the older subjects displayed a 
high or very high ten-year risk of death due to CVD. SCORE was 
strongly correlated with age (r=0.70, p<0.01); however it did not 
show any relationship with smoking, total cholesterol or systolic BP. 
When a comparison was made between the low and high risk charts 
for those aged ≥40 years, considerable differences were noted in risk 
categorisation. There was a twenty-fold increase in classification into 
the high or very high risk categories when the high risk chart was used. 

Conclusions: This study demonstrates that CVD risks inherent in 
a high risk population are preserved following immigration into a low 
risk area. As no current guidance exists from the ESC, the authors 
feel this cohort of people should undergo targeted risk factor 
modification in line with recommendations for high risk individuals. 
We have highlighted a deficiency in the SCORE risk charts, and feel 
further work is required to accurately assess the disease burden in 
this unique patient group. 

43. Real time longitudinal monitoring of patient 
diet, exercise and weight loss has substantial 
positive effects on metabolic syndrome 
parameters
1Colwell N, 2Egan S, 2Sheppard A, 3Walsh K
1South Tipperary General Hospital, Tipperary, Ireland
2Redicare, Ireland 
3Waterford University Hospital, Waterford, Ireland

Background: Intensive lifestyle change programs are utilized in 
cardiovascular disease prevention, but their efficacy is variable. 
Real-time monitoring of patients is feasible.

Purpose: To evaluate the efficacy of real-time adherence 
monitoring of patient diet and exercise, in targeting metabolic 
syndrome parameters of bmi, blood pressure (bp) and total 
cholesterol (tc), in overweight/obese (owo) individuals.

Methods: 28 owo (bmi >25 & <40) persons were enrolled. At 
entry, 16 had elevated bp (>140/90), 12 elevated tc (>5mmol/l). 
Baseline resting metabolic rate (rmr) and bmi was calculated. 
Participants had a reduced daily calorie intake (~300–500 kcal 
below rmr) and increased daily exercise (103–12.53 steps). Phone 
app training tracked caloric intake, while a wireless weighing- 
scale and pedometer, enabled daily weight tracking and exercise 
adherence monitoring. Non-adherents received motivational emails, 
sms or phonecall. Participants were met weekly, face to face or via 
video-link. The primary aim was to assess the effects on weight 
loss. Secondarily, bp and tc were analysed. 

Results: Significant weight loss was achieved at weeks 4, 8 
and 12 with an average weight reduction of 5.6%, 9.6% and 
10.1% (p<0.01 for each time point). In 16 hypertensive subjects, 
average systolic bp declined 17.1%, and diastolic bp was 14.7%. 
In the raised tc cohort, average tc reduced from 6.21mmol/l to 
4.97mmol/l or 19.94%.

Conclusion: Intense lifestyle and behavioural intervention, coupled 
with real-time remote monitoring of patients diet, exercise and 
weight has a substantial positive effect on metabolic syndrome 
parameters and may have a seminal role to play in cardiovascular 
disease prevention.

Abstract 43 Figure 1: Results
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44. Can the principles of aortic root surgery in 
adults be safely applied to children
Ayoubi A, McGuinness J, Nolke L, Redmond M
Our Ladies Children’s Hospital, Dublin, Ireland 

Objective: Surgical algorithms for aortic root disease are 
established in adults. The root of children needs to have a potential 
for somatic growth, therefore a spectrum of techniques can be used 
to reconstruct the root. This study reviews a national experience in 
50 consecutive pediatric patients requiring aortic root repair, and 
evaluates the efficacy of our treatment algorithm in this age group.

Methods: All aortic root procedures at our institution from 2001–
2014 were reviewed. Follow-up was 100% complete. Patients 
undergoing aortic valve repair only (n=7) or Ross/Konno procedures 
(n=5) were excluded. 

Results: There were 27 male patients. Mean age at surgery 
was 14.5 years (range: 4 weeks–18 years); mean weight was 
46.1kg (range: 3.5–105kg). The predominant pathology was 
mixed disease of aortic stenosis (AS) / aortic incompetence (AI) 
in 28/50, (AI) in 13/50 and (AS) in 1/50. Aortic root dilatation (6 
Marfan’s + 2 Loeys-Dietz syndrome) was the dominant pathology 
in 8/50 patients. 30/50 patients underwent a Ross procedure; 
12/50 patients underwent aortic root replacement (ARR) with 
aortic homograft/biocomposite graft; 8/50patients underwent 
David valve-sparing aortic root replacement (VSARR). There was 
1 perioperative death (2%) with a 5 year actuarial survival of 98%. 
Mean follow up was 3.96 years (range: 0.1–11.6years). There 
were no late mortalities. 

Re-intervention was required in 4/50 (8%); 1 Ross patient required 
(VSARR) for autograft dilatation, 2 required redo (ARR) with a 
composite graft for acute homograft failure, and 1 (VSARR) patient 
required mechanical AVR for AI. 

Conclusion: Aortic root surgery in children can be accomplished 
with low rates of early-mid term re-intervention and mortality. Our 
experience confirms the applicability of adult treatment principles, and 
highlights the need for versatility in surgical technique in children.

45. The anatomy of failure: Can 100% repair rate 
of the degenerative mitral valve be achieved?
Kelly R, Lyons F, Granahan A, Tolan M
St James’s Hospital Dublin, Ireland

Objectives: Despite Class 1 evidence that mitral repair is better 
than replacement, in the USA the repair rate is only just over 50% 
in degenerative mitral valve disease. A majority of surgeons do five 
or less mitral operations per year. We looked at our results over a 
ten year period and in particular we looked at the anatomy of our 
failed repairs and our re repairs to establish if using a different 
technique or strategy could bring the repair rate towards 100%.

Methods: Valves were repaired using classical Carpentier repair 
techniques but also with wide use of PTFE neochordal implantation 
and pericardial patches. Much of the data was collected using the 
UK and Ireland Cardiac Surgical Dataset.

Results: Between January 2005 and December 2014, 545 
consecutive patients underwent surgery for degenerative mitral 
regurgitation. The overall inhospital mortality and rate of repair were 
respectively 1.1% and 95.2% for the whole cohort and 0.4% and 
99.6% for elective non rheumatic (non calcified valve) operations. 
The rate of re operation for residual recurrent mitral regurgitation was 
0.5% with a mean follow up of 40 months. 68% of patients were 
male, 15% in NYHA 1 and 38% in NYHA III / IV. 36% had evidence 
of atrial fibrillation preoperatively. 3.6% had echocardiographic 
evidence of moderate or severe MR at a mean follow up of 24 
months postoperatively. Of the 20 patients with failed repairs, 12 
had endocarditis and grossly destroyed valves. Seven had partially 
calcified leaflets leading to SAM after repair and had to be replaced. 
The one degenerative valve had a very unusual posterior leaflet in 
that it was very enlarged and wrapped around a non enlarged anterior 
leaflet. PTFE neochordal did not produce a competent repair, and 
resection of redundant tissue equally was not satisfactory, so the 
valve was replaced. Of the three patients attending for re repair two 
had dehiscence of the annuloplasty ring, three and four years after 
initial surgery and one had further chordal rupture. 

Conclusions: High volume units can produce very high rates of repair 
for mitral regurgitation. Endocarditis, and partially calcified leaflets still 
preclude some valves from being repaired. Very close to 100% repair 
rate can be achieved for other degenerative mitral regurgitation.
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46. Prolonged intensive care stay after cardiac 
surgery: Is repatriation to a general ICU safe?
Gregg A, Groogan F, Graham A
Royal Victoria Hospital, Belfast, Northern Ireland

Introduction: Many patients having cardiac surgery will live many 
miles from the specialist centre. Therefore, prolonged intensive care 
stay after cardiac surgery will add the burden of long journeys for 
the family to visit. With the availability of an ICU bed being the major 
limiting effect on delivering cardiac surgery, repatriation to local 
services, if safe, has many benefits. We have audited the outcomes 
of repatriation after cardiac surgery in Northern Ireland.

Methods: Between April 2012 and March 2014, 28 patients were 
repatriated from the regional cardiac surgery intensive care (CSICU) 
and high dependency unit (CSHDU) (16 from CSICU and 12 from 
CSHDU). The discharge from intensive care rate and overall survival 
rate was compared to a matched group of patients with a similar 
length of stay who remained in the regional unit.

Results: Patients were repatriated to general ICUs in 13 cases 
and of the remainder, the most common destination was coronary 
care units (n=6) followed by general HDUs (n=3). Patients were 
repatriated from CSHDU on median post-operative day 10 (range 
5 to 22) and from CSICU on median 20 (range 5 to 65). The in-
hospital mortality rate of the patients repatriated from CSICU was 
15.4% compared to 17.2% of those who remained in the regional 
unit. Of the 13 transferred to ICUs, 1 died after a further 56 days 
in ICU and another died after discharge from ICU 18 days post-
transfer after a further 28 days in rehabilitation. The total length 
of stay in ICU of the 13 transferred was 385.37 days, giving an 
average of 29.6 days per patient. 

Conclusion: Repatriation to local services after cardiac surgery 
was not associated with a decrease in survival and has benefits for 
the patient and their family. It also allows valuable resources to be 
directed to those awaiting specialist cardiac surgical interventions. 1 
died in ICU and 1 in the local hospital after discharge from ICU with 
26 surviving to hospital discharge (93%). This study revealed that 
there was no difference to the patients outcome, and indeed, the 
repatriated group had a slightly better outcome.

47. STEMI referrals from the community versus 
the emergency department, the West of 
Ireland experience
Cuddy S, Adeel Y, Walsh R, Sharif F, Hynes B, McNeill B, 
Nash P, Daly K, Crowley J
University College Hospital Galway, Ireland 

Optimal reperfusion in STEMI is the key goal of the National ACS 
programme. Some of the aims of the programme are reperfusion time 
(RT) of <120 minutes, in particular Primary PCI (PPCI) as the method 
of reperfusion in 80% of STEMIs, establishing diagnosis in the pre-
hospital phase, a diagnosis to door time (DDT) of <90 minutes.

Aim: The aim of this study was to compare patients with a STEMI 
referred directly from the community, either by the Ambulance 
service or GP, with the referrals from outside hospitals ED and UHG 
ED relating to the goals listed above. 

Method: We used the heart-code database in UHG to identify all 
Code STEMI patients in the West of Ireland in 2014. 

Results: In 2014 there were 324 Code STEMI referrals to UHG 
(18.8% female, average age 63), 311 (95.9%) of the referrals 
underwent angiography. Of all the Code STEMI patients 262 
(80.8%) had a confirmed diagnosis of STEMI, either clinically or 
angiographically. Of 262 STEMI patients108 were diagnosed in 
the prehospital phase and referred directly to the PCI-centre at 
UHG. In 64 cases (59.2%) ambulances bypassed non-PCI centres. 
The mean DDT was 68 minutes (SD 32.4). 24% had a DDT 
>90minutes. There were 112 STEMI patients transferred from 
outside hospitals, 52 of the patients received thrombolysis prior to 
transfer. Excluding the later, DDT was 170 minutes (SD 128.7), 
DDT >90mins in 63.7% of cases. The difference in DDT between 
the groups is statistically significant (p<0.001). Of the STEMI cases 
directly referred from the community 98 (90.7%) had PPCI. The 
mean RT was 118 minutes (SD 54.8), RT> 120 minutes in 40.6%. 
48 (42.8%) of the patients transferred from an outside hospital had 
PPCI, RT was 179 minutes (SD 120), RT >120 minutes in 63.8%. 
The difference in RT is statistically significant (p=0.009). The ED 
in UHG referred 38 STEMI patients. Mean door to ECG time was 
32 minutes (SD 7.9), 62.1% were outside the recommended 10 
minutes. 30 (78.9%) patients had PPCI, mean RT was 127.5 
minutes (SD 100.1), 66% of cases were outside recommended 
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door to reperfusion time. The difference in RT between the ED 
and community group was significant (p=0.013). The difference in 
RT was not significant when compared to the group referred from 
outside hospitals (p=0.80). 

Conclusion: The findings above clearly demonstrate the ACS 
programme in the West of Ireland has been successful in achieving 
its goals in direct transfers from the community, of 80% PPCI in 
STEMI with a mean RT <120 in 2014. This STEMI cohort shows 
the significant delay encountered when patients are initially admitted 
to ED prior to transfer to the Cath Lab, whether in the PCI centre 
or outside hospitals. Certain time delays are often unavoidable, for 
example unstable patients that require initial management in Resus. 
However the findings here emphasise the need for improvement in 
key areas, such as Door to ECG time in ED. 

48. Thrombolysis in STEMI: are the correct 
patients being identified for routine 
angiography versus rescue PCI, the West of 
Ireland experience
1Cuddy S, 2Yearoo I, 2Walsh R, 2Mylotte D, 2Sharif F, 2Bynes B, 
2MacNeill B, 2Crowley J, 2Nash P, 2Daly K
1Beaumont Hospital, Dublin, Ireland
2University Hospital Galway, Galway, Ireland

Thrombolysis is an important reperfusion strategy where primary 
PCI cannot be offered to STEMI patients within recommended 
timelines. The National ACS programme recommends the 
transfer of thrombolysed STEMI patients as soon as possible to 
a primary PCI centre. In cases of failed thrombolysis the patient 
should undergo immediate angiography and rescue PCI (RPCI). If 
thrombolysis is successful a strategy of routine early angiography is 
recommended. 

Aim: The aim of this study was to determine the number of 
thrombolysed patients in the West of Ireland that were appropriately 
deferred for routine early angiography compared to those that 
were brought for rescue PCI, as determined by TIMI flow at time of 
coronary angiography and LV function on echo. 

Methods: Data on all Code STEMI patients admitted to UHG is 
collected prospectively. Using this database we identified all patients 
who were thrombolysed for STEMI in 2014. 

Results: Of 324 code STEMI admissions to UHG 59 (25.4% 
female, average age 62, age range 30–95) had received 
thrombolysis in an outside hospital. 27 (45.7%) were brought 
immediately to the lab on arrival at UHG; 14 (51.8%) had TIMI 1 
or 0 flow, 13 (48.2%) had TIMI 2–3 flow. The main indication for 
immediate angiography was ongoing pain and STEMI. 30 (53.3%) 
patients had routine angiography; 4 (13.3%) had TIMI 0 or 1 
flow, 26 (86.7%) had TIMI 2 or 3 flow. 2 (3.3.%) patients had no 
angiography, 1 (1.7%) patient was too unstable and did not survive 
to discharge. 

The total mortality in the thrombolysed group was 4. Of the group 
brought for RPCI 24 (89%) proceeded to PCI, no intervention 
required in 3 (11%) cases, 2 of these being a ‘false call’ (LBBB, 
pericarditis), 2 patients in this subgroup did not survive. 62% had 
impaired LV function on initial echo, 38% with severely impaired 
LV function (EF<35%). In the routine angiography subgroup 23 
(75.5%) proceeded to PCI, 1 patient did not survive following 
PCI, 2 (6.6%) were referred for CABG, 4 (13.3%) did not require 
intervention, 1 patient was judged to have a CTO. 52% had 
impaired LV systolic function, 8% severely impaired. Comparing 
TIMI flow in the 2 subgroups there is a statistical significance 
(p<0.001). When comparing the groups looking at LV function 
by classing it as normal to mildly impaired versus moderate to 
severe LV dysfunction the difference was significant between the 
2 subgroups, the group brought straight to the lab having worse 
function (p=0.01). 

Conclusion: In our cohort of thrombolyed patients from the West 
of Ireland we found that the appropriate patients are being identified 
as successfully thrombolysed and having routine early angiography 
in keeping with international guidelines. This is demonstrated by the 
statistically significant difference in TIMI flow and initial LV systolic 
function between the 2 groups, highlighting that the delayed group 
are correctly identified as having a smaller ischaemic burden.
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49. The use of CT coronary angiography following 
exercise stress testing in a low risk population 
presenting to a chest pain service
Wheen P, Ingram S, Kelly N, Loo B
Tallaght Hospital, Dublin, Ireland

Background: Exercise Stress Testing (EST) is commonly used 
as a non-invasive diagnostic investigation to detect obstructive 
Coronary Artery Disease (CAD) in low risk chest pain populations, 
in addition to assessing functional capacity of patients with known 
CAD. Computerised Tomography Coronary Angiograms (CTCAs) 
are indicated for continuing symptoms despite a negative EST.

Purpose: To look at the overall rate of obstructive Coronary Artery 
disease in patients referred to the Chest Pain Service, to look at the 
current use of EST as a preliminary investigation, and to compare 
results of patients’ ESTs with any subsequent CTCAs.

Method: We used the hospital’s chest pain registry, which contains 
data on all patients referred through the Chest Pain Service, and 
selected all patients presenting initially between 1/1/12 and 
31/7/14. Patients were classified initially by the GRACE risk tool. 
We obtained EST results from the electronic patient record, and 
CTCA results from the Hospital’s Radiology System. 

Results: 1211 patients were referred to the Chest Pain Service 
for Investigation of Chest Pain over 31 months (Data available on 
1200); 1101 Low Risk (91.8%), 93 Intermediate Risk 93 (7.8%), 
and 6 High Risk (0.5%). 27 patients were referred twice during the 
study period. 1038 patients were referred for EST; 686 (66.1%) 
of the ESTs were negative, 177 (17.1%) were inconclusive, 172 
(16.6%) were positive, and 3 not specified. The 132 patients 
who, after EST, were referred for CTCA, had a higher risk of 
having Obstructive CAD if they were referred after a negative EST 
(23.8%), than compared with an inconclusive (11.2%) or positive 
(19.6%) EST. Despite 86.5% of Chest Pain service patients 
being referred for EST as an initial investigation; 36.9% of these 
underwent subsequent Coronary Imaging (132 CTCAs and 251 
Coronary Angiograms). 17.4% of the overall Chest Pain Service 
population had obstructive Coronary Artery disease. 

Conclusion: A higher clinical suspicion is required to refer for CTCA 
(or Invasive Coronary Angiography) after a negative EST, than for 

an inconclusive or positive EST. Our data showed that the clinical 
suspicion carries more weight than EST result, with higher rates of 
Obstructive CAD for CTCAs after negative ESTs, then compared with 
Inconclusive or Positive results. The decision to proceed with CTCA 
despite a normal EST can be justified on clinical features. 

50. Clinical and economic outcomes of fractional 
flow reserve guided PCI in contemporary 
practice
1, 2, 3Abdullah AS, 1Hamra M, 2K McKevitt K, 2Daly C, 1, 2KiernanTJ
1Department of Cardiology, University Hospital Limerick, Limerick, 
Ireland

2University of Limerick, School of Medicine, Limerick, Ireland
3Trinity College University of Dublin

Background: The assessment of moderate coronary artery disease 
(CAD) has been heavily decided on the basis of angiographic 
appearance. Fractional Flow Reserve (FFR) is an established 
procedure in deciding management of moderate CAD.

Purpose: In this study, we have assessed the costs of FFR use 
in guiding coronary intervention; in terms of intervention rates and 
hospital stay in days. We also measured the rates of readmission 
with chest pain and revascularization. We calculated the projected 
costs if the operators adopted 100% and 50% intervention 
strategies, and then calculated the potential added or saved costs 
for both strategies. We also calculated the saved costs depending 
on whether the operator performed adhoc FFR, staged after acute 
coronary syndrome or staged after outpatient angiogram.

Methods: We retrospective reviewed all FFR procedures done in 
our center between 28/11/2012 to 14/12/2014. The rates of 
readmission with chest pain and revascularization were calculated for 
the intervention group and medical therapy group. We measured the 
numbers of FFR positive procedures (less than 0.8) and subsequent 
PCI or CABG and hospital stay. This was compared to strategies of 
PCI to all comers (100%) or 50% of the cohort. We also stratified the 
differences in the costs according to the type of FFR to (1) Patients 
received adhoc FFR* (2) Staged FFR after ACS (3) Staged FFR after 
outpatient angiogram. The cost of 1 FFR procedure is €560, PCI = 
€750, CCU 1 day stay is €1,000, CABG €5,000.
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*Adhoc FFR; describes the practice of proceeding to FFR immediately 
after diagnostic coronary angiogram during the same session. This 
may be followed with adhoc PCI if the patient is already on dual 
antiplatelet therapy or followed by staged FFR at a later date.

Results: Total of 108 FFR procedures were performed in 105 
patients in our center. 1 procedure failed. Among the remaining107 
procedures performed, FFR measurement was done on 120 
lesions. The mean age was 63.8 years, 29% were females. 
Indications of the 107 procedures were 31 ACS, 18 previous ACS 
for stage FFR and 58 with stable angina. FFR artery: LAD = 65 
patients, RCA = 28, LCX = 16, LMS= 5, OM=5 and diagonal = 1. 
Median follow up period= 458 days, range (53–785). Mean 439, 
95% CI (397–481). 

Abstract 50 Table 1: Type of procedure

Adhoc FFR Staged FFR after ACS
Staged FFR after 

elective angiogram

54 18 35

Clinical outcomes: 24 Patients (27 lesions) had positive FFR 
value. 21 patients (23 Lesions) received PCI with total of 35 
stents. 2 patients (3 lesions) received CABG. 1 patient received 
medical treatment as was diagnosed with malignancy afterward. 
Readmission with chest pain = 12 out of 104 patients. (4/24 
=16% FFR positive), (8/80 =10% FFR negative) P = 0.12. 
Revascularization rate = 2 (both FFR negative) P value 0.45.

Costs: If 100% of patients underwent PCI, 107 FFR procedures 
(€60,000) would have saved 85 PCI, 3 CABG and 56.5 days 
in CCU. (€61,830 or €578 per procedure). If 50% of patients 
underwent PCI, 107 FFR procedures would have saved 33 PCI, 
2 CABG and 28.5 days in CCU. Total saved €3,000 (€29/
procedure). 54 adhoc FFR procedures saved 42 PCI, 3 CABG 
and 39 days in CCU (€986.20/procedure). 35 elective FFR post 
elective angiogram saved 30 PCI, 14.5 days in CCU (€497/
procedure). 18 staged FFR post ACS saved 11 PCI procedures, 12 
days in CCU (€565/procedure). 

Conclusion: With similar rates of readmission and revascularization, 
FFR guided intervention avoided significant number of PCI and 
reduced hospital stay compared to strategies with 50 or 100% 
intervention rates. The practice of adhoc FFR seems to offer the 
best cost saving strategy.

51. The prevalence of diabetes mellitus in patients 
with multivessel disease undergoing PCI and 
CABG before and after the FREEDOM trial. 
Have the trial findings impacted practice?
Buckley E, Kearney P
Cork University Hospital, Cork, Ireland

Aims: The FREEDOM trial published in 2012 found coronary artery 
bypass grafting (CABG) to be superior to percutaneous coronary 
intervention (PCI) in reducing rates of death and myocardial infarction 
in patients with diabetes mellitus (DM) and multi-vessel coronary 
artery disease (CAD) undergoing revascularisation. The aim of this 
study was to evaluate practice in a tertiary Irish Cardiothoracic centre 
regarding revascularisation in diabetic patients and to assess if the 
findings of the FREEDOM trial impacted treatment patterns.

Methods: This was an observational study in which all cases 
undergoing PCI and CABG in Cork University Hospital (CUH) for 
the years 2008 and 2013 were retrospectively reviewed. Data on 
the extent of CAD and the procedure details were collected. The 
prevalence of diabetes mellitus was calculated. CABG and PCI 
rates for diabetic patients with multi-vessel CAD were compared for 
the years 2008 and 2013.

Findings: A total of 1609 patients were included in this study. 783 
patients underwent revascularisation in 2008 and 826 in 2013.
The prevalence of diabetes undergoing revascularisation was 19% 
(n=152) in 2008 and 25% (n=203) in 2013. The number of 
diabetic patients undergoing two or more vessel revascularisation 
was 60% (n=91) in 2008 and 47% (n=96) in 2013. The proportion 
of diabetic patients with multivessel disease undergoing PCI was 
33% (n=30) in 2008 and 15% (n=15) in 2013. 

The proportion of this population undergoing CABG was 67% 
(n=61) in 2008 and 84% (n=81) in 2013.

Conclusion: The diagnosis of diabetes in patients undergoing 
revascularisation in Cork University Hospital was seen more 
frequently in 2013 than 2008. The proportion of patients with 
diabetes mellitus with multivessel disease undergoing PCI in 2008 
was relatively low but decreased further to a very small proportion 
in 2013. These findings suggest an impact on clinical practice 
of the FREEDOM trial and subsequent guidelines on Myocardial 
Revascularisation issued by the European Society of Cardiology.
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52. Percutaneous coronary intervention vs. 
Coronary artery bypass graft surgery in 
left main coronary artery disease – clinical 
outcomes in the mid-west region
O’Regan S, Yagoub H, Kiernan T 
University Hospital Limerick, Limerick, Ireland 

Importance: Ischaemic heart disease is the leading cause of death 
worldwide. Percutaneous coronary intervention (PCI) and coronary 
artery bypass graft surgery (CABG) represent the primary treatment 
options for coronary revascularisation in patients with significant 
coronary artery disease. Significant left main coronary artery disease 
is increasingly being treated with PCI. This is despite the CABG 
remaining the gold standard of treatment in left main disease - and 
holding class 1A indication from both US and European Societies. 
However, as interventional techniques have become more refined 
coupled with the advent of drug eluting stents and - the outcomes 
of patients with left main disease treated with PCI have improved. 
This serves to threaten the long-standing position of CABG as the 
primary treatment of left main disease. 

Objective: Since July 2013 PCI for unprotected LMCA stenosis 
has been performed in the cardiology department of the University 
Hospital Limerick (UHL). The primary aim of this study is to assess 
the outcomes of patients with unprotected significant LMCA 
stenosis (> 50%) who underwent PCI in the cardiology department 
of UHL in 2013 and 2014. The performance of this cohort will then 
be compared to those underwent CABG for unprotected left main 
disease within the same time frame. METHODS - Patients with 
significant ULMCA disease who attended UHL between January 
2013 and July 2014, and subsequently underwent PCI or CABG, 
were identified from the clinical registry. Baseline demographic and 
cardiac risk factor data was collected for each patient. The SYNTAX 
5 and the European System for Cardiac Operative Risk Evaluation 
(euroSCORE) were calculated for each subject. This determined 
their severity of coronary artery disease and surgical risk. The 
primary end points of this study were in-hospital major adverse 
cardiac and cerebrovascular events (MACCE) and length of hospital 
stay. MACCE were defined as death, Q wave myocardial infarction, 
CVA, the requirement for repeat revascularisation, and re-admission 
within 30 days. Finally, in October 2014, 50 of 57 participants 
were followed up by telephone questionnaire where; angina severity 

(CCS score), heart failure status (NYHA classification), and quality 
of life (EQD5L) were also determined. Analysis was performed 
using SPSS for Windows Version 22. Categorical variables were 
compared across both groups using Fischer’s exact test or the 
Chi-Square test where appropriate. Continuous variables were 
compared using the Independent Samples Median Testing. A p 
value of < 0.05 was considered statistically significant. 

Results: 57 patients with significant LMCAD attending UHL were 
identified from the clinical registry. 27 patients underwent PCI 
(median age 67.71) and 30 CABG (median age 68.59). A high 
volume of emergency index admissions was common to both the 
PCI and CABG arms of the study (PCI 70.4 vs CABG 75.9, p = 
.765). Male patients dominated both the PCI and CABG groups, 
at 85.2% and 82.8% respectively. Diabetes was present in under 
20% of both groups (PCI 18.5 vs. 17.2, p =1). A history of 
myocardial infarction (inclusive of the index admission) was also 
common to both cohorts (PCI 51.9 vs 41.4), p = 0.592. Angina 
was seen in 81.5% of the PCI-treated patients and 75.9% of the 
CABG grip, p = 0.748. 

Renal impairment as determined by creatinine clearance was 
significantly associated with allocation to CABG surgery (PCI 80.8 
vs CABG 56.3, p = 0.004). While the PCI patients had a higher 
surgical risk as measured by the euroSCORE, this difference 
was not of statistical significance (PCI 19.2 vs, 6.9, p =0.236). 
The PCI group had a shorter length of stay (6.6 vs. 37.6 days, p 
=0.06). What is more, those who were treated with CABG had 
to wait significantly longer for their revascularisation (PCI 3.4 vs 
CABG 8 days, p = 0.04). PCI is the treatment of choice in 90.5% 
of patients presenting to UHL with mild to intermediate left main 
disease. On the contrary however, when disease burden is severe 
the Heart team in UHL refer 77% of patients for CABG. Both of 
these differences were of statistical significance (p< 0.001). 

Conclusions: This study has provided baseline and outcome data 
on patients at UHL with left main disease and subsequently treated 
with PCI or CABG. At UHL, patients with mild to moderate coronary 
artery disease (SYNTAX 0–32) are most often treated with PCI. 
However, in the presence of severe disease (SYNTAX >33) tend 
to be referred to a tertiary centre for CABG. The average follow up 
for all patients was 293 days. At the time, there was no significant 
differences in the occurrence of all MACCE, death, myocardial 
infarction, stroke or target vessel revascularisation. Patients treated 
with CABG had a longer hospital stay but this was not of statistical 
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significance. The EuroQoL questionnaire provides an interesting 
insight into the subjective experience of the patient after PCI or 
CABG. Both PCI and CABG can be viewed as reasonable options 
for treating left main coronary artery disease, as they share similiar 
short term outcome. More data is need on the durability of PCI in 
the long term. 

53. An audit of heart-type fatty acid-binding 
protein (H-FABP) in acute cardiac admissions
Connolly M, Kinnin M, McEneaney D
Craigavon Area Hospital, Craigavon, Northern Ireland 

Introduction: Heart-type Fatty Acid-Binding Protein (H-FABP) 
has previously been assessed for early diagnosis of ACS. H-FABP 
has a sensitivity of 85.3% 3 to 6 hours after chest pain onset [1]. 
H-FABP (>6.48 ng/ml) has been associated with significantly 
increased event rates. With the introduction of highly sensitive 
troponin T (hsTnT), Body et al assessed 1,171 patients with 
suspected cardiac chest pain using a combination of H-FABP, 
hsTnT & ECG to rule-out ACS with a sensitivity of 99.1% and a 
NPV of 99.7%. 

Methodology: We prospectively evaluated H-FABP in early 
detection of ACS. Patients admitted with cardiac chest pain within 
6 hours onset were recruited. Baseline demographics, cardiac 
risk factors and a TIMI risk score were recorded. STEMI patients 
were excluded. Baseline blood samples were taken for H-FABP 
and hsTnT. A 6 hour hsTnT was taken to confirm or exclude ACS 
diagnosis. 

ACS was denoted as chest pain with or without ECG changes and 
a hsTnT rise of >20% from baseline sample or a delta rise of 7ng/l 
(normal <14ng/l). We assessed if baseline H-FABP>6.32ng/ml 
(99th centile, IT assay) could predict ACS. 

Results: We enrolled 69 patients, 45 (65%) were male. Mean 
age was 66.8 years. ACS was diagnosed in 23 (32.9%) patients. 
Mean TIMI score was 3.29 in the ACS group and 3.07 in the 
non-ACS group. At baseline, median H-FABP was 8.61 versus 
6.45 (p=0.01), median baseline hsTnT was 48 versus 9 (p<0.001) 
and median repeat hsTnT was 128 versus 9 (p<0.001), (table 
1). Sensitivity of H-FABP was 78.3% versus 78.3% for baseline 

hsTnT, with specificity 44.7% versus 63.8%, positive predictive 
value (PPV) 40.9% versus 51.4% and negative predictive value 
(NPV) 80.8% versus 85.7% (table 2). Baseline H-FABP achieved 
an area under curve (AUC) of 0.69 versus 0.77 for hsTnT. H-FABP 
and hsTnT combined achieved an AUC of 0.71. Of note, 28 
(40.5%) had a ‘triple positive’ result, 9 (13.0%) patients had a 
raised H-FABP / both hsTnT samples negative, of which one 
developed ACS within 1 year requiring emergency percutaneous 
coronary intervention (PCI), 2 had angiography / PCI for ongoing 
symptoms, 1 had normal angiography despite chest pain and 5 had 
further investigation including echocardiography / exercise stress 
testing. In addition, 2 of 23 ACS (8.7%) patients had an initial 
positive H-FABP / negative baseline hsTnT / positive 6 hour hsTnT. 
Furthermore, 18 (26.1%) had a ‘triple negative’ result. 

Abstract 53 Table 1: Baseline Data

ACS Non-ACS p value

Number (%) 17 (24.6) 52 (75.4)  

Mean TIMI score 3.29 3.07 0.652

Median H-FABP (IQR) 8.61 (8.57) 6.45 (5.37) 0.01

Median hsTnT 
baseline (IQR) 48 (137) 9 (21) <0.001

Median hsTnT 6hrs 
(IQR) 128 (348) 9 (28) <0.001

Abstract 53 Table 2: Comparison of H-FABP / hsTnT

Baseline 
H-FABP (%)

Baseline 
hsTnT (%)

Combined

Sensitivity 78.3 78.3 73.9

Specificity 44.7 63.8 68.1

PPV 40.9 51.4 53.1

NPV 80.8 85.7 84.2

RR 2.13 3.6 3.36

OR 2.90 6.35 6.04

AUC 0.69 0.77 0.71
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Baseline H-FABP had the same sensitivity but was less specific 
than hsTnT for single sample diagnosis. H-FABP has a role in 
early diagnosis of ACS, with a combination approach enabling 
identification of ACS in a select number of patients with baseline 
negative hsTnT / 6 hour positive hsTnT patients. H-FABP correctly 
identified 3 (33.3%) patients with both hsTnT negative results that 
had significant coronary disease requiring intervention.

54. Through the looking glass: The integration of 
intracoronary optical coherence tomography in 
an Irish tertiary referral centre
O’Connor C, Gorenchtein M, Kiernan T
University of Limerick, Limerick, Ireland

Introduction: Optical coherence tomography (OCT) is a relatively 
new catheter-based imaging modality utilising frequencies near-
infrared light (as opposed to ultrasound) to visualise intracoronary 
dimensions. This allows spatial resolution of 20nm compared 
with 200nm observed in intravascular ultrasound. Several 
studies, including both the ODESSA trial and a subanalysis of the 
HORIZONS-AMI trial both describe the ability of OCT to assess 
stent deployment characteristics such as stent strut coverage. 
There are however no previously reported case series evaluating the 
use of intracoronary OCT in clinical practice.

Aim: The aim of this study was to evaluate the use of intracoronary 
OCT in routine clinical practice in an Irish Tertiary referral centre, 
and assess for stent thrombosis/ restenosis at follow-up.

Methods: A Retrospective cohort analysis was performed on all 
patients undergoing coronary optical coherence tomography (OCT) 
over an 18-month period from 01/08/2012 to 31/12/2014. Paper 
and electronic medical records were sourced for demographic and 
follow-up data. 

Results: A total of 99 patients underwent OCT during the study 
period (see Table 1). The average age was 63 (range 29–78), 
with a male:female ratio of 4:1. The use of intracoronary OCT 
was used in a variety of presenting complaints, from stable angina 
(n=59 [59.6%]), to unstable angina (n=7 [7.1%]), NSTEMI 
(n=16 [16.2%]) and STEMI (n=12 [12.1%]). OCT was used 
most commonly in the left anterior descending (LAD) artery 

(n=65 [65.7%]); proximal LAD (n=39 [82.3%]), mid LAD (n=6 
[12.7%]) and distal LAD (n=2 [4.2%]). Other vessels assessed 
by OCT included the left circumflex artery (n=27 [27.3%]), the 
left main artery (n=18 [18.2%]) and the right coronary artery 
(n=16 [16.2%]). OCT was used to guide stent deployment in 59 
patients (59.6%), to evaluate intraluminal dimensions in 37 patients 
(37.4%) (Figure 1) and used to assess for intimal lesions (such as 
plaque rupture or dissection) in 15 cases (15.2%) (Figure 2). In 
12 instances (12.1%), OCT was used to both assess the primary 
lesion and then to guide stent deployment after PCI. At an average 
follow-up of 314 days, of the 59 patients who underwent OCT-
guided stent deployment and post-dilatation, 14 underwent repeat 
angiography. There were no incidences of stent thrombosis in this 
group and 2 incidences of instent restenosis requiring angioplasty. 

Conclusion: Intracoronary OCT has been shown to provide 
valuable information for integrated assessment of coronary lesions 
and the direction of stent deployment in routine clinical practice. 

Abstract 54 Table 1: Demographics of cohort

TOTAL NUMBER OF PATIENTS (N=99)

Presentation
Primary 

Assessment
Vessel

STEMI (n=12) Evaluation of stent 
apposition (n=59)

LMCA: including 
culotte-stenting 
(n=18)

NSTEMI (n=16)
Evaluation of 
epithelial integrity 
(n=15)

LAD (n=65)

Unstable Angina 
(n=7)

Evaluation of 
intraluminal 
dimensions (n=37)

Circ (n=27)

Stable Angina 
(n=59)  RCA (n=16)
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Abstract 54 Figure 1: Instent restenosis of proximal RCA

Abstract 54 Figure 2: OCT image of spontaneous proximal LAD 
dissection

BRIAN MAURER YOUNG INVESTIGATOR AWARD

55. High-sensitivity cardiac troponin-T and risk of 
hypertension
1, 2McEvoy JW, 1Chen Y, 3, 4Nambi V, 4Ballantyne CM, 
1Sharrett RA, 1Appel LJ, 1, 2Post WSS, 2Blumenthal RS, 
1Matsushita K, 1Selvin E
1Department of Epidemiology and the Welch Center for Prevention, 
Epidemiology and Clinical Research, Johns Hopkins Bloomberg 
School of Public Health, Baltimore, Maryland USA

2Ciccarone Center for the Prevention of Heart Disease, Johns 
Hopkins University School of Medicine, Baltimore, Maryland USA

3Michael E DeBakey Veterans Affairs Hospital, Houston, Texas USA
4Department of Medicine, Section of Cardiovascular Research, 
Baylor College of Medicine and Houston Methodist DeBakey Heart 
and Vascular Center, Houston Texas, USA

Background: Hypertension is often preceded by cardiac structural 
abnormalities. Thus, we assessed whether high-sensitivity cardiac 
troponin-T (hs-cTNT), a marker of chronic subclinical myocardial 
damage, can identify persons at risk for hypertension or left 
ventricular hypertrophy (LVH).

Methods and Results: We studied 6,516 ARIC Study participants, 
free of prevalent hypertension and cardiovascular disease at 
baseline (1990–1992). We examined the association of baseline 
hs-cTNT categories with incident diagnosed hypertension (defined 
by self-report of a diagnosis or medication use during a maximum of 
19.9 years of follow-up) and with incident visit-based hypertension 
(defined by self-report, medication use, or measured BP >140/90 
mmHg over 6 years). Relative to hs-cTNT <5ng/L, adjusted 
hazard ratios for incident diagnosed hypertension were 1.16 (95% 
CI 1.08, 1.25) for persons with hs-cTNT 5–8ng/L, 1.29 (1.14, 
1.47) for hs-cTNT 9–13ng/L, and 1.31 (1.07, 1.61) for hs-
cTNT ≥14ng/L (p-trend <0.001). Associations were stronger for 
incident visit-based hypertension. These associations were driven 
by higher relative hazard in normotensive persons (relative to those 
with prehypertension, p-interaction=0.001). Baseline hs-cTNT was 
also strongly associated with incident LVH by electrocardiography 
over 6 years (e.g. adjusted HR 5.19 [1.49–18.08] for hs-cTNT 
≥14ng/L vs <5ng/L). Findings were not appreciably changed after 
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accounting for competing deaths or adjustment for baseline BP 
levels or NT-proBNP. 

Conclusion: In an ambulatory population with no history of 
cardiovascular disease, hs-cTNT was associated with incident 
hypertension and risk of LVH. Further research is needed to 
determine whether hs-cTNT can identify persons who may benefit 
from ambulatory BP monitoring or hypertension prevention lifestyle 
strategies.

56. Comparison of morbidity, mortality and cost 
impact of stage B and stage C heart failure 
underline the clinical and economic need for 
national heart failure prevention strategy
1James S, 1Waterhouse D, 1Murphy T, 1Kenny C, 
1Wilkinson M, 2O’Connell E, 2Gallagher J, 3Watson C, 
1O’Hanlon R, 2, 3Ledwidge M, 1, 2, 3McDonald K
1Heart Failure Unit, St Vincent’s University Hospital, Dublin, Ireland
2The Heart Beat Trust, Dublin, Ireland
3Conway Institute, University College of Dublin, Dublin, Ireland

Introduction: Heart failure (HF) has hit the epidemic proportion 
and is incurring significant cost to the health care system. Given the 
major morbidity, mortality and economic burden of this condition, 
a prevention strategy needs careful assessment to determine its 
role in the future health care policy. The STOP-HF project has 
underlined the clinical and cost effectiveness of a biomarker driven 
risk stratification and intervention strategy in those at risk for HF. 
Supportive data to establish the widespread application of this 
strategy would come from a comparative analysis of patients at risk 
for HF and those of a new community diagnosis of HF followed in a 
disease management programme. To assess the importance of HF 
prevention, we report the morbidity, mortality and economic costs of 
an at-risk cohort compared to established community HF.

Method: 1566 patients attending the HF prevention unit and 
rapid access clinic for possible new onset HF from 2002 up 
to end of 2012 were selected for this analysis. Using Doppler 
echocardiography, patients were categorised to stage A (risk 
factors for HF with no structural or functional impairment of the 
heart), stage B (asymptomatic LV systolic dysfunction [B-LVSD], 

or isolated LV diastolic dysfunction [B-LVDD]), and stage C 
(symptomatic HF with reduce LVEF [C-REF] or preserved LVEF 
[C-PEF]). Follow-up time for events was until the end of 2014. 
Hospitalisations were collected, confirmed by HIPE records 
and categorised as HF event, other cardiovascular (other-CV) 
event, non-cardiovascular (non-CV) event and death. In the pre-
specified cost analysis, direct costs associated with emergency 
hospitalisations were analysed using a case-mix approach from the 
perspective of the healthcare provider.

Result: 1097 patients were in stage A, 173 stage B (112 B-LVDD 
and 61 B-LVSD), and 296 stage C (181 C-PEF and 115 C-REF). 
BNP increased through the stages at 19.1pg/mL, 62.8pg/mL, 
67pg/mL, 185pg/mL and 384.5pg/mL. Figure 1 showed that 
the HF events and death rate increased across the spectrum. 
The other-CV events are higher in B-LVDD group compare to the 
B-LVSD group. C-REF has more other-CV events compared to 
C-PEF, but the non-CV events are similar. In the costing sub-study 
of 1,025 patients for whom detailed costing data were available, 
emergency CV hospitalisation costs per patient per annum were 
€313 ± 1222, €350 ± 1095 and €899 ± 1228 for stages A 
to C respectively. The data also show that emergency non-CV 
hospitalisation costs per patient per annum were €422 ± 1078, 
€560 ± 1316 and €2739 ± 4769 for stages A to C respectively, 
underlining a dramatic 4-fold increase emergency hospitalization 
costs between stage B and C.

Conclusion: The clinical and costs impact of HF care escalate 
significantly with the development of the symptomatic phase of 
HF syndrome. These data along with the positive clinical and cost 
effectiveness analysis of the STOP-HF data underline the need for 
national activation of the STOP-HF strategy.
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Abstract 56 Figure 1: Burden of heart failure in the community
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57. Novel roles for dietary nitrate in non ischemic 
dilated cardiomyopathy and resistant 
hypertension
Kerley C
Clinical Cardiology Department, Connolly Hospital, Blanchardstown, 
Dublin, Ireland

Introduction: Non ischemic dilated cardiomyopathy (NIDCM) and 
resistant hypertension (HTN) are common, chronic diseases. Blood 
nitrate/nitrite indicate nitric oxide (NO) bioavailability and levels are 
typically lower in NIDCM and HTN compared to controls indicating 
perturbed nitric oxide (NO) metabolism. In addition to the well-
characterized L-arginine-NO synthase pathway, a second independent 
pathway for NO synthesis in vivo has been recently discovered 
whereby dietary nitrate is reduced to nitrite and consequently NO. 
Exploitation of this pathway represents a promising strategy for 
increasing NO bioavailability, with possible physiological benefits.

Methods: To assess effects in HTN, 19 eligible subjects wore 
an ambulatory blood pressure (BP) monitor (ABPM) for 24h 
and fasting blood was taken before and after 14d of nitrate-rich 
beetroot juice (BRJ). To assess effects in NIDCM, we recorded 
exercise capacity (incremental shuttle walk test) and BP before 
and 3h after both BRJ and placebo in a randomized, double-blind, 
crossover trial among 11 subjects. There was 7d between testing 
days with the alternate beverage. 

Results: In the HTN study, 11 subjects had controlled blood 
pressure while 8 had uncontrolled blood pressure. There were 
similar increases in serum nitrate (p = 0.01) and nitrite (p = 
0.001) in both controlled and uncontrolled hypertension. Further, 
there were no differences in either group regarding serum lipids 
(triglycerides, total cholesterol, LDL cholesterol, HDL cholesterol). 
We observed very little chance in BP variables among the 
controlled hypertensives. In contrast, there were reductions in 24h, 
daytime, and nighttime BP as well an increase in nocturnal BP 
dipping. The decreases in mean nighttime DBP and ambulatory 
arterial stiffness index (AASI) reached significance (p = 0.03 
and p = 0.05 respectively). In the NIDCM trial, there were no 
significant differences in heart rate, arterial oxygen concentrations, 
breathlessness, leg fatigue or blood pressure at any time point with 
either beverage. However, NIDCM subjects walked significantly 
when took BRJ (+65m) than when they took PL (-5m) (p=0.006).

Conclusions: Dietary nitrate has potential as a novel therapeutic, 
adjunct strategy to increase NO bioavailability in cardiovascular 
disease with potential physiological benefits. Our preliminary 
results require confirmation in larger trials. However, considering 
the low cost and safety profile of dietary nitrate containing foods 
and supplements, this concept appears promising as an adjunct 
therapeutic strategy for cardiovascular diseases.
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58. Impact of pulmonary hypertension 
haemodynamic presentation on clinical 
outcomes in patients with severe symptomatic 
aortic stenosis undergoing TAVI: Insights from 
the new proposed pulmonary hypertension 
classification
O’Sullivan C, Wenaweser P, Ceylan O, Stortecky S, Pilgrim T, 
Meier B, Bullesfeld L, Windecker S
Bern University Hospital, Bern, Switzerland 

Background: Pulmonary hypertension (PH) frequently co-exists 
with severe aortic stenosis (AS) and PH severity has been shown 
to predict outcomes after transcatheter aortic valve implantation 
(TAVI). The impact of PH hemodynamic presentation on clinical 
outcomes after TAVI is unknown.

Methods and Results: Of 606 consecutive patients undergoing 
TAVI, 433 (71.4%) patients with severe AS and a pre-procedural 
right heart catheterization were assessed. Patients were 
dichotomized according to whether PH was present (mean 
pulmonary artery pressure [PAP] ≥25mmHg) (n=325) or not 
(n=108). PH patients were further dichotomized by left-ventricular 
end-diastolic pressure (LVEDP) into post-capillary (LVEDP >15 
mmHG; n=269) and pre-capillary groups (LVEDP ≤15 mmHg; 
n=56). Finally, post-capillary PH patients were divided into isolated 
(n=220) and combined (n=49) subgroups according to whether 
the diastolic pressure difference (diastolic PAP LVEDP) was normal 
(<7mmHg) or elevated (≥7mmHg). Primary-endpoint was mortality 
at 1-year. PH was present in 325/433 (75%) patients and was 
predominantly post-capillary (n=269/325; 82%). Compared with 
baseline, systolic PAP immediately improved after TAVI in post-
capillary combined (57.8±14.1 vs 50.4±17.3 mmHg, p=0.015), 
but not pre-capillary (49.0±12.6 vs 51.6±14.3, p=0.36) patients. 
As compared with no PH, a higher 1-year mortality rate was 
observed in both pre-capillary (hazard ratio [HR] 2.30, 95% 
confidence interval [CI] 1.02–5.22, p=0.046) and combined 
(HR 3.15, 95% CI 1.43–6.93, p=0.004) but not isolated PH 

patients (p=0.11). Following adjustment, combined PH remained 
an independent predictor of 1-year mortality after TAVI (HR 3.28, 
p=0.005). 

Conclusions: Invasive stratification of PH according to 
hemodynamic presentation predicts acute response to treatment 
and 1-year mortality after TAVI.

59. Real world TAVI outcome and prognostication: 
A retrospective review of a single centre 
experience
Howe A, Spence M, Manoharan G, Johnston N, Owens C, 
Dixon L, Onyekwelu N, Jeganathan R, Smith B, McEvoy M
Royal Victoria Hospital, Belfast, Northern Ireland

Introduction: Trans-catheter aortic valve implantation (TAVI) is now 
an established treatment option for patients with severe symptomatic 
aortic stenosis who are at high or inoperable risk for surgical aortic 
valve replacement. Most of the established data are from studies of 
patients meeting strict inclusion and exclusion criteria. We present 
the complete experience from our centre including 1, 3 and 5 year 
outcomes and identify adverse prognostic factors.

Method: A retrospective analysis of consecutive TAVI procedures 
within our centre was performed from 2008 to 2014 utilising the 
National Institute of Cardiovascular Outcomes (NICOR) database. 
Patient and procedural data were obtained with corroboration of 
outcome using the Northern Ireland Electronic Care Record (NIECR) 
system. Statistical analysis was performed using SPSS version 21. 
Kaplan-Meier survival curves were drawn to assess survival at 30 
days, 1, 3 and 5 years. For predictors of outcome Cox regression 
was performed with a univariate analysis to determine significance (p 
<0.05) and subsequent multivariate modelling.

Results: From February 2008 to December 2014, 414 TAVI 
procedures were performed. Outcome data was available for 408 
patients. The Medtronic Corevalve prosthesis was predominantly 
implanted (63.2%) with the majority of procedures performed under 
local anaesthesia (91.0%) via the femoral approach (90.7%). 
Significant (moderate or greater) aortic regurgitation (AR) assessed 
by trans-thoracic echocardiography occurred in 4.4%, with 13.2% 
of patients requiring permanent pacemaker implantation.
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Survival was 96.1% at 30 days, 85.5% at 1 year, 72.7% at 3 
years and 49.2% at 5 years with no significant difference according 
to year of implantation (Figure 1). Univariate predictors of 1 year 
mortality were Logistic Euroscore (LES) >24 (HR 2.1; 95%CI 
1.1–3.8, p = 0.02), moderate or greater AR (HR 4.5; 95%CI 
2.0–10.1, p <0.001) and creatinine > 150ummol/L (HR 4.0; 95% 
CI 2.3–6.9, p <0.001). Multivariate analysis confirmed AR and 
creatinine as independent predictors of 1 year mortality. Univariate 
predictors of 3 year mortality were LES >24, creatinine >150, atrial 
fibrillation, left ventricular dysfunction and AR. Multivariate analysis 
confirmed creatinine as the only independent predictor of 3 year 
mortality (HR 2.9; 95%CI 1.7–5.0, p <0.001.

Abstract 59 Figure 1: 3 Year Kaplan Meier Survival Curve 
according to implantation year

C
um

 S
ur

vi
va

l

Months

p (Logrank test) = 0.72

1.0

0.0

0 6 12 18 24 30 36

0.2

0.4

0.6

0.8

2008–2010
2011–2012
2013–2014

Year of Procedure

Conclusion: This all-comers TAVI experience demonstrates 
encouraging results that are consistent with published data. 
Baseline renal function was the most powerful predictor of 1 and 
3 year mortality with paravalvular regurgitation proving the most 
significant procedural marker of adverse outcome. 

60. Examining the impact of obesity ≥30kg/m2 on 
acute kidney injury following cardiac surgery
1O’Sullivan K, 2Byrne JS, 3Hudson A, 4Murphy AM, 3Sadlier D, 
4Hurley JP
1Mater Misericordiae University Hospital, Dublin, Ireland 
2Division of Vascular Surgery, Toronto General Hospital, Toronto, 
Canada

3Department of Nephrology, Mater Private Hospital, Dublin, Ireland
4Department of Cardiothoracic Surgery, Mater Private Hospital, 
Dublin, Ireland

Background: Postoperative acute kidney injury (AKI) is 
a frequent and serious consequence of cardiac surgery. A 
complex and multifactorial issue, improved understanding of its 
aetiological components will aid development of preventative 
strategies prospectively. The global prevalence of obesity has 
reached epidemic proportions and is particularly associated 
with the pathogenesis of cardiovascular disease. We undertook 
to investigate the association of obesity and the risk of AKI 
development following cardiac surgery.

Methods: 432 patients who underwent cardiac surgery with 
cardiopulmonary bypass between October 2009 and August 2010 
were included in the final retrospective analysis. Obesity was defined 
as BMI ≥30kg/m2. Acute kidney injury (AKI) was defined as a 
creatinine increase of ≥25% from baseline at 48 hours post surgery.

Results: The overall incidence of AKI was 29.9% (n=129). The 
incidence of diabetes was significantly higher in the obese cohort 
(24.3 vs. 10.8% p=0.0005). There was an increased incidence 
of post-operative renal impairment in the obese vs. non-obese 
cohort, however this was not statistically significant (39 vs. 
25.9%, p= 0.07). Univariate analysis of independent predictors 
of postoperative AKI revealed significant associations between 
obesity (BMI>30kg/m2) (OR 1.80, 95% CI 1.17–2.79, p= 0.01), 
cerebrovascular disease (OR 1.83, 95% CI 1.10–2.03, p=0.02), 
hyperlipidaemia (OR 0.59, 95% CI 0.39–0.89, p=0.02) and a 
history of smoking (OR 2.82, 95% CI 1.79–4.44, p <0.0001). 
Multivariate logistic regression revealed that BMI >30kg/m2 was 
independently associated with the development of postoperative 
AKI (OR 1.81, 95% CI 1.11–2.95, p= 0.02) as were age (OR 0.98 
95% CI 0.96–1.0, p=0.03) and cardiopulmonary bypass time (OR 
0.99, 95% CI 0.98–1.0, p=0.03).
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Conclusion: Obesity ≥30kg/m2 is independently associated 
with an increased risk of AKI following cardiac surgery. Further 
understanding of the molecular basis of this association is critical to 
the design of preventative strategies.

61. Accuracy of Euroscore calculation on dendrite
Koh M, Jeganathan R, Graham A
Royal Victoria Hospital, Belfast, Northern Ireland

Introduction: EuroSCORE is the most widely used cardiac surgical 
risk model in assessing individual patient risk and institutional 
outcome. In compliance with the Society for Cardiothoracic Surgery, 
we have used on-line Dendrite Clinical Systems for data collection 
and EuroSCORE calculation. However accuracy of data entry is not 
ascertained and subjective nature of some variables in EuroSCORE 
poses potential risk of observer variation.

Objective: We conducted an audit study to evaluate accuracy of 
EuroSCORE calculation on Dendrite and to identify factors causing 
discrepancy in EuroSCORE.

Method: A retrospective assessment was carried out on data entry 
and calculated EuroSCORE on Dendrite over two discrete audit 
periods (consecutive 25 cases in October 2014 and 39 cases 
in December 2014). The team was encouraged to be aware of 
importance of accurate data entry in-between the two periods. 

Logistic EuroSCORE and EuroSCORE II were calculated 
independently by a single observer and compared with the scores 
recorded on Dendrite.

Results: Incidence of discrepancy in Logistic EuroSCORE and 
EuroSCORE II was significantly decreased from 28.0% in the 
first period to 17.9% in the second period and 64.0% to 25.6% 
respectively. Also significant reduction in the number of variants 
with discrepancy per case was observed from 1.04 to 0.36. Four 
factors were identified as cause of discrepancy: simple mistakes, 
misapplication of EuroSCORE definition, observer variation and 
system error of Dendrite. Incidence of simple mistakes and 
misapplication of definition was significantly decreased over the 
audit periods from 36% to 7.7% and 36% to 2.9% respectively, 
which largely contributed to the improved accuracy of EuroSCORE. 
Observer variation was observed in NYHA classification and poor 

mobility. Dendrite was noted to have system errors in EuroSCORE 
calculation related to three variants; pulmonary hypertension, weight 
of intervention and surgery on thoracic aorta. This problem caused 
discrepancy in seven cases of the entire study cohort (10.9%).

Conclusions: Discrepancy in EuroSCORE was common in the first 
audit period, mainly due to simple mistakes and misapplication of 
definition; however, quality of data entry was significantly improved 
over the audit periods by encouraging the awareness of the team. 

Observer variation is inevitable in NYHA and poor mobility due 
to subjective nature of these variables, although its influence on 
the entire score was rather small. Score calculator on Dendrite 
has several critical system errors; hence not reliable particularly in 
complicated cases with multiple risk factors including pulmonary 
hypertension, aortic surgery and multiple procedures. These 
discrepancies may have major implications for national reporting of 
surgeon specific mortality.

Abstract 61 Figure 1: Comparison of Dendrite Scores with 
Logistic EuroSCORE snd EUROSCORE II
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Abstract 61 Figure 2: Factors causing discrepancy in each variable

EuroSCORE Variables ES ESII
Discrepancy

Oct (N=25) Dec (N=39)

Age � �

Gender � �

Chronic pulmonary disease � � ���� �

Extracardiac arteriopathy � � �

Poor mobility � � ���� �

Renal impairment � � ���� �

Active endocarditis � �

Previous cardiac surgery � � �

Critical preoperative state � � �

Diabetes on insulin �

Unstable angina � �

LV function � � ��

Pulmonary hypertension � � �� ���

Recent MI � � ��

NYHA class � ����� ��

Emergency � � �

Other than CABG �

Weight on intervention � ��

Surgery on thoracic aorta � � � ��

Post infarct VSD � �

TOTAL � 26
(1.04 per case)

14
(0.36 per case)

� Simple mistake (inaccurate data or oversight of information)
� Misapplication of EuroSCORE definition
� Inter-observer variablility
� System error intrinsic to Dendrite

62. A meta analysis examining the incidence of 
permanent pacemaker implantation following 
sutureless aortic valve implantation
1O’Sullivan K, 2Hurley ET, 3Segurado R, 2Hurley JP
1Mater Misericordiae University Hospital, Dublin, Ireland 
2Department of Cardiothoracic Surgery, Mater Private Hospital, 
Dublin, Ireland

3Centre for Statistical Training and Research, University College 
Dublin, Ireland

Background: Sutureless aortic valve prostheses are anchored by 
radial force in a mechanism similar to that of transcatheter aortic 
valve implantation (TAVI). TAVI is associated with an increased 
permanent pacemaker (PPM) requirement in a significant proportion 
of patients. We undertook a meta-analysis to examine the incidence 
of PPM insertion associated with sutureless compared with 
conventional SAVR. 

Methods: A systematic review was conducted in accordance with 
the Prisma guidelines (1). PubMed was searched by entering the 
following in the searching algorithm: sutureless AND aortic AND 
valve, tissue AND aortic AND valve, mechanical AND aortic AND 
valve. English was set as a language restriction. All searches were 
performed on August 10th2014. 

Studies between 2007 and 2014 were included in the search. A 
mixed-effects meta-regression with sutureless vs conventional as a 
fixed moderator variable was performed.

Results: In total, 832 patients were included in the sutureless 
group and 3,740 in the conventional group. Permanent pacemaker 
implantation rate was higher in the sutureless cohort (9.1 vs 2.4% 
p=0.025). Cardiopulmonary bypass and aortic cross clamp times 
were shorter in the sutureless group (64.9 vs. 86.7 min p=0.002, 
39.8 vs. 62.4 min p<0.001). No statistically significant differences in 
PVR grades 1–4 were identified between groups (Grade 1: 3.6 vs. 
1.4% p=0.107, Grade 2: 0.9 vs. 0.3% p=0.264, Grade 3–4 0 vs. 
0.4% p=0.942). There was no difference in 30-day mortality between 
sutureless and conventional cohorts (1.9 vs. 3.2% p=0.146). 

Conclusion: Sutureless aortic valve prostheses are associated 
with a higher incidence of PPM insertion but shorter implantation 
time than conventional, with no difference in 30-day mortality. 
Further investigation as to the prognostic significance of pacemaker 
requirement following sutureless aortic valve replacement is required.
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CONSTITUTION

The Society shall be called “The Irish Cardiac Society”. Its object 
shall be the advancement of knowledge of Disease of the Heart 
and Circulation.

These objects shall be pursued by meetings for communications 
and discussions, by lectures and by any other means.

The rules of the Society shall not be changed unless at the Annual 
General Meeting two-thirds of the Ordinary Members present vote 
in favour of the change. Notice of the suggested change must be 
sent to the Secretary, who shall notify all Ordinary Members of the 
proposal at least one month before the meeting.

There shall be a President of the Society. He shall be elected for 
two years. He will represent the Society at home and abroad and 
will preside over meetings of the Council but not necessarily at the 
Scientific Meeting of the Society for which a local Chairman may be 
elected.

MEMBERSHIP

The Society shall consist of Ordinary and Extraordinary Members 
of the Honorary, Corresponding, Overseas Members and Associate 
Members. They shall be elected at the Annual General Meeting by 
an affirmative vote of two-thirds of the Ordinary Members present 
at the Meeting. The Annual subscription for each category will be 
determined at the Annual General Meeting.

ORDINARY MEMBERS

Ordinary Members shall be Physicians or Surgeons on the 
Consultant Staff of a Hospital or others whose primary interest is in 
the practice of Cardiology, Cardiovascular Surgery, or in research in 
these and allied subjects.

Every Ordinary Member is required to pay the annual subscription 
to the Society. A member who fails to pay the annual subscription 
on tow consecutive years will be deemed to have resigned from the 
Society.
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EXTRAORDINARY MEMBERS

A Member will cease to be an Ordinary Member at the end of the 
academic year in which he reaches his sixty-fifth birthday. He shall 
automatically thereafter become an Extraordinary Member unless he 
should elect to retire from the Society.

Extraordinary Members shall receive the notices, may attend the 
meetings of the Society, may take part in the proceedings and may 
propose candidates for ordinary membership. They shall have no 
vote in the conduct of private business otherwise.

HONORARY AND CORRESPONDING MEMBERS

Men or women of distinction in Medicine, at home or abroad, 
who have contributed to the advancement of Cardiology, may be 
recommended by the Council for election as Honorary Members.

Corresponding Members may be elected from recognized 
Cardiologists abroad.

OVERSEAS MEMBERS

In addition to those specified in rules 10 and 11, Overseas 
Members may be elected from Cardiologists employed abroad and 
who would otherwise be eligible for Ordinary Membership.

ASSOCIATE MEMBERS

Physicians or Surgeons in training or others with a particular but not 
necessarily primary interest in Cardiology may be recommended by 
the Council as Associate Members. Associate Members may attend 
the Scientific Meetings of the Society but shall have no voice in the 
conduct of private business otherwise. Associate Membership shall 
last for three years at which time the members may be proposed for 
re-election.

ELECTION OF MEMBERS

Ordinary and Extraordinary Members may propose candidates 
from Ordinary membership and other categories of membership. 

Such proposals accompanied by a statement of the candidates 
professional status, public appointments and published works, 
shall be circulated to Members of Council by the Secretary before 
September 1st. The Council shall consider the names proposed and 
shall recommend the names of those thought most suitable. The 
list of names recommended shall be circulated to members by the 
Secretary at least one month before the Annual General Meeting.

The Society shall hold an Annual Meeting which will usually be held 
in conjunction with the Stokes Lecture and the Scientific Meeting. 
The Council may organize further meetings at its discretion.

The Chairman of each Meeting shall be appointed by the Council.

An Extra-Ordinary/Special Meeting can be called when 
circumstances demand, by three Officers of the Council or one third 
of the Ordinary Members of the Society.

Visitors may, with the permission of the Chairman, be introduced 
by members. They may make contributions and take part in 
discussions, subject to the same rules as members.

Communication shall be spoken, not read, and all speakers shall 
conform to the time-table arranged by the Council.

No reporters shall be permitted to be present and no report of the 
meetings shall be published in journals or newspapers unless sent 
by the Council.

ELECTION OF OFFICERS AND COUNCIL

Nominations of Ordinary Members for the post of president, 
Treasurer, Secretary, Assistant Secretary and for Members of 
the Council may be made by any Ordinary Member and sent in 
writing, with the consent of the nominee, to the Secretary before 
September 1st. In the normal course of events the Assistant 
Secretary will succeed the Secretary. 

The nominations shall be made at the Annual General Meeting and 
those names receiving the most votes shall be declared elected. 
In the event of a draw for any office, the Council shall decide the 
member to be elected.

The business of the Society shall be conducted by a Council which 
shall arrange the programme of each meeting. The Council shall 
consist of a President, Secretary, Assistant Secretary, Treasurer 
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and three Ordinary Members. In addition the President-elect shall 
serve as a Council Member for the year before he takes Office and 
the immediate past-President shall be a Council Member for one 
year after he vacates Office. Each ordinary member of Council shall 
serve for a period of three years. The Council shall have power to 
co-opt one or two additional members for a period of up to three 
years, if they think there is any special reason for it.

The subscription for all categories of membership shall be fixed by 
the Council and shall become payable by the 1st day of January. 
Failure to pay the subscription due within two years shall be 
considered equivalent to resignation.

The account of the Society shall be submitted to the Society by the 
Council at each Annual General Meeting.

SECRETARIES AND TREASURER

Two Ordinary Members shall be elected in accordance with Rule 21 
as Secretary and Treasurer respectively.

The Secretary, Assistant Secretary and Treasurer of the Society 
shall be appointed for a period of two years initially. A member 
can serve only two consecutive terms in each of these posts. 
To facilitate a smooth transition the post of Secretary should be 
generally filled by the outgoing Assistant Secretary.

The Secretary shall summon all meetings, circulate the programme 
to members at least one month before the meeting and be 
responsible in co-operation with the Chairman Elect for arranging 
the Annual General Meeting on behalf of the Council. The Secretary 
shall keep brief Minutes of the proceedings of the Society.

The Treasurer shall keep the accounts, collect subscriptions and be 
responsible for the expenditure of the Society.

Presidents of the Irish Cardiac Society 

1949/50 P.T. O’Farrell

1951/52 L. Abrahamson

1953/54 L.K. Malley

1955/56 R.E. Steen

1957/58 J.A. Wallace

1959/60 B. Mayne

1961/62 O. Fitzgerald

1963/64 E. Fletcher

1965/66 R. Mulcahy

1967/68 R. Baker

1969/70 T. Counihan

1971/72 M. Abrahamson 

1973/74 R. Kernohan

1975/77 S. Blake

1978/79 C. Ward

1980/81 G. Gearty 

1982/83 D. McC Boyle

1984/85 J. Horgan

1986/87 M. Scott

1988/89 B. Maurer

1990/91 H. O’Kane

1992/93 M. Walsh

1994/95 N. Campbell

1996/97 W. Fennell

1998/99 C. Mullholland

2000/02 K. Daly

2003/04 MPS Varma

2005/06 P. Crean

2007/08 D. Higginson

2009/10 D. Sugrue

2011/12 C. Wilson

2013/14 D. Murray

2015/16 K. McDonald
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The 2015 meeting is funded with support from the following 
commercial bodies:

• A. Menarini (UK & Ire)

• A. Menarini / Daiichi Sankyo

• Actelion

• Aegerion Pharmaceuticals

• Ambu 

• Amgen

• Astra Zeneca

• Biotronik Ltd

• Bayer Ltd

• BMS / Pfizer

• Boehringer Ingelheim 
Ireland Ltd

• Boston Scientific Ltd

• Brennan Medical

• Cardiac Services 

• Correvio (UK) Ltd

• Cruinn Medical

• Daiichi Sankyo

• Daiichi Sankyo / Eli Lily

• Edwards Lifesciences

• Fannin Medical 

• GE Healthcare

• M3 Ireland Ltd

• McKesson

• Medtronic

• MSD

• Novartis Ireland Ltd

• Sanofi Aventis

• Servier Laboratories 
Ireland Ltd

• Shire Pharmaceuticals Ltd

• St Jude Medical

There is no conflict of interest as the pharmaceutical companies 
have no contact with the authors. All submissions by authors are 
free and they may submit more than one entry. The support for the 
meeting is used for meeting costs and speaker expenses.
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