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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 scientific sessions and 
AGM. Thank you for coming to participate and share in the 67th 
annual meeting of the society. My thanks to those who compiled 
and are contributing to this year’s meeting, both the main 
programme and the auxiliary sessions. Thanks also to all who 
submitted abstracts and to the exhibiting companies whose support 
each year is greatly appreciated.

It gives me great pleasure to welcome our guest speakers: 
Prof Mark Monaghan, Prof Christopher McGregor, Dr Jennifer 
Robinson, Prof William Wyns and Prof Keith Oldroyd. We are 
delighted to also welcome Prof Kenneth Dickstein to participate 
in the first Joint ICS / ESC session and are privileged to have 
Dr Magnus Ohman to deliver the 2016 Stokes Lecture.

The past twelve months have been very busy for the society thanks 
to the efforts of the ICS council. As my term as President comes to a 
close, I would like to thank the council, whose 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: 

• Inaugural ICS meeting at American College of Cardiology 
(ACC) Congress in Chicago bringing together ICS members 
and friends in the USA to acknowledge the unique links within 
cardiology between Ireland and the USA.

• Participation in a Joint ACC / ICS / British Cardiac Society 
(BCS) session with the Cardiology Society of Saudi Arabia at 
ACC Chicago.

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

• Provision of expertise to the 2017 ESC Guidelines Review 
Committee.

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

• Closer to home the ICS TAVI subgroup continues to flourish as 
does the North-South GP / Specialist Care Initiative. 

My thanks to 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. 
Only through this support by the members can the society continue 
to develop and grow.

I sincerely hope you will enjoy the 2016 Irish Cardiac Society 
Scientific Sessions 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 2015–2016

President: Prof Ken McDonald

Honorary Secretary: Dr Stephen McMechan

Honorary Treasurer: Dr Caroline Daly

Council Members: Dr Albert McNeill 
 (Incoming President)

 Dr James Crowley

 Dr Lana Dixon

 Dr John Erwin

 Dr Paul Horan

 Dr Vincent Maher

 Dr Aaron Peace

 Mr Michael Tolan

 Dr Angie Brown 
 (IHF Representative)

Meeting Locations

Thursday, 6 October

Irish Nurses Cardiovascular Association Glendine Suite

Evening ICS Scientific Sessions

Electrophysiology Walnut & Willow Suite 

Intervention Lime & Larch Suite

Friday, 7 October

Irish Cardiac Physiologists Rossmore Suite

ICS Scientific Sessions Glendine Suite 

Irish Atherosclerosis Association Glendine Suite

AGM Glendine Suite

Stokes Lecture Glendine Suite

Saturday, 8 October

ICS Scientific Sessions Glendine Suite

Exhibitor Area & Refreshments Dunmore Suite 
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Cardiovascular Nurses Scientific Conference

Newpark Hotel Kilkenny, 6 October 2016

FIXING A BROKEN HEART

09.30–10.00 Registration and coffee

10.00–10.05 Welcome: Avril Lowry, Vice President, INCA

10.05–10.10 Welcome: Prof Ken McDonald, President, Irish 
Cardiac Society

10.10–11.20

CASE STUDIES

A way to a man’s Heart – Swallow Syncope

Ciara Rice, CNS Falls and Blackout Clinic, St James’s 
Hospital, Dublin

Emergency Department – a victim of our own 
success

Dr Gerry Lee, Programme Lead for Advanced 
Practice, King’s College London

Cardiac Tamponade

Jinish Rajan, Staff Nurse, CardioThoracic ICU, 
St James’s Hospital, Dublin

11.20–12.05
Familial Hypercholesterolemia

Dr Vivion Crowley, Consultant Chemical Pathologist, 
St James’s Hospital, Dublin

12.05–13.00 Lunch/Poster viewing

13.35–14.05 
Feedback from EuroHeart 2016

Edel Cronin, staff nurse, Cath Lab, Norma Caples CNS 
Heart Failure, Waterford Regional Hospital, Waterford

Irish Cardiac Society

in association with
Irish Nurses Cardiovascular Association

14.05–14.35 
Fabry’s Disease

Dr Habitha Sulliman

14.35–15.05
Takotsubo (Broken Heart Syndrome)

Sinead Teehan, CNS Cardiology, St James’s Hoapital

15.05–15.25 Announcement of Best Poster and Best Abstract/
Close of Meeting

Irish Cardiac Society Scientific Sessions

Thursday, 6 October 2016

SESSION 1
Interventional Cardiology Subgroup Meeting

Chair: Prof Tom Kiernan / Dr Aaron Peace

18.30–21.00 Case Reviews

SESSION 2
Electrophysiology Subgroup Meeting

Chair: Prof David Keane

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

Faculty of Cardiology

17th Annual Cardiac Clinical Physiology Meeting

Friday, 7 October 2016

08.30 Registration

09.25 Opening of meeting

S
E

S
S
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 1

9.30
The good, the bad and the Micra
Lisa Dunne, Cardiac Physiologist, Blackrock Clinic, Dublin

10.00
Remote follow-up, the Beaumont experience
Ceri McEvoy, Cardiac Physiologist, Beaumont Hosp, Dublin

10.30 Coffee and trade stands

S
E

S
S
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N

 2

11.00
Echo assessment in TAVI
Dr Mark Monaghan, Consultant Cardiologist, 
King’s College Hospital, London

11.30
Dummy’s guide to grown up congenital heart disease
Dr Kevin Walsh, Consultant Cardiologist, Mater University 
Hospital, Dublin

12.00
Bridging the gap between systems and devices
Catherine Dwyer, Cardiology Services Manager, Waterford 
University Hospital, Waterford

12.15
Dr Gerard King Award
Best research/case presentation

13.00 Lunch and trade stands

S
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14.00
An overview of the Health Products Regulatory 
Authority
Speaker from the HPRA to be confirmed

14.30
Stroke – cardioembolic?
Prof Martin O’Donnell, HRB Clinical Research Facility, 
University Hospital Galway

15.00
Strain in oncology patients, the Sligo experience
Anthony Ryan, Chief II Cardiac Physiologist, 
Sligo University Hospital, Sligo

IRISH CARDIAC SOCIETY SCIENTIFIC SESSIONS

Friday, 7 October 2016

08.30–08.55 Registration

08.55–09.00 Welcome: Prof Ken McDonald, President

SESSION 3
Chair:

Dr Angie Brown, Medical Director, Irish Heart Foundation

09.00–09.30

Echo in the Cath Lab – A meeting of minds and 
images

Prof Mark Monaghan, Director of Non-invasive Cardiology 
& Associate Director, Kings College Hospital, London, UK

09.30–10.20 ORAL PRESENTATIONS

1. Peripheral blood natriuretic peptide is associated with 
myocardial fibrosis and cardiac tissue expression of 
natriuretic peptide and fibro-inflammatory genes in 
patients with normal ejection fraction
1C Watson, 2P Collier, 2D Phelan, 1N Glezeva, 1J Baugh, 
1K McDonald, 1M Ledwidge
1 School of Medicine University College Dublin, Ireland
2 Cleveland Clinic, Ohio, USA

2. Lifestyle behaviour outcome in heart failure 
prevention programme
1S James, 2E Tallon, 2D Connell, 3E O’Connell, 
1M Wilkinson, 4C Watson, 3J Gallagher, 3M Ledwidge, 
1K McDonald
1 St Vincent’s University Hospital, Dublin, Ireland
2 STOP-HF Screening Service, St Michael’s Hospital 
Dun Laoghaire, Co. Dublin, Ireland

3 Heartbeat Trust, Crofton Terrace, Dun Laoghaire, 
Co. Dublin, Ireland

4 Conway Institute University College Dublin, Ireland
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3. Analysis of care pathways in patients admitted with 
acute decompensated heart failure (ADHF) shows a 
missed opportunity during the prehospital period to 
minimise the risk of admission
J McCambridge, M Walshe, C Keane, R O’Hanlon, 
M Ledwidge, J Gallagher, K McDonald
Heartbeat Trust, Crofton Terrace, Dun Laoghaire, 
Co. Dublin, Ireland

4. Value of contrast-enhanced cardiovascular magnetic 
resonance (CMR) in detection of additional 
abnormalities in family memebers of sudden cardiac 
death due to cardiomyopathy
S Jadhav, D Ward, O Osuntokun, H Cooney, O Buckley, 
C Daly
Tallaght Hospital, Dublin, Ireland

5. The value of calcium scoring in chest pain 
evaluation
G Giblin, R Al Hajri, P Kearney
Cork University Hospital, Cork, Ireland

10.20–10.30 Update on National ACS Programme

Prof Kieran Daly
University College Hospital Galway, Ireland

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

MODERATED POSTER ABSTRACTS 1

6. Risk-stratifying biomarkers to predict new onset 
HFpEF: potential roles for BNP, HS-Troponin and 
Galectin-3
1C Watson, 2E O’Connell, 3J O’Reilly, 4M Wilkinson, 
2J Gallagher, 2M Ledwidge, 4K McDonald
1Queens University Belfast, Northern Ireland
2Heartbeat Trust, Crofton Terrace, Dun Laoghaire, 
Co. Dublin, Ireland

3University College Dublin, Ireland 
4St Vincent’s University Hospital, Dublin, Ireland

7. Association between low-dose aspirin use, 
monocyte biomarkers, matrix metalloproteinases 
and outcome in HFpEF
1N Glezeva, 1C Watson, 1J Baugh, 1K McDonald, 
2J Gilmer, 2C Martin, 2M Santos Martinez 1M Ledwidge
1School of Medicine University College Dublin, Ireland 
2School of Pharmacy Trinity College, Dublin, Ireland

8. Standards of heart failure management in medical 
and cardiology wards 2014–2015
1R Noad, 2J Thompson, 2L Hill, 2L Dixon
1Belfast Trust, Northern Ireland
2Belfast Health & Social Care Trust, Northern Ireland 

9. A retrospective review of the outcomes of non 
invasive imaging with off-site cardiac MRI and 
coronary CT angiography referrals from the Acute 
Medical Unit (AMU), Beaumont Hospital
A Buckley, P Branagan, B McAdam
Beaumont Hospital, Dublin, Ireland

10. Vortex formation time; a novel differentiator 
between physiological and pathological cardiac 
adaptation
S Cuddy, G King, A Bajrangee, R Murphy, C Daly
St James’s Hospital, Dublin, Ireland

11. Conscious sedation as the default anaesthetic 
approach for Transcatheter Aortic Valve Insertion 
(TAVI)
A Bajrangee, JJ Coughlan, V Sullivan, A Tierney, I Ullah, 
C O’Connor, R Flood, RT Murphy, B Foley, AO Maree, 
PA Crean
St James’s Hospital, Dublin, Ireland
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GENERAL POSTER SESSION 1

12. Differences between overweight/obese patients and 
normal weight patients with stable heart failure. A 
possible link to survival benefit
1R Pharithi, 2E Egom, 3V Maher, 3S Fall, 4S Fahy, 4A Jago, 
3F Cagney, 3C Murphy, 3A Maher 
1Heart Efficiency Department, Adelaide and Meath 
Hospital, Incorporated with National Children’s Hospital 
Tallaght, Dublin, Ireland

2Trinity College Dublin, Ireland
3Adelaide and Meath Hospital, Incorporated with National 
Children Hospital, Tallaght, Dublin, Ireland

4Tallaght Institute of Technology, Tallaght, Dublin, Ireland

13. Audit of thyroid and liver function testing in patients 
with heart failure on chronic amiodarone therapy – 
Are we testing appropriately?
K Millar, A McInerney, H Hussein, B McAdam
Dept of Cardiology, Beaumont Hospital, Dublin, Ireland

14. Myocardial dysfunction in ANCA vasculitis 
measured by two-dimensional speckle tracking 
echocardiography
A Bajrangee, S Mahabir, G King, S Cuddy, C Feighery, 
A Maree, N Conlon, RT Murphy
St James’s Hospital, Dublin, Ireland

15. Elevated troponins and normal coronary angiogram
M Ahmed, A Abdullah, T Kiernan
University Hospital Limerick, Limerick, Ireland

16. Hospitalisation with acute heart failure: the patient’s 
view. Results from a qualitative study of the acute 
heart failure pathway
1C Keane, 2JP Riley, 1K McDonald, 1R O’Hanlon, 
1M Ledwidge, 1J Gallagher, 1M Walshe, 2M Cowie, 3P Kalra
1St Vincent’s University Hospital, Heart Failure Unit and 
School of Medicine and Medical Science, University 
College Dublin, Ireland

2Imperial College, London, UK
3Portsmouth Hospital Trust, Portsmouth, UK

17. Reduction in left ventricular myocardial function in 
long-term paediatric neuroblastoma survivors
T Prendiville, A Deery, C Owens, J Pears, M Capra, 
L Walsh, K Warciak
Our Lady’s Children’s Hospital Crumlin, Dublin, Ireland

18. Higher mortality in normal weight heart failure 
patients is unexplained by differences in gender, 
age, ventricular function or drug treatment
1R Pharithi, 1M Carey, 1S Fall, 1B Khan, 2E Egom, 
1D Moore, 1V Maher, 1N Starr
1The Adelaide and Meath Hospital, Dublin, Incorporating 
National Children’s Hospital, Tallaght, Dublin, Ireland

2Trinity College Dublin, Ireland

19. The prevalence of elevated natriuretic peptide in a 
diabetic population without a history of heart failure
G O’Carroll, V Harkins, J Gallagher, S James, 
E O’Connell, M Ledwidge, C Watson, K McDonald
St Vincent’s University Hospital, Dublin, Ireland

20. Audit on the use of endomyocardial biopsy for 
diagnosis of non-transplant related cardiac 
conditions: single centre experience
1A George, 2M Moore, 2E Lau, 2M Roberts, 2L Dixon, 
2B Herron, 2C Owens
1National Health Service, Northern Ireland 
2Belfast HSC Trust, Northern Ireland 

21. Communication difficulties in the care pathway 
of patients admitted to hospital with acute 
decompensated heart failure
1M Walshe, 1C Keane, 1J Gallagher, 1K McDonald, 
2R O’Hanlon, 1M Ledwidge
1St Vincent’s University Hospital, Heart Failure Unit And 
School of Medicine and Medical Science, University 
College Dublin, Ireland 

2St Vincent’s University Hospital, Heart Failure Unit, 
Dublin, Ireland 
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22. Incidence and predictors of permanent pacemaker 
insertion after perceval sutureless aortic valve 
implantation – A retrospective single-centre study
1D Moran, 2CDeAsmundis, 3J Nijs
1Vrije Universitaire Brusse, Brussels Belgium 
2Heart Rhythm Management Centre Vrije Universitaire 
Brussel, Brussels Belgium 

3Cardiothoracic Surgical Department Vrije Universitaire 
Brussel, Brussels Belgium

23. Three year review of mitral valve surgery: 
predictability of mitral valve repair
L Casey, T Ni Dhonnchu, M Rackauskas, J McCarthy
Mater Misericordiae University Hospital Dublin, Ireland 

24. Absence of a weekend effect on 30 day mortality 
among 3,757 patients with acute myocardial 
infarction
1R Noad, 2M Stevenson, 3N Herity
1Belfast Trust, Belfast, Northern Ireland
2Cente for Public Health Queens University Belfast, 
Northern Ireland 

3Belfast Health & Social Care Trust, Belfast, Northern 
Ireland 

25. Determinants of PCI success in repeat chronic 
total occlusion procedures following an initial failed 
attempt
N Ryan, C Cuevas, A Quiros, P Dingli, P Salinas, 
O Vedia-Cruz, L Nombela-Franco, I Nuñéz-Gil, 
P Jiménez-Quevedo, A Fernandez-Ortiz, N Gonzalo, 
J Escaned
Hospital Clínico San Carlos, Madrid, Spain

26. A retrospective audit of in-hospital 30-day mortality 
from acute myocardial infarction in Connolly 
Hospital Blanchardstown
1M Hensey, 2M Cronin, 2J O’Neill, 2J Galvin
1St Vincent’s University Hospital, Dublin, Ireland 
2Connolly Hospital Blanchardstown, Dublin, Ireland 

SESSION 4 Chair: Mr Michael Tolan, Irish Cardiac Society

11.00–11.30 “21st Century technologies for heart valve and heart 
replacement”

Prof Christopher McGregor
Professor of Cardiac Surgery, University College London, 
Institute of Cardiovascular Science, London, UK

11.30–12.20 ORAL ABSTRACT PRESENTATIONS 2

27. Impact of multivessel disease on clinical endpoints
1A Abdullah, 1M Ahmed, 1C Cahill, 1C Ahern, 1K Mannix, 
1B Meany, 1T Hennessy, 1S Arnous, 2L Keary, 3M Keane, 
1T Kiernan
1University Hospital Limerick, Ireland 
2Bon Secours Hospital, Kerry, Ireland
3Kerry General Hospital, Ireland 

28. STEMI in the elderly: are we treating appropriately, a 
large primary pci centre experience
S Cuddy, V Sullivan, G Mellotte, I Yearoo, P Crean, A 
Maree, R Murphy
St James’s Hospital, Dublin, Ireland 

29. Long-term outcomes in the surgical management 
of left ventricular outflow tract obstruction in 
hypertrophic cardiomyopathy
R Collis, O Watkinson, C O’Mahony, O Guttmann, P Elliott
Barts Heart Centre, London, UK

30. Does the HEART score predict outcomes of chest 
pain admissions and can it facilitate a safe early 
discharge?
A Bajrangee, S Mahabir, R Flood, A Tierney, JJ Coughlan, 
I Ullah, V Sullivan, AO Maree
St James’s Hospital, Dublin, Ireland 
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31. Cardiac myxoma in the Republic of Ireland: A 
national incidence study
1T Ni Dhonnchu, 2A Daly, 3S Ogbo, 4L Keita, 1N Mulligan, 
1J McCarthy
1Mater Misericordiae University Hospital, Dublin, Ireland 
2Cork University Hospital, Cork, Ireland
3St James’s Hospital, Dublin, Ireland
4University College Hospital Galway, Ireland 

12.20–12.30 TAVI Update

Dr Darren Mylotte
University College Hospital Galway, Ireland

12.30–14.00 LUNCH

SESSION 5 Joint Irish Atherosclerosis Society / Irish Cardiac 
Society Session

Chairs: Dr Vincent Maher, Irish Cardiac Society 
 Dr Ian Menown, Irish Atherosclerosis Society

14.00–14.30 Can we cure atherosclerosis? – Overview of 
cardiovascular risk in populations, evidence for 
atherosclerosis regression, potential role of PCSK9 
inhibition, and safety considerations from long 
term therapies and pharmacologically induced low 
LDL-C levels
Prof Jennifer G Robinson
Director of Prevention Intervention Centre, University of 
Iowa, Iowa USA

14.30–15.20 ORAL ABSTRACT PRESENTATIONS 3

32. Highly selective troponin T (hsTnT) and heart-type 
fatty acid-binding protein (H-FABP) as markers of 
type 4a myocardial infarction and adverse events in 
elective percutaneous coronary intervention (PCI)
1M Connolly, 1J Shand, 1M Kinnin, 2MJ Kurth, 2J Lamont, 
1I Menown, 1D Mc Eneaney 
1Cardiovascular Research Unit, Craigavon Cardiac Centre, 
Southern Trust, Northern Ireland

2Randox Laboratories Ltd, Crumlin, Northern Ireland

33. The genesis and development of a multidisciplinary 
atrial fibrillation clinic
1E Morrissey, 2R Pharithi, 2DMoore, 1CMc Manamly, 
3CBurke, 3RCollins 
1Department of Pharmacy, Tallaght Hospital, Dublin, Ireland 
2Department of Cardiology, Tallaght Hospital, Dublin, Ireland
3Department of Stroke Tallaght Hospital, Dublin, Ireland 

34. Hour QT analysis in the prediction of genotype 
positivity in suspected LQTS: a study in both 
proband and family screening populations
1S Tuohy, 2M Smyth, 3J Galvin, 3C McGorrian
1Mater Misericordiae University Hospital, Dublin, Ireland
2University College Dublin, Dublin, Ireland
3Mater Heart House, Dublin, Ireland

35. Prevalence of Brugada Syndrome in high risk Irish 
population – data from cardiac risk in younger 
persons (CRYP), Tallaght, Dublin
D Ranganathan, H Connaughton, H Sulaiman, D Ward
Tallaght Hospital, Dublin, Ireland

36. Simplifying the audit of risk factor recording and 
control: A report from an international study in 11 
countries
1I Graham, 2M Zhao, 3T Conney, 2K Klipstein-Groubusch, 
2D Grobbee
1Trinity College, Dublin, Ireland 
2UMC Utrecht, Holland
3St Vincent’s Hospital, Dublin, Ireland

15.20–15.30 Guidelines for Heart Failure Diagnosis in the 
Community

Prof Ken McDonald, President, Irish Cardiac Society

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

MODERATED POSTER SESSION 2
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37. Neutrophil to lymphocyte ratio as a predictor 
of outcomes and plaque burden in ST segment 
elevation myocardial infraction (STEMI)
A Bajrangee, S Mahabir, A Tierney, R Flood, JJ Coughlan, 
C Hickie, FA Murray, B Gorna, P Srinivas, I Ullah, 
V Sullivan, AO Maree
St James’s Hospital, Dublin, Ireland

38. The outcomes of patients post cardiac arrest in the 
primary PCI era: the St James’s experience
1C O’Connor, 2R Murphy, 2D O’Hare, 2I Yearoo, 2S Cuddy, 
2I Ullah, 2D McGuane, 2V Sullivan, 2B Foley, 2G Mellotte
1University College Limerick, Ireland 
2St James’s Hospital, Dublin, Ireland 

39. Ministernotomy for aortic valve replacement – Is it 
safe and effective?
E Ryan, S Bargenda, N El-Tayeb, J Hurley, J McCarthy
Mater Private Hospital, Dublin, Ireland 

40. The first irish minimally invasive mitral repair cases
M Tolan
St James’s Hospital, Dublin, Ireland

41. Renal insufficiency, bleeding and prescription of 
discharge medication in patients undergoing percu-
taneous coronary intervention in the National Heart, 
Lung and Blood Institute (NHLBI) Dynamic Registry
1A Bajrangee, 2R Margey, 3F Selzer, 4H Jneid, 5O 
Marroquin, 5S Mulukutla, 6W Warren, 7A Jacobs, 1A Maree
1St James’s Hospital, Dublin, Ireland
2Mater Private, Dublin, Ireland
3Department of Epidemiology, Division of Cardiology, 
University of Pittsburgh, USA

4Division of Cardiology, Michael E DeBakey VA Medical 
Center and Baylor College of Medicine, USA

5Division of Cardiology, University of Pittsburgh Medical 
Center, USA

6Division of Cardiology, The University of New Mexico 
School of Medicine, USA

7Division of Cardiology, Boston Medical Center and 
Boston University School of Medicine, USA

GENERAL POSTER SESSION 2

42. Outcome of primary PCI in older population
A Abdullah, M Ahmed, C Aherne, M Abdurahman, 
B Meany, T Kiernan
University Hospital Limerick, Ireland 

43. Under utilisation of thrombolysis in the National ACS 
Programme: the St James’s experience
S Cuddy, G Mellotte, V Sullivan, I Yearoo, A Maree, 
P Crean, R Murphy
St James’s Hospital, Dublin, Ireland 

44. Multi-vessel PCI in stemi after the Prami Trial: the 
Irish experience
S Cuddy, V Sullivan, G Mellotte, I Yearoo, A Maree, 
R Murphy, J Cosgrave
St James’s Hospital, Dublin, Ireland

45. Intravascular ultrasound guidance of percutaneous 
coronary interventions in ostial chronic total 
occlusions
N Ryan, O Vedia-Cruz, P Dingli, P Salinas, 
L Nombela-Franco, I Nuñéz-Gil, P Jiménez-Quevedo, 
N Gonzalo, A Fernandez-Ortiz, J Escaned
Hospital Clínico San Carlos, Madrid Spain

46. Grouping of procedures improves catheterisation 
laboratory efficiency – A single centre experience 
A McInerney, C Power, S Geraghty, T Morgan, D McEvoy, 
L Collins, T Gumbrielle
Beaumont Hospital, Dublin, Ireland 

47. A comparison of two algorithms in the prediction 
of accessory pathway localization in children with 
Wolff-Parkinson-White
1D Moran, 2W Dewals, 3H Couti, 3C De Asmundis, 
2A Benatar
1Vrije Universiteit Brussels, Belgium
2Paediatric Cardiology Department, Vrije Universiteit 
Brussels, Belgium

3Heart Rhythm Management Centre, Vrije Universiteit 
Brussels, Belgium
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48. Use of amiodarone for direct current cardioversion – 
A five year study
Z Sharif, S Yogeswaren, S Ahmad, J Cosgrave
Royal College of Physicians, Dublin, Ireland

49. The role and impact of a pharmacist in a multi-
disciplinary atrial fibrillation clinic
1E Morrissey, 2R Pharithi, 3R Collins, 1C Mc Manamly, 
3C Burke, 2D Moore
1Department of Pharmacy, Tallaght Hospital, Dublin, Ireland 
2Department of Cardiology, Tallaght Hospital, Dublin, Ireland
3Department of Stroke Tallaght Hospital, Dublin, Ireland 

50. Insertable cardiac monitors to detect AF in 
‘cryptogenic stroke’
C Mahon, C McCreery, I Noone, P Flynn
St Vincent’s University Hospital, Dublin, Ireland

51. Coronary sinus as predictor of atrial flutter in 
patients with narrow complex tachycardia
M Alkhalil, A Kearney, R Gregory, N Cromie
Mater Hospital Belfast, Northern Ireland 

52. Adherence to the ESC 2013 Cardiac Pacing 
Guidelines
M Bakhet, L Murphy, P Nash
National University of Ireland, Galway, Ireland 

53. Incidence of pacemeker device infection. Five year 
data from a single centre
C Mahon, N Cosgrave, C McCreey
St Vincent’s University Hospital, Dublin, Ireland

54. ICD deactivation at end of life in Northern Ireland 
2013–2015
R Noad, L Hill, L Dixon
Belfast Health & Social Care Trust, Northern Ireland

55. Comparison of longitudinal change in soluble ST2 
versus B-type natriuretic peptide to predict major 
adverse cardiovascular events in asymptomatic 
patients in the community
1C Watson, 2I Tea, 3N Glezeva, 4S Zhou, 5S James, 

4J Gallagher, 6J Januzzi, 4M Ledgwidge, 4K McDonald
1 Queens University Belfast, Northern Ireland
2 Lankenau Medical Centre, USA
3 University College Dublin, Ireland
4 Heartbeat Trust, Crofton Terrace, Dun Laoghaire, Dublin, 
Ireland

5 St Vincent’s University Hospital, Dublin, Ireland
6 Massachusetts General Hospital, USA

56. Dietary nitrate: a novel but potent antihypertensive 
strategy in uncontrolled hypertension and 
obstructive sleep apnoea syndrome
C Kerley, E Dolan, L Cormican
Connolly Hospital, Blanchardstown, Dublin, Ireland

SESSION 6 Brian Maurer Young Investigator Award

Chair: Prof Ken McDonald, President Irish Cardiac Society

Judges: Dr Magnus Ohman, Prof Kenneth Dickstein

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.

16.00–17.00 ORAL PRESENTATIONS

57. Can a structured intervention programme improve 
the biophysical and psychosocial wellbeing in 
children with congenital heart disease?
1S Callaghan, 1L Morrison, 1,2C McCusker, 1,2FA Casey
1Royal Belfast Hospital for Sick Children, Belfast, UK
2Queens University Hospital Belfast, UK
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58. Prediction of contrast induced nephropathy using 
novel biomarkers following elective contrast 
coronary angiography
1 M Connolly, 1M Kinnin, 1DMc Eneaney, 1I Menown, 
2N Morgan, 3M Harbinson
1Cardiovascular Research Unit, Craigavon Cardiac Centre, 
Southern Trust, Northern Ireland 

2Department of Nephrology, Daisy Hill Hospital, Southern 
Trust, Northern Ireland

3Centre for Experimental Medicine, Queens University 
Belfast, Northern Ireland

59 Diastolic blood pressure, subclinical myocardial 
damage, and cardiac events: Implications for blood 
pressure control
1,2 JW McEvoy, 1Y Chen, 1A Rawlings, 3RC Hoogeveen, 
3CM Ballantyne, 2RS Blumenthal, 1J Coresh, 1E Selvin
1 Department of Epidemiology and the Welch Center for 
Prevention, Epidemiology and Clinical Research, Johns 
Hopkins Bloomberg School of Public Health, Baltimore, 
MD USA 

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

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

60 A comparison of HFrEF vs HFpEF’s clinical workload 
and cost in the first year following hospitalization and 
enrollment in a disease management programme
1T Murphy, 1D Waterhouse, 1S James, 1C Casey, 
1E Fitzgerald, 1E O’Connell, 1,2C Watson, 1J Gallagher, 
1M Ledwidge, 1K McDonald
1St Vincent’s University Hospital, Dublin, Ireland 
2Centre for Experimental Medicine, Queens University 
Hospital, Belfast, UK

17.00–17.35 ICS AGM

17.45–18.45 Stokes Lecture: 
‘The Role of Aspirin in Acute Coronary Syndromes: 
A 30-year Journey’

Prof E Magnus Ohman, Professor of Medicine
The Kent and Siri Rawson Director, Duke Program for 
Advanced Coronary Disease
Vice-Chair, Department of Medicine – Development and 
Innovation
Associate Director, Duke Heart Center
Senior Investigator, Duke Clinical Research Institute
Duke University Medical Center, North Carolina, USA

19.45 PRE-DINNER RECEPTION

20.30 DINNER

Saturday, 8 October 2016

09.00–09.30 Cardiology Education & Training Update

Dr Jim Crowley / Prof Brendan McAdam

National Specialty Directors, Irish Board for Training in 
Cardiovascular Medicine

SESSION 7 Joint ICS / ESC Session; Heart Failure Guidelines

Chair: Prof Brendan McAdam

10.00–10.45 Prof Kenneth Dickstein, European Society of Cardiology

10.45–11.00 Local View – Prof Ken McDonald, Irish Cardiac Society

11.00–11.15 Brian McGovern Fellowship Update

Dr Darragh Moran, Vrije Universiteit Brussels, Belgium

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.
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65. Out-of-hospital cardiac arrests in the older 
population in Ireland
1R Tanner, 2M Jensen, 2S Masterson, 3P Wright, 
4D Hennelly, 3P Andrew, 5G Bury, 4C O’Donnell, 
6M O’Reilly, 7C Deasy
1Mater Misericordiae University Hospital, Dublin, Ireland 
2OHCAR, Ireland
3Department of General Practice, Ireland
4National Ambulance Service, Ireland 
5Univsersity College Dublin, Dublin, Ireland
6Dublin City Fire Brigade, Dublin, Ireland 
7Emergency Medicine Cork University Hospital, Cork, 
Ireland

66. Prevalence of Fabry disease among patients 
diagnosed hypertrophic cardiomyopathy and 
unexplained left ventricular hypertrophy in 
St James’s Hospital (2013–2015)
H Sulaiman, E Finegan, A Rakovac Tisdall, R Murphy
Cardiology Department, St James’s Hospital, Dublin, Ireland

11.45–12.45 DEBATE

Motion: ‘Is there a need for a Heart Team?’

Chair: Dr Albert McNeil, President, Irish Cardiac Society

Prof Keith G Oldroyd, Consultant Interventional 
Cardiologist, NRS Champion for CV Disease West of 
Scotland Regional Heart & Lung Centre, Golden Jubilee 
National Hospital, Glasgow, Scotland

Prof William Wyns, Co-Director Cardiovascular Centre 
Aalst Belgium

12.45 Close of ICS Scientific Sessions 2016

PARALLEL SESSION

11.15–12.30 North-South GP/Specialist Care Initiative

11.15–11.45 MODERATED POSTER PRESENTATION / 
EXHIBITION / COFFEE

MODERATED POSTER SESSION 3

61. Predictive performance of heart fatty acid-binding 
protein (H-FABP) and highly sensitive troponin T 
(hsTnT) in patients with suspected coronary artery 
disease
1M Connolly, 1M Kinnin, 2MJ Kurth, 2J Lamont, 
1I Menown, 1D Mc Eneaney
1Cardiovascular Research Unit, Craigavon Cardiac Centre, 
Southern Trust, Northern Ireland

2Randox Laboratories Ltd, Crumlin, Northern Ireland

62. Low density lipoprotein cholesterol (LDL-C), are we 
achieving treatment goals in patients after acute 
coronary syndrome? A real world observational study
A Zein, R Saeidi R, J Patel J, S O’Connor 
University Hospital, Waterford, Waterford, Ireland 

63. Daily activity per minute slept drops with renal 
impairment in patients with chronic stable heart 
failure
2E Egom, 1R Pharithi, 3A Jago, 3S Fahy, 1S Fall, 
3F Cagney, 1V Maher, 1A Maher 
1Heart Efficiency Department, Adelaide and Meath 
Hospital Incorporated with National Children’s Hospital 
Tallaght, Dublin, Ireland

2Trinity College Dublin, Ireland
3Tallaght Institute of Technology, Tallaght, Dublin, Ireland

64. Safety and efficacy outcomes of cryoballoon 
ablation in patients with paroxysmal and persistent 
atrial fibrillation
L O’Neill, R Tanner, A Jacobsen, J McCabe, J Thornton, 
M Cronin, E Keelan, J Galvin
Mater Misericordiae University Hospital, Dublin, Ireland
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ORAL ABSTRACT PRESENTATIONS 1

1. Peripheral blood natriuretic peptide is 
associated with myocardial fibrosis and 
cardiac tissue expression of natriuretic peptide 
and fibro-inflammatory genes in patients with 
normal ejection fraction
1C Watson, 2P Collier, 2D Phelan, 1N Glezeva, 1J Baugh, 
1K McDonald, 1M Ledwidge
1 School of Medicine University College Dublin, Ireland
2 Cleveland Clinic, Ohio, USA

Introduction: The St Vincent’s Screening TO Prevent Heart Failure 
(STOP-HF) study showed that preclinical left ventricular diastolic 
dysfunction (PCDD) is more prevalent than left ventricular systolic 
function, that peripheral blood natriuretic peptide (NP) can be used 
to identify asymptomatic myocardial disease and that NP correlates 
with disease severity. 

Methods: We investigated peripheral blood biomarkers associated 
with PCDD and corresponding myocardial gene expression of the 
biomarkers in 35 consecutive, consenting stable patients with normal 
ejection fraction (EF >45%) undergoing elective CABG surgery. Atrial 
tissue was obtained adjacent to the venous cannulation site and was 
stained for collagen using picosirus red and macrophage markers. 
Patients were categorized as PCDD or controls based on Doppler 
Echocardiography. Biomarkers and genes of interest included 
fibro-inflammatory genes, NP and its main transmembrane receptor 
Natriuretic Peptide Receptor A (NPRA).

Results: Patients were aged 67.4+/-9.8 years, 25 (69%) were 
male, 18 (53%) had hypertension and 5 (14%) had diabetes. 
Preclinical LVDD patients (n=10) had greater tissue collagen volume 
fraction, E/Eprime (12.5+/-2.6 vs. 8.4+/-2.0), LAVI (30.6+/-4.2 
vs. 27.8+/-3.4) and atrial fibrillation (70% vs 8%) than controls (all 
p<0.05). PCDD was associated with increased myocardial gene 
expression of collagen 1, collagen 3, MMP2, TNFalpha, Thy1, LOX, 
Ferritin and RPCP. M2 Macrophage marker CD163 was strongly 
correlated with collagen 1 and 3 expression as well as myocardial 
expression of BNP and NPRA. BNP levels were significantly higher 

in preclinical LVDD patients (163+/-147 vs. 57+/-85, p<0.01) 
but no other peripheral blood biomarkers of inflammation, collagen 
turnover or extracellular matrix turnover differed between the groups. 
BNP was the only blood biomarker that correlated with myocardial 
expression of the corresponding gene.

Conclusion: PCDD is associated with elevated peripheral 
blood NP, myocardial fibrosis and altered expression of fibro-
inflammatory genes in the myocardium. Unlike other markers 
of fibro-inflammation, peripheral blood NP was correlated with 
myocardial tissue expression of its corresponding gene and these 
data underline the value of peripheral blood NP in risk stratification 
in PCDD.

2. Lifestyle behaviour outcome in heart failure 
prevention programme
1S James, 2E Tallon, 2D Connell, 3E O’Connell, 1M Wilkinson, 
4C Watson, 3J Gallagher, 3M Ledwidge, 1K McDonald
1 St Vincent’s University Hospital, Dublin, Ireland
2 STOP-HF Screening Service, St Michael’s Hospital 
Dun Laoghaire, Co. Dublin, Ireland 

3 Heartbeat Trust, Crofton Terrace, Dun Laoghaire, Co. Dublin, Ireland
4 Conway Institute University College Dublin, Ireland 

Introduction: The St Vincent’s Screening To Prevent Heart 
Failure (STOP-HF) Programme has shown to be clinical and cost 
effective. The use of RAAS modifying agents in part contributed 
to the reduction in the cardiovascular and heart failure endpoints. 
The impact of the strategy on lifestyle factors had not been fully 
examined. We aim to assess the lifestyle behaviour in the STOP-
HF Programme.

Methods: 739 at risk individuals attending the STOP-HF 
Programme were included.
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Abstract 2 Table 1: Population Characteristics

Control Intervention

N 350 389

Age, med[IQR] 65.99 63.68

Male, n (%) 157 (44.86%) 213 (54.76%)

Diagnoses, (%)

Hypertension 71.71 69.67

Ischaemic heart disease 33.72 36.25

Diabetes mellitus 13.71 13.11

Atrial fibrillation 10.57 12.85

Clinical measurements, med[IQR]

BP, mmHG 144/80 143/82

BMI, kg/m2 27 27

Abdominal girth, inch 38.5 39

Biomarker, med[IQR]

BNP, pg/ml 21 22

Cholesterol, mmol/L 5 5

LDL, mmol/L 2.65 2.6

HDL, mmol/L 1.28 1.16

Results: The characteristics, and lifestyle behaviour were recorded. 
The lifestyle behaviour questionnaires were collected at two-time 
points, 2004 and 2010, included smoking, alcohol intake, salt 
intake, 30-minute walk, and exercise habits. The exercise habit 
was reported as intensity of exercise by multiplying the frequency 
with level of exercise. Frequency is determined as times in a week 
of minimum 20-minute exercise. Level of exercise is graded as 1 
(mild), 1.5 (moderate) and 2.5 (strenuous).

Abstract 2 Figure 1: Smoking & Exercise Habits in STOP-HF 
Programme
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The 30-minute walk habit change was not significant (-0.1466+/-
3.081 vs. 0.0842+/-3.351). There were reduction of total alcohol 
intake/week in control arm (-2.041+/-21.19) and intervention arm 
(-0.1277+/-11.87), however not significant. Salt habit at table and 
during cooking also did not change significantly.

Conclusion: Despite promising significant changes of reduction 
in smoking habit and increase in exercise intensity within each 
study arm, the between study arm changes are not significant. 
The alcohol intake, salt intake, and 30-minute walk habits did not 
change. These observations support the initial inference of RAAS 
modifying therapies role in the positive clinical outcome of STOP-
HF Programme. These data should be use to guide focus on non-
pharmacological strategies on heart failure.

3. Analysis of care pathways in patients 
admitted with acute decompensated heart 
failure (ADHF) shows a missed opportunity 
during the prehospital period to minimise the 
risk of admission
J McCambridge, M Walshe, C Keane, R O’Hanlon, 
M Ledwidge, J Gallagher, K McDonald
Heartbeat Trust, Crofton Terrace, Dun Laoghaire, Co. Dublin, Ireland 

Introduction: Heart failure (ADHF) admission rates remain a major 
challenge. There is a paucity of data available relating to the pre-
hospital phase of care prior to admission with ADHF. We aimed to 
achieve a more complete understanding of this period, which may 
allow for more effective pre-hospital intervention thereby preventing 
admission.

Method: In an ongoing study analysing care pathways in patients 
admitted to St Vincent’s University Hospital with ADHF (de novo 
presentations, DN, and recurrent admitters, RA), focus was placed 
on the pre-hospital period to assess duration of symptoms, seeking 
of pre-hospital medical assessment, the nature of any intervention 
heart failure-directed (HFI) or otherwise and, in the case of RA, the 
effectiveness in reporting weight gain. This interim analysis includes 
50 patients. Data was gathered from clinical patient surveys,

conducted by a heart failure nurse specialist and completed by the 
patient and a designated family member.

Result: Of a total of 50 patients, 30 (60%) were DN and 20 (40%) 
were RA. Median years since HF diagnosis for RA was 4.5 years. 
Median age was 72 years (69 for DN, 76 for RA). RA had a higher 
number of co-morbidities (4.5) compared to DN (3). More than 75% 
of patients in both groups reported a symptom duration of >3 days. 
Of RA, 90% (18) reported monitoring their weight and 72.22% (13 
of 18) of those noted a weight gain of <2kg over two days along with 
their symptoms. Of those who noted a weight gain, 76.92% (10 of 
13) reported it to a doctor prior to admission. There was a high rate 
of patients seeking medical advice in the community (in a GP/HF/
general cardiology clinic) prior to admission: 66.67% (20) of DN and 
75% (15) of RA. Cardiology review (general or HF-specific) was more 
common in RA (50%, 10) compared to DN (3.33%, 1). 63.33% 
(19) of DN and 25% (5) of RA were reviewed by a GP only. Of the 
DN who were seen by a GP only, 15.79% (3 of 19) were prescribed 
an HFI (commencement of a diuretic or alteration of their established 
diuretic regimen), 31.58% (6 of 19) were prescribed another therapy 
(primarily antibiotics alone or with steroids) and in 52.63% (10 of 19) 
there was no intervention. Of the RA who were seen by a GP only, 
0% (0 of 5) were prescribed an HFI, 20% (1 of 5) were prescribed 
another therapy and there was no intervention in 80% (4 of 5).

Conclusion: Due to the prolonged duration of symptoms and the 
high rate of patients seeking medical advice in the community, there 
is both time and opportunity in which to implement a more effective 
HFI during the pre-hospital phase of care for patients presenting 
with ADHF. Improved patient education and improved recognition 
of HF features by GP’s with streamlined access to outpatient 
specialist assistance may allow for earlier appropriately directed HFI, 
potentially reducing the risk of admission.

4. Value of contrast-enhanced cardiovascular 
magnetic resonance (CMR) in detection of 
additional abnormalities in family memebers of 
sudden cardiac death due to cardiomyopathy
S Jadhav, D Ward, O Osuntokun, H Cooney, O Buckley, C Daly
Tallaght Hospital, Dublin, Ireland
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Introduction/background: The prevalence of Sudden Cardiac 
Death (SCD) in the Irish people aged 15–35 years is estimated at 
2.68 per 100,000/yr. Over 1/3 of SCD deaths are attributed to 
cardiomyopathies which are frequently inherited in an autosomal 
dominant pattern, meaning first degree relatives have a 50% 
chance of being affected. Population screening for these conditions 
is challenging due to low prevalence, genetic heterogeneity 
and variable penetrance, along with insensitive diagnostic tools. 
Conventional echocardiography is an accepted tool in screening, 
however sensitivity varies considerably. Gadolinium contrast cardiac 
MRI (gCMR) in this population has not previously been evaluated.

Hypotheses: The addition of gCMR as standard evaluation of first 
degree relatives of SCD victims will aid in identification of affected 
relatives at an earlier stage and improve our ability to prevent 
further deaths.

Methods: This is a single center observational study of first degree 
relatives of SCD victims due to Cardiomyopathy. Assessment 
compromised a history, family pedigree, electrocardiogram (ECG), 
ambulatory ECG monitoring (Holter), exercise testing (EST), 
2-Dimensional Echocardiogram (ECHO), signal average ECG 
(SAECG), and gCMR. All results interpreted by experienced 
physicians, and where necessary expert opinion from relevant 
specialities was sought. Patients were excluded from the study if 
they were aged below 16 years, pregnant or breastfeeding, or had 
renal impairment GFR<30ml/min/1.73m2).

Results:

• 102 individuals were included.

• 41 had abnormal gCMR (A-gCMR). Of these 54% had 
only structural abnormalities and almost 1/3 had structural 
abnormality with fibrosis as demonstrated by late gadolinium 
enhancement (LGE). 6 individuals had fibrosis only – i.e. no 
other structural findings.

• CMR and ECHO agreed on 68% of results.

• gCMR changed the diagnosis completely in 30 individuals.

• gCMR identified a new diagnosis in 14% of individuals whose 
ECHO was reported as being normal. 38% of these new 
diagnoses were based on the identification of LGE.

• gCMR was normal in 17% whose ECHO was reported to be 
abnormal (false positive ECHO) with most common issue being 
over-diagnosis of diastolic dysfunction.

• A-gCMR positively correlated with abnormalities on the other 
non-imaging investigations compared with A-ECHO (an 
additional 14% had abnormal ECG and 7% had abnormalities 
on all 3 of ECG, EST and Holter).

 
Conclusion: Addition of contrast enhanced CMR improves 
diagnostic accuracy and sensitivity compared to ECHO used in 
conventional screening in the first degree relatives of SCD due to 
Cardiomyopathy.

Acknowledgment: The Research was funded by Meath foundation 
The Adelaide & Meath Hospital, Tallaght Dublin 24. 

Abstract 4 Figure 1: CMR Comparison with ECHO
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Abstract 4 Figure 2 (Bubble diagram) and Table 1: Comparison 
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ECG EST Holter SAECG A-ECHO A-CMR 

A-ECHO 54 38 44 19 0 58

A-CMR 68 37 51 17 68 0

Total no. of 
abnormal 
results 

46 38 43 14 48 41

5. The value of calcium scoring in chest pain 
evaluation
G Giblin, R Al Hajri, P Kearney
Cork University Hospital, Cork, Ireland 

Background: NICE guidelines recommend CT calcium scoring as 
first line investigation for low risk chest pain followed by CT coronary 
angiography if the score is 1-400. The AHA and ESC guidelines 
however do not recommend the routine use of calcium scoring in 
chest pain evaluation. In our institution, most patients referred for 
CT investigation of chest pain or asymptomatic risk stratification 
have a CT calcium score (CAC) followed by a CT coronary 
angiogram (CTCA). The CONFIRM trial indicated a prevalence of 
4.9% of coronary stenoses >50% in low risk symptomatic patients 
with a CAC score of zero.

Aims: The aims of this study were: (1) to assess the diagnostic 
performance of CAC and (2) evaluate if there is any incremental 
benefit to routinely performing both CAC and CTCA, considering 
clinical yield and radiation exposure.

Methods: The study period was 01/01/2012 to 31/12/2015. 
Inclusion criteria: (1) patients referred for evaluation of low to 
intermediate risk stable chest pain or (2) asymptomatic patients 
requiring cardiovascular risk stratification. Exclusion criteria: (1) CT 
scans performed to evaluate for anomalous coronaries, coronary 
bypass grafts or pulmonary venous anatomy pre ablation or (2) 
isolated CAC scoring performed without CTCA. The effective 
radiation dose was calculated for all scans in 2015. 

Results: 234 patients underwent a CAC score followed by a 
prospective ECG gated CTCA. Eighteen of these angiograms were 
significantly limited by motion or reconstruction artefact, rendering 
them nondiagnostic, and were excluded leaving 216 diagnostic 

scans in this study. The mean age was 49.5 years (range: 27-
73 years). Forty seven percent (n=101) were female. The mean 
CAC=1 (range 0-1161). Seventy percent (n=152) of patients 
had a CAC score = 0. Of the 152 patients with a CAC of 0, 18% 
(n=28) were found to have mild atheroma on their CTCA. None 
had more significant disease. The diagnostic performance of CAC 
scoring over the four year period was calculated using CTCA as the 
standard. The negative predictive value of a CAC=0 was 100%, 
while the positive predictive value of a CAC >1 for greater than 
mild atheroma, was 70%. The sensitivity of CAC in our patient 
population was 100%, specificity 89%. There were no false 
negative results with a CAC=0. The average total effective radiation 
dose of a combined CAC and CTCA was 3.3mSv (range 1.6-
6.5mSv). The average effective radiation dose for a CAC score was 
0.86mSv (0.3-1.3mSv) while the average for a CTCA was 2.2mSv 
(0.8-4.8 mSv). On average, a CAC test accounts for 26% of the 
effective radiation exposure from the total investigation. There was 
a non linear relationship between CAC score and stenosis severity 
(Figure 1).

Conclusions: CAC scoring demonstrated excellent negative 
predictive value for significant coronary artery disease in low to 
intermediate risk patients. A negative calcium score did not exclude 
mild atheroma, but also did not produce any false negatives for 
significant stenoses. CAC scoring requires considerable radiation 
exposure.

Abstract 5 Figure 1: Stenosis severity correlating with calcium 
score
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MODERATED POSTER ABSTRACTS 1

6. Risk-stratifying biomarkers to predict new 
onset HFpEF: potential roles for BNP, HS-
troponin and Galectin-3
1C Watson, 2E O’Connell, 3J O’Reilly, 4M Wilkinson, 
2J Gallagher, 2M Ledwidge, 4K McDonald
1 Queens University Belfast, Northern Ireland
2 Heartbeat Trust, Crofton Terrace, Dun Laoghaire, Co. Dublin, Ireland
3 University College Dublin, Ireland 
4 St Vincent’s University Hospital, Dublin, Ireland

Introduction: The future prediction of new onset heart failure with 
preserved ejection fraction (HFpEF) is an important component 
of disease prevention strategies. HFpEF is characterised by 
progressive onset of cardiac remodelling and ventricular dysfunction 
providing opportunities to detect these disease manifestations 
earlier and therefore enabling timely intervention. Based on 
HFpEF pathogenesis, potential biomarker candidates in the future 
prediction of new onset HFpEF include natriuretic peptides, high 
sensitivity Troponins, and galectin-3. The purpose of this study was 
to investigate the utility of these biomarker candidates in predicting 
new onset HFpEF in asymptomatic, event free patients with CVD 
risk-factors.

Methods: The study population consisted of 90 patients selected 
from within the longitudinal STOP-HF study (Ireland) which comprises 
asymptomatic patients with CVD risk factors. Thirty of these patients 
developed HFpEF over time, and were propensity matched 2:1 
by age and sex to a cohort that did not develop HFpEF (n=60) 
over a similar time period. BNP, hsTroponin I, and galectin-3 were 
quantified in all patients at two time points. Median time between 
measurements was 1.2 years, and median time between follow-up 
measurement and future HFpEF event was 1.6 years.

Results: Biomarker analysis of hsTroponin I and BNP at baseline 
and follow-up were statistically significant predictors of future new 
onset HFpEF, whereas galectin-3 at follow-up only was a significant 
predictor. A logistic regression model indicated that unadjusted 
biomarker combinations could significantly predict future HFpEF 

using both baseline (AUC 0.77 [0.68,0.87]) and follow-up data 
(AUC 0.86 [0.79,0.94]). NRI between adjusted models indicate 
that it is not necessary to take account of patient medications at 
80% sensitivity. 

A simple clinical prediction rule to approximate the probability 
of future HFpEF development within the next 1-2 years was 
developed. Low and high risk was determined using BNP and 
galectin-3, with hsTropinin I being required to differentiate the 
intermediates. Applying this rule to the follow-up dataset yields 
sensitivity and specificity values of 83% and 71%, respectively. 

Discussion: We provided evidence for the utility of BNP, 
hsTroponin I, and Galectin-3 in the prediction of future HFpEF 
in asymptomatic event-free populations with CVD risk-factors. 
Validation of our biomarker combination models and clinical 
prediction rule in an independent population is required.

7. Association between low-dose aspirin 
use, monocyte biomarkers, matrix 
metalloproteinases and outcome in HFpEF
1N Glezeva, 1C Watson, 1J Baugh, 1K McDonald, 2J Gilmer, 
2C Martin, 2M Santos Martinez, 1M Ledwidge
1 School of Medicine University College Dublin, Ireland 
2 School of Pharmacy Trinity College, Dublin, Ireland

Introduction: Most community heart failure patients present with 
preserved ejection fraction (HFpEF) associated with inflammation, 
monocytosis, endothelial dysfunction and platelet activation. We 
investigated the clinical relationship between low-dose aspirin and 
outcome in HFpEF and the effects of aspirin on monocyte function 
and cell-cell interactions in-vitro.

Methods: In a retrospective analysis of HFpEF patients, we 
identified 150 patients taking low-dose (75 mg/day) aspirin 
and age/sex-matched HFpEF controls not taking aspirin over 
a 3 year follow-up period. From this cohort, we also studied 
HFpEF age/sex-matched patients (14 aspirin, 14 non-aspirin) 
using primary monocyte isolation, monocyte qPCR, serum 
matrix metalloproteinase (MMP) and inflammatory marker 
assays. Finally, primary monocytes were isolated from 6 healthy 
volunteers, analysed using flow cytometry for monocyte-platelet 
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complexes,,monocyte chemotaxis assays, and co-cultured with 
platelet releasate (PR, 16h) with and without aspirin.

Results: Aspirin was associated with higher overall survival 
and lower HF hospitalisations over the 3-year follow up period 
(HR=0.605, 95% confidence interval, 0.389-0.961). Serum 
MMP2 and sCD163 were significantly reduced in aspirin HFpEF 
versus matched HFpEF controls. The majority (88%) of donor 
monocytes were complexed with platelets. Monocyte incubation 
with PR caused cell activation, increased release of matrix 
metalloproteinas and MCP1 as well as increased monocyte 
invasiveness in an in-vitro transwell assay. Inflammatory cytokines 
(IL1alpha, IL1beta, CCL17) and gene expression of PSGL was 
reduced by aspirin as was monocyte invasion was reduced by 50% 
with aspirin treatment (p<0.01).

Conclusion This retrospective study shows an association 
between the use of low-dose aspirin and better clinical outcome 
in HFpEF, associated with reduced sCD163 and circulating matrix 
metalloproteinase. These effects may be related to antiplatelet 
mediated modulation of monocyte function. Further work is required 
to evaluate antiplatelet strategies in HFpEF.

8. Standards of heart failure management in 
medical and cardiology wards 2014–2015
1R Noad, 2J Thompson, 2L Hill, 2L Dixon
1 Belfast Trust, Northern Ireland
2 Belfast Health & Social Care Trust, Northern Ireland 

Background: The most recent National Heart Failure Audit 
(2013-2014) demonstrated that those patients in medical wards 
had lower levels of evidenced based therapy and higher levels 
of mortality. The aims of this audit were to assess management 
of heart failure in medical and cardiology wards against national 
guidance to determine standards of care in each and learning points 
for improvement in care.

Methods: A random sample of patients admitted to both medicine 
and cardiology between Jan 2014 and June 2015 was obtained. A 
retrospective examination of online hospital records was performed 
and results compared with National Heart Failure Audit 2013-2014.

Results: Overall, 100 patients sampled who were admitted 
medically and 149 patients sampled who were admitted to 
cardiology with heart failure during the study period.

Medical patients on average 10 years older than cardiology patients 
(80.7±10.1 years versus 70.3±12.9 years, p<0.001) and were 
more likely to be female (57% vs 23%, p<0.001). Overall 71% of 
medical and 99% of cardiology patients had had an ECHO in the 
year before or after admission, compared with 91% for national 
heart failure audit. There was a significantly higher portion of 
patients with moderate to severe LV systolic dysfunction admitted 
to cardiology (72% vs 28%, p<0.001). Use of evidenced based 
therapy in this group and comparison with national audit standards 
is summarised in Table 1. Medical patients had a higher incidence 
of a subsidiary diagnosis, for example, sepsis, on discharge 
(76% vs 16%, p<0.001), although length of stay was longer for 
cardiology patients (17.7±14.7 days vs 7.5±7.6 days, p<0.001). 
Mortality is summarised in Table 2, and was significantly increased 
in medical patients, likely due to a combination of increased age 
and comorbid status, and reduced evidenced based therapy.

Conclusion: Comparison of management of heart failure between 
medical and cardiology wards revealed two different patient groups 
in terms of; age and comorbid status and ECHO findings. Whilst 
cardiology patients compared well with national audit standards 
it appears that medical patients could benefit from greater heart 
failure team input. 
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Abstract 8 Table 1: Evidence based therapy by diagnosis: 
moderate to severe LVSD
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ACEi/ARB (%) 14 (50.0) 95 (87.9) <0.001 (85.0)

Beta blockers (%) 18 (64.2) 107 (99.1) <0.001 (85.0)

Mineralocorticoid 
receptor 
anatagonists (%)

11 (39.3) 74 (68.5) <0.001 (51.0)

Combination (%) 5 (17.9) 72 (66.7) <0.001 (41.0)

Cardiac devices (%) 1 (3.57) 28 (25.9) <0.001 (39.0)

Abstract 8 Table 2: Mortality
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Inpatient mortality (%) 7 (7.0) 3 (2.00) 0.052 (9.5)

30-day mortality (%) 11 (11.0) 1 (0.70) <0.001 (6.2)

1-year mortality (%) 45 (45.0) 33 (22.1) <0.001 (27.0)

Admission to death 
(median, IQR)

111 
(35,236)

156 
(90,224) 0.650

Place of death (%) 
-Hospital 
-Home

 
35 (70.0)
15 (30.0)

 
21 (60.0)
14 (40.0)

 
0.234

9. A retrospective review of the outcomes of non 
invasive imaging with off-site cardiac MRI and 
coronary CT angiography referrals from the 
acute medical unit (AMU), Beaumont Hospital
A Buckley, P Branagan, B McAdam 
Beaumont Hospital, Dublin, Ireland 

Introduction: Non invasive imaging with Cardiac MRI (CMRI) 
and Coronary CT Angiography (CCTA) is increasingly utilised in 
intermediate risk patients to evaluate for the presence of coronary 
artery disease (CAD). Positive scans identify target lesions prior to 
angiography; negative scans obviate the need for angiography, with 
potential economic benefits through reduced length of stay (LOS) 
and associated cost and complications related to invasive procedures.

Methods: A retrospective analysis by chart review was conducted 
on referrals (n=96) for CMRI and CCTA from AMU in 2015.

Results: Following consultation with cardiology, 76 patients with 
no history of CAD were referred for CMRI (34 female, mean age 
57.9 years, range 29-84). 42 patients had a normal CMRI and 
were discharged by the AMU service to their GP without need for 
cardiology OPD. 23 /76 (30.2%) scans were positive for inducible 
ischaemia (11 outpatients) and referred on to cardiology. 11 have 
had formal angiography to date, with 4 requiring PCI. A further 
12 scans identified unexpected abnormalities (6 cardiomyopathy/
HOCM; 4 myocarditis; 2 cardiac sarcoid), not apparent on Echo. 
6 patients that had abnormal Echos (LV dysfunction and Regional 
wall motion abnormalities) had subsequent normal CMRI, obviating 
the need for invasive angiography. 17 patients who had a high index 
of suspicion for CAD but normal ECHO, had subsequent positive 
CMRI. 53 patients had outpatient CMRI, average time to scan from 
discharge 43 days. Average LOS 3.9 days. 23 patients had an 
inpatient CMRI, with an average of 9 days to scan from admission, 
average LOS 15.1 days. 20 patients were referred for CCTA (11 
female, mean age 51.4 years, range 41-71). These included: 
assessment of chest pain with negative troponins/ normal echo/ 
intermediate risk factors with equivocal EST, patients unable to 
perform EST and those unsuitable for CMRI (eg claustrophobia). 
All patients referred for CCTA were discharged for OPD scanning; 
average waiting time was 73 days (range 7 to 138 days). 7/20 
scans (35%) were positive showing calcium scores ranging 2-1497 
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and 4 showed obstructive atherosclerosis. Patients with positive 
scans were older (59.1 years v 45.0 years). The 13 patients with 
negative scans were discharged to their GP by AMU, the other 7 
referred to cardiology OPD.

Conclusions: Non invasive imaging forpatients attending AMU had 
a positivity rate of 35% for CCTA and 30.2% for CMRI for CAD and 
other diagnoses not appreciated on initial assessment. Patients with 
normal imaging were discharged by AMU without need for cardiology 
follow up. Patients with positive imaging were referred for cardiology 
review. Early access to non-invasive imaging for patients presenting 
with chest pain and intermediate risk factors has great potential to 
streamline management, with potential for earlier discharges and 
reduced LOS, cost savings, reduced need for invasive angiography 
and prompt follow up in cardiology in selected cases.

10. Vortex formation time; a novel differentiator 
between physiological and pathological 
cardiac adaptation
S Cuddy, G King, A Bajrangee, R Murphy, C Daly
St James’s Hospital, Dublin, Ireland 

Introduction: Elite athletes undertake endurance training that 
can lead to increased left ventricular wall thickness thus creating 
uncertainty regarding the differential diagnosis of athlete’s heart 
from hypertrophic cardiomyopathy (HCM). The distinction of 
physiological from pathological LV wall hypertrophy is crucial 
because of the risk of sudden cardiac death associated with HCM. 
Vortex formation time (VFT) is a novel index of biological fluid 
transport efficiency. It is a dimensionless index of the left ventricular 
filling that integrates all phases of diastole (T≈ 4 (3.3-5.5)). It 
has been shown to reliably differentiate between healthy control 
subjects and heart failure patients. We hypothesized that VFT can 
be used to differentiate between physiological and pathological 
cardiac adaptation, especially in this challenging population of 
“athletes heart” versus mild hypertrophic cardiomyopathy. 

Methods: We compared echocardiographic indices between 
41 elite male strength endurance athletes with mild symmetrical 
LVH, 11 male patients with a mild phenotype of hypertrophic 
cardiomyopathy against 20 sedentary volunteers (age, weight and 

sex-matched). VFT was obtained using the validated formula: 4 
× (1 − β)/π × α³ × LVEF, wheris the fraction of total transmitral 
diastolic stroke volume contributed by atrial contraction and α is 
the biplane end-diastolic volume (EDV)1/3 divided by mitral annular 
diameter during early diastole. Multiple regression analysis was used 
to adjust for heart rate and age.

Results: There was no difference in gender and body surface area 
between the controls, athletes and hypertrophic cardiomyopathic 
patients. Septal wall thickness was 1.4cm ± 0.1 in the HCM group 
compared to 1.3cm ± 0.1 in the athletes and 0.89cm ± 0.2 in 
the controls. The heart rate was 63±10 bpm in the athletes vs. 
74±7 bpm in sedentary controls and 81± 4 bpm in HCM group 
(p=0.001). The VFT was highest in the athletic group, lower in the 
sedentary group and lowest in the HCM group (4.01 ± 0. 80 vs. 
3.12 ± 0.38 vs. 2.5± 0.8) (p<0.001).

Conclusion: The VFT was normal in endurance Rowers and 
controls but significantly reduced below the optimal value in 
the hypertrophic cardiomyopathy patients. We conclude that 
pathological left ventricular hypertrophy (LVH) can be differentiated 
from physiological LVH by the presence of decreased Vortex 
formation time. Vortex formation time is a new useful differentiator 
between pathological and physiological LVH to guide physicians 
decision making in this challenging population. 

11. Conscious Sedation as the default 
anaesthetic approach for Transcatheter Aortic 
Valve Insertion (TAVI)
A Bajrangee, JJ Coughlan, V Sullivan, A Tierney, I Ullah, 
C O’Connor, R Flood, RT Murphy, B Foley, AO Maree, 
PA Crean
St James’s Hospital, Dublin, Ireland

Aim: TAVI has traditionally been performed under general 
anesthetic (GA), as there is no consensus on anesthetic 
management. Our default has been to perform TAVI under 
conscious sedation (CS) for non-surgical access, since the 
inception of our programme. We sought to determine the efficacy, 
safety and cost savings of this approach.
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Methods: We reviewed our programme at St James’s Hospital and 
Blackrock Clinic, Dublin from commencement in September 2008 
to December 2014. Mean EURO II score, 30 day and one year 
mortality; cerebrovascular complications, vascular and major bleeding 
complications (drop in Hb> 2g/dl), acute kidney injury (AKI) and 
length of stay were compared between GA and CS groups.

Results: TAVI was undertaken on 145 patients. 13 patients had a 
primary surgical access and were excluded from our analysis. 132 
patients underwent TAVI implantation via a non-surgical approach; 
27/132 (20%) under GA and 105/132 (80%) under CS. 

Table 1 highlights the demographic data and procedural outcomes.

Abstract 11 Table 1: Characteristics

Characteristic CS GA P value

Age (years) 82 - ± 4.8 83 ± 4.4 0.2

EURO II score 9.1 ± 0.6 9.7 ± 0.9 0.6

Length of stay (days) 7.5 ± 8.1 15.4 ± 37 0.01

30 day mortality 10% 12% 0.9

1 year mortality 17% 21% 0.6

Vascular 
complications 9% 14% 0.2

Major Bleeding 13% 15% 0.7

Stroke 4% 6% 0.8

Pacing rate at 30 days 14 % 17% 0.6

Acute kidney injury 5.1% 18% 0.01

Procedural success 97.6% 97. 9% 0.7

CS was associated with a significantly shorter length of stay and 
incidence of acute kidney injury. The estimated hospital cost of 
1000 euro per night per patient means that the shorter length of 
stay for CS generated significant cost savings compared to GA.

Conclusion: TAVI using conscious sedation is associated with a 
much shorter post procedural hospital stay, significant cost savings 
and similar procedural success. Conscious sedation should be the 
default anesthetic approach for non-surgical access. 

GENERAL POSTER SESSION 1

12. Differences between overweight/obese 
patients and normal weight patients with stable 
heart failure. A possible link to survival benefit 
1R Pharithi, 2E Egom, 3V Maher, 3S Fall, 4S Fahy, 4A Jago, 
3F Cagney, 3C Murphy, 3A Maher 
1 Heart Efficiency Department, Adelaide and Meath Hospital 
Incorporated with National Children’s Hospital Tallaght, Dublin, Ireland

2 Trinity College Dublin, Ireland
3 Adelaide and Meath Hospital, Incorporated with National Children 
Hospital, Tallaght, Dublin, Ireland

4 Tallaght Institute of Technology, Tallaght, Dublin, Ireland

Background: Chronic heart failure (CHF) patients with increased 
body mass index (BMI) (overweight and obese) have better survival 
rates than their normal weight counterparts. There is no clear 
consensus about what factors-related to increased BMI underlie this 
benefit hence more studies are encouraged. 

Objective: We aimed to assess how body composition, diet, 
exercise levels and functional capacity differed between obese/
overweight and normal weight patients. 

Methods: 106 patients with chronic stable heart failure were 
categorized according to their BMI. Anthropometric measurements, 
body composition (Tanita), fat mass and free Fat mass, dietary 3 
day records and functional assessments including 6 minute walk 
test, 3 day FitBit records and NYHA class were recorded. (Table 1) 

Results: There were no differences in daily energy, fat, or 
carbohydrate consumption or activity levels between the groups. 
However, overweight and obese CHF patients have significantly 
increased fat mass, % fat, free fat mass and consumed more 
protein. Mean age 66.8±12.7. 72.2% (n=78) were male and 
27.8% (n=30) were female. 

Conclusion: Our study highlights that energy intake and activity 
levels do not differ significantly between overweight/obese and 
normal weight patients. However, the higher fat free mass and 
protein intake suggests differences in protein metabolism may be 
relevant to the survival benefit with higher BMI.



IRISH CARDIAC SOCIETY ANNUAL SCIENTIFIC MEETING & AGM 6–8 October 2016    |    4746    |    IRISH CARDIAC SOCIETY ANNUAL SCIENTIFIC MEETING & AGM 6–8 October 2016

Abstract 12 Table 1: Comparisons
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No. pts (n) 23 38 45

Age (years ± SD)
67.1 ±

2.7
67.9 ±

2.1
65.8 ±

1.9
0.716

Fat Mass
15.7 ±

1.3
24.2 ±

1.5
37.4 ±
0.97

≤0.0001†

Free Fat Mass
47.0 ±

2.0
57.0 ±

1.5
59.9 ±

1.4
≤0.0001†

% Body Fat
24.8 ±

1.5
30.1 ±1.1

38.4 ±
1.0

≤0.0001†

Waist circumfer-
ence (cm)

84.0 ±
1.8

97.7 ±
1.4

110.5 ±
1.3

≤0.0001†

Functional Measurements

NHYA
1.25 ±
0.11

1.33 ±
0.09

1.27 ±
0.08

0.840

6min walk (m)
394.0 ±

31.0
403.6 ±

24.7
387.6 ±

22.7
0.889

Activity (Mean no. 
of steps per day)

5120.1 ±
924.8

5839 ±
713.1

5564 ±
661.5n

0.819

Mean Daily Dietary Intake

Energy (kcal)
1641.1 ±

108.3
1716.1 ±

87.2
1844.0 ±

81.3
0.292

Proteins (g)
69.3 ±

4.9
76.4 ±

3.9
85.3 ±

3.6
0.03†

Fat (g)
66.4 ±

5.7
66.3 ±

4.6
74.1 ±

4.3
0.384

Carbohydrates (g)
196.5 ±

13.7
206.2 ±

11.0
204.4 ±

10.3
0.292

 NB: NYHA = New York Heart Association

13. Audit of thyroid and liver function testing 
in patients with heart failure on chronic 
amiodarone therapy – Are we testing 
appropriately?
K Millar, A McInerney, H Hussein, B McAdam
Department of Cardiology, Beaumont Hospital, Dublin, Ireland 

Introduction: Thyrotoxicosis, acute and chronic liver injuries and 
to a lesser extent, hypothyroidism are well-recognised side effects 
of amiodarone. It is therefore recommended that patients who take 
amiodarone should have thyroid function (TFT) and liver function 
(LFT) tested at six monthly intervals. The aim of this audit is to 
assess the frequency of thyroid and liver function testing carried out 
by the Supportive Heart Unit in Beaumont Hospital on their patients 
taking amiodarone. 

Methods: A retrospective review of the case notes of all patients 
on amiodarone seen in the Supportive Heart Unit between 
December 2015 and April 2016 was undertaken. Blood results 
for these patients were reviewed to ascertain the frequency with 
which TFTs and LFTs were checked. Only patients who had been 
on amiodarone for more than one year were included. Only bloods 
taken on an outpatient basis were considered. Where patients 
had more than the required number of tests per year, notes were 
reviewed to ascertain the reason for the increased frequency 
of testing. These were then categorized as appropriately or 
inappropriately increased frequency of testing. 

Results: A total of 40 suitable patients attended the Heart Support 
Unit between December 2015 and April 2016. The indication 
for amiodarone was rhythm control of atrial fibrillation in 67.5% 
and management of ventricular arrhythmias in 32.5%. The mean 
number of TFTs over the monitoring period was 3.775 (SD 1.69) 
per patient. 29 patients (72.5%) had more than 2 sets of TFTs 
taken in the last year. Of these, 10 (25% of total) were deemed 
to have no clinical reason for the increased frequency of testing 
and therefore were inappropriate. 9 patients (22.5%) had the 
recommended number (2) of TFTs in the last year. 2 patients (5%) 
had only one TFT check during the monitoring period. The mean 
number of LFTs during the monitoring period was 5.35 (SD 1.35) 
per patient. 4 patients (10%) had the appropriate number of LFT 
checks (2) in the last year. 36 patients (90%) had more than the 



IRISH CARDIAC SOCIETY ANNUAL SCIENTIFIC MEETING & AGM 6–8 October 2016    |    4948    |    IRISH CARDIAC SOCIETY ANNUAL SCIENTIFIC MEETING & AGM 6–8 October 2016

recommended two LFT checks. 19 of these (47.5% of total) 
had no clinical reason for the increased frequency of testing and 
therefore were inappropriate. 1 patient (2.5%) had less than 2 LFT 
checks during the monitoring period. 

Conclusions: Our results show that most patients are having 
both their LFTs and TFTs checked a minimum of twice per year. 
Only two patients did not have the desired number of TFTs in the 
last year and one did not have the desired number of LFTs. This 
demonstrates that there is good knowledge among the Heart 
Support Unit nurses regarding the need for close monitoring of 
these parameters in patients taking amiodarone. Our results also 
demonstrate that there is a potential cost saving to be made from 
patients who are having excessive TFT and LFT testing. Our 
plan is to alter the standard patient form in the Heart Support 
Unit to include a reminder to check TFTs and LFTs at the desired 
frequency and re-audit in June 2017. 

14. Myocardial dysfunction in ANCA vasculitis 
measured by two-dimensional speckle 
tracking echocardiography
A Bajrangee, S Mahabir, G King, S Cuddy, C Feighery, 
A Maree, N Conlon, RT Murphy
St James’s Hospital, Dublin, Ireland 

Aim: Myocardial involvement in patients with systemic vasculitis 
portends a poorer prognosis. We sought to determine the extent 
of myocardial dysfunction in Granulomatosis with polyangitis and 
Churg Strauss disease using speckle tracking and strain imaging.

Methods: 20 patients and 22 controls with no prior cardiac history 
were recruited from December 2015 to April 2016. Baseline 
demographics recorded included age, sex, cardiovascular risk 
factors, time since diagnosis, immunosuppressive therapy and 
vasculitis damage index score (VDI). We performed transthoracic 
echocardiography using Vivid 7 GE machine along with twelve lead 
electrocardiograms (ECG) and biochemical analysis at the study visit. 
A single blinded operator utilizing Echo Pac 11 software performed 
offline analysis of strain and speckle tracking measurements.

Results: Mean age of the vasculitis group was 56 ± 10 years with 
50% being male, while mean age of controls was 53 ± 9 years with 

55% male. There were no significant differences between groups in 
age, incidence of hypertension (p=0.3) or diabetes (p=0.6). Radial 
strain was significantly reduced in the vasculitis cohort (P=0.05). 
The vasculitis cohort also showed a non-significant reduction 
in longitudinal strain and abnormal diastology as reflected in a 
reduction in tissue Doppler E’ velocities, decreased transmittal E/A 
ratio and increased E/E’ ratio when compared to controls (Table 1).

There were negative correlations between increasing VDI score and 
reduction in mitral inflow velocities r= -0.5 (p=0.02), number of 
clinical relapses and tissue Doppler E’ r= -0.6(p=0.009) and length 
of cyclophosphamide use with tissue Doppler E’ r= -0.5(p=0.02).

Abstract 14 Table 1: Echocardiographic data

Measurement Control
ANCA 

positive 
group

P Value

Ejection Fraction 
(Simpsons) 71 ± 7 70 ± 7 0.8

Mitral Inflow E/A (m/s) 1.2 ± 0.43 1.1 ± 0.44 0.4

Tissue Doppler E’ (cm/s) 12.6 ± 3.9 11.5 ± 2.9 0.2

E/E’ 6.0 ± 1 6.5 ± 2.0 0.4

Peak Radial Strain 
(% change) 54 ± 17.7 42.5 ± 17.8 0.05

Peak longitudinal strain 
(% change) 20.5 ± 3.8 18.9 ± 3.2 0. 1

Conclusion: This is one of the largest studies investigating 
myocardial dysfunction in ANCA positive vasculitis. Patients 
demonstrated a reduction in radial strain and evidence of abnormal 
left ventricular relaxation. This may be indicative of underlying 
cardiac involvement

15. Elevated troponins and normal coronary 
angiogram
M Ahmed, A Abdullah, T Kiernan
University Hospital Limerick, Limerick, Ireland
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Introduction: Elevated Cardiac enzymes are associated with 
high morbidity and mortality. A significant subset of patients 
referred to the cardiac service has raised troponin levels and 
normal coronary angiography. This subset is distinctive from 
patients with type 2 myocardial infarction (MI). It includes patients 
with no active medical conditions who present with clinical and 
electrocardiographic features similar to that of acute coronary 
syndrome. In this report we describe a cohort of patients, in whom 
the diagnosis of type 1 myocardial infarction was very likely, but 
subsequently had normal angiogram.

Purpose of study: The aim of the study is to identify a diagnostic 
approach for patients who display features of MI with no evidence 
of obstructive coronary artery pathology.

Methods: The study included all patients with suspected with MI 
(STEMI or NSTEMI) with raised troponin, abnormal ECG and normal 
coronary angiography who attended the PCI center at the University 
Hospital Limerick between September 2015 to January 2016.

All patients received the standard diagnostic pathway of acute 
coronary syndrome.

Data collected included baseline characteristics, ECG on 
presentation, laboratory profile, Grace score, cardiac imaging 
results, recurrence of symptoms and hospital readmission over 
3-6 months period. All patients included in this study had normal 
coronary angiogram.

Result: A total of 26 patients included in this study, 13 (50%) 
patients were men and the mean age was 51 years old. 6.7(26.9%) 
patients presented as STEMI while 19(73.0%) patients had ST 
segment depression on presenting ECG. Mean troponin level on 
admission was 285.9 ng/dl with mean Grace score of 100.04. 69% 
of the patients had normal EF on Echocardiogram and 11 (42%) 
patients had cardiac MRI (CMR) and one patient under went optical 
coherence tomography (OCT) during coronary angiography.

Confirmed diagnosis post-appropriate investigations included 
acute myocarditis (34.6%), acute myocardial ischemia on CMR 
(15.3%), Takotsubo syndrome (7.6%), pulmonary embolus (3.8%), 
Hypertrophic cardiomyopathy (11.5%) and severe aortic stenosis 
(3.8%). 4 (15.3%) patients had recurrent hospital admission 
with similar presentation while 84% had experienced no further 
symptoms or hospital admission.

Conclusion: Establishing a definitive diagnosis in patients with 
raised troponin and normal coronary angiogram is challenging, but 
using imaging modalities such as CMR and OCT provides a valuable 
insight to guide diagnosis and management.

Acute myocarditis is the most common cause of raised troponin and 
normal angiogram in this cohort.

16. Hospitalisation with acute heart failure: the 
patient’s view. Results from a qualitative study 
of the acute heart failure pathway
1C Keane, 2JP Riley, 1K McDonald, 1R O’Hanlon, 1M Ledwidge, 
1J Gallagher, 1M Walshe, 2M Cowie, 3P Kalra
1 St Vincent’s University Hospital, Heart Failure Unit and School of 
Medicine and Medical Science, University College Dublin, Ireland

2 Imperial College, London, UK
3 Portsmouth Hospital Trust, Portsmouth, UK

Unplanned ED visits and admissions are expensive for healthcare 
systems and often stressful for the patient and family. To improve 
the use of healthcare resources and the patient experience of care 
the Global Heart Failure Awareness Programme (HFA of the ESC) 
emphasises increasing public awareness of the common symptoms 
of heart failure (HF) and empowering and supporting those with HF 
to actively engage in their care. This study explored the experiences 
of patients and GPs. Patients were recruited following an unplanned 
HF admission to Hospital. The established HF Unit provides 
monitoring, optimises therapies and provides patient education for 3 
months post discharge. We also interviewed General Practitioners 
(GPs). Data were collected by semi-structured interview and analysed 
using an inductive, thematic process involving constant comparison.

Twenty-four patients were recruited: Mean age of 81 years: 12 
(50%) > 80 years: 10 (41%) > 85 years: Male 15 (63%), 9 (37%) 
de-novo HF, 17 (71%) had more than 3 co-morbidities and 8 
(33%) > 3 non-cardiovascular co-morbidities. 11 (46%) lived alone. 
6/15 patients with an existing diagnosis of HF had >3 admissions 
in the past 12 months. Seven GPs took part in the study.
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KEY THEMES:

Understanding of HF. Patients had a limited understanding of HF. 
They interpreted their symptoms as related to co-morbid conditions 
or age: breathlessness due to lung disease: fatigue due to older age. 
These symptoms did not fit with patient’s views of HF (palpitations 
or chest pain) or their view of the type of person who developed HF 
(sedentary lifestyle). This understanding appeared derived from a 
general knowledge of heart disease portrayed in the media.

Continuity of care: Patients described a close relationship 
with their GP that developed from regular monitoring related 
to comorbidities, on-going medication review, geographical 
proximity and ease of access. They viewed the GP as a ‘trusted’ 
source of knowledge. The majority turned to the GP when they 
sought resolution for symptoms. Following hospital discharge the 
HFU scheduled face-to-face and telephone follow-up. Patients 
appreciated the regular contact and were reassured by their 
monitoring.

Fragmentation of care: GP’s described barriers to obtaining 
diagnostic tests. This left them unable to give patients a formal 
diagnosis or start conversations about HF. Patients described 
limited access to the HFU for support or information. Some 
experienced frustration as they attempted to navigate between 
systems: HFU, GP and ED.

Patients in this study were elderly. They had multiple co-morbidities 
that led to a reliance on the GP. Their limited knowledge of HF 
resulted in them identifying HF symptoms as related to co-morbid 
conditions. Fragmentation of care between primary and secondary 
care were barriers to prompt treatment and to provision of on-going 
information and supportive resources. These factors contributed to 
unplanned hospital admission and provided a negative experience of 
care. These results are now being tested in a larger population and 
different healthcare organisation.

17. Reduction in left ventricular myocardial 
function in long-term paediatric 
neuroblastoma survivors
T Prendiville, A Deery, C Owens, J Pears, M Capra, L Walsh, 
K Warciak
Our Lady’s Children’s Hospital Crumlin, Dublin, Ireland 

Background: There are little data on the incidence of chemotherapy-
induced myocardial dysfunction in long-term survivors of high-risk 
(HR) neuroblastoma. Our aim was to investigate the incidence of 
myocardial dysfunction in patients with high-risk (HR) neuroblastoma.

Method: We performed a retrospective case-control study between 
2003 and 2012 of HR NBL patients treated according to the 
SIOPEN HR-NBL clinical trial at Our Lady’s Children’s Hospital, 
Dublin. Inclusion criteria were patients enrolled on the trial with 
an echocardiogram prior to commencement of chemotherapy 
and a subsequent echocardiogram on follow-up. Comparative 
echocardiograms were obtained on age-matched healthy controls.

Results: 36 patients met inclusion criteria. 53% were male (n=18). 
All patients received rapid COJEC induction, 83% received busulfan 
/ melphalan (n=30) and 61% topotecan (n=22). 21/40 Over half 
received doxorubicin (n=21). Most recent echocardiography follow-
up was an average of 22 months from initial study. There was no 
difference in fractional shortening (FS) pre- and post-treatment 
(36% and 34%) (p=0.13). Last measured FS in survivors and 
non-survivors (33% and 35%, respectively) was not significantly 
different (p=0.18). FS in older survivors (aged 8-15) reached 
significance when compared to controls (p=0.0037). There was 
also a significant difference between cases and age-matched 
controls when divided into quartiles by time since diagnosis 
(p=0.079, p=0.01, p=0.07, p=0.04, respectively). There was no 
dilation in left heart internal diameter at end diastole at any age 
between cases and controls. (Figure 1 & 2)

Conclusion: Reduction in left ventricular fractional shortening 
is seen in older patients treated for HR neuroblastoma and this 
finding holds true when corrected for time since diagnosis. The 
mechanism of ventricular dysfunction is not due to progressive 
dilated cardiomyopathy, as indicated by preserved left ventricular 
internal diameters in diastole between cases and controls. Further 
study is warranted.
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Abstract 17 Figure 1: Left end diastolic dimension in patients 
with neuroblastoma
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Abstract 17 Figure 2: Systolic function in patients with 
Neuroblastoma
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18. Higher mortality in normal weight heart failure 
patients is unexplained by differences in gender, 
age, ventricular function or drug treatment
1R Pharithi, 1M Carey, 1S Fall, 1B Khan, 2E Egom, 1D Moore, 
1V Maher, 1N Starr
1 The Adelaide and Meath Hospital, Dublin, Incorporating National 
Children’s Hospital, Tallaght, Ireland 

2 Trinity College Dublin, Ireland 

Background: Despite lack of strong evidence that weight loss in 
patients with chronic heart failure result in overall improved survival, 
the current guidelines still recommend loss of weight loss in patients 
with increased adiposity. Mortality is higher in normal weight patients 
with chronic heart failure (CHF) compared to their overweight and 
obese counterparts. It is still unknown if conventional risk factors 
account for this mortality difference. 

Purpose: We investigated if age, gender, cardiomyopathy type, 
left ventricular dimensions or function, functional capacity, or 
drugs used could explain this mortality differences in relation to 
euvolaemic body mass index (BMI).

Methods: Retrospective review of 329 patients followed in the HF 
programme over the last 12 years. Patient data was recorded when 
they were stabilised on appropriate treatment. 

Results: In this long term follow up study mortality was higher in 
patients with normal weight compared to overweight and obese 
patients. This differences was unexplained by differences in age, 
gender, disease type, ventricular size or function. Patients with 
increased BMI were more hypertensive(p<0001) and had higher 
prevalence of dyslipidaemia(p=0.031). 

In addition, no significant differences in treatment or weight during 
follow up were observed. See Table 1 and Figure1 which show risks 
of All-cause of mortality and survival curves respectively. 

Conclusion: Our data highlights that having a lower BMI has 
adverse effect on survival in patients with HF. However, there 
was no obvious risk factors that could account for this mortality 
differences. Future studies need to examine which specific obesity 
related factors reduce their mortality risk.
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Abstract 18 Table 1: Risks of all cause of mortality in HF
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19. The prevalence of elevated natriuretic peptide 
in a diabetic population without a history of 
heart failure
G O’Carroll, V Harkins, J Gallagher, S James, E O’Connell, 
M Ledwidge, C Watson, K McDonald 
St Vincent’s University Hospital, Dublin, Ireland 

Purpose: Patients with diabetes are at increased risk of several 
cardiovascular disorders including heart failure. The objective of this 
study is to determine the prevalence of elevated natriuretic peptide 
(NP) in a diabetic population, characterise diabetics with normal 
and elevated NP levels, and examine the association between NP 
and heart failure in this population to allow appropriate structuring of 
heart failure prevention services.

Methods: Patients enrolled in the HSE Midland Diabetes Structured 
Care Programme between May 2013 and Feb 2015 were included in 
this study. We measured the NP level of all participants and examined 
the characteristics of those with normal and elevated NP levels. We 
also determined the presence of heart failure in the elevated NP 
group using specific echocardiographic parameters. (Table 1)

Results: There were 611 patients with diabetes who had an 
NTproBNP level measured (58.6 % male, mean age 65.6 yrs). 

Two hundred and six patients (33.7%) had an NP level > 125 pg/
ml. Those with an elevated NP (> 125 pg/ml) had higher rates 
of atrial fibrillation (18% vs 0.74%), HTN (51.5% vs 32.1%) and 
hyperlipidaemia (35.9% vs 25.4%) compared with the normal NP 
group. The use of Angiotensin receptor blockers (27% vs 18.9%), 
loop diuretics (25.8% vs 3.9%) and B blockers (50% vs 16.8%) 
was higher in the elevated NP group. 

The rate of hypoglycaemic medication use between the two 
groups was higher in the normal NP group (63.2 vs 54.5%). 
Thiazolidenedione use was higher in the high NP group 
(7.9% vs 3.9%). The median HbA1C level was 47 (42 – 55) 
with no significant difference between the groups. Baseline 
echocardiography was performed in 170 patients. Twenty patients 
(11.7%) had LV systolic dysfunction (LVSD, EF < 50%) and 68 
(49.6%) had LV diastolic dysfunction (LVDD, LAVI > 34). An 
NP level > 250 pg/ml was most predictive of the presence of LV 
dysfunction (LVSD 16.9%, LVDD 64.2%). 

Conclusions: Diabetic patients had a high prevalence of elevated 
NP. There was a high prevalence of LV dysfunction in those 
with elevated NP. Interval NP screening of this at risk population 
should be considered as part of the approach in reducing 
cardiovascular morbidity.

Abstract 19 Table 1: NT Measurements

NTproBNP
< 125
n = 17

NTproBNP 
125 - 250

n = 33

NTproBNP
> 250

n = 120

Relative wall 
thickness > 0.42 7 (41.2%) 13 (39.4%) 56 (47.1%)

E/e ratio > 13 2 (12.5%) 5 (20%) 28 (30.4%)

Lateral e velocity < 10 10 (62.5%) 26 (89.7%) 77 (75.5%)

LVEF
> 55%
45 - 55%
35 - 45%
< 35%

17 (100%)
-
-
-

30 (90.9%)
1 (3%)

2 (6.1%)

101 
(84.2%)
8 (6.7%)
6 (5%)

5 (4.2%)

LAVI > 34 4 (23.5%) 3 (12%) 61 (64.2%)
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20. Audit on the use of endomyocardial biopsy 
for diagnosis of non-transplant related cardiac 
conditions: single centre experience
1A George, 2M Moore, 2E Lau, 2M Roberts, 2L Dixon, 2B Herron, 
2C Owens
1 National Health Service, Northern Ireland 
2 Belfast HSC Trust, Northern Ireland 

Background: Endomyocardial biopsy (EMB) is an important tool, 
used in the diagnosis of a wide variety of cardiac conditions. While 
its role in the surveillance of post-cardiac transplant population is 
well recognised, its use in the diagnosis of non-transplant related 
cardiac conditions have not been adequately reported. We report 
a single centre experience of EMB for non-transplant related 
indications over a 5 year period.

Results: A total of 50 EMBs were performed between January 
2011 and December 2015. There has been a steady increase in 
the number of procedures performed during the observed period 
(figure 1). The average age for patients undergoing EMB was 
56.7±15.1 years, with a significant majority being male (n=39, 
78%). Furthermore, majority of patients requiring EMB presented 
with symptoms of heart failure (figure 2). Both femoral and internal 
jugular veins were used for access with the femoral route being 
more common (n=46, 92%). Coronary angiography was performed 
in 40 (80%) patients. 

There was no significant difference in the average age between 
patients who underwent coronary angiography and who did not 
undergo angiography (56±13.9 vs 59±19.9, p=0.558). Of the 
40 patients who underwent coronary angiography, 11 (27.5%) 
underwent follow-on EMB. Likewise, cardiac MRI was performed 
in 40 (80%) patients. In all except one patient, cardiac MRI was 
performed prior to the EMB procedure. No procedural complications 
(procedure related mortality, requirement of pericardiocentesis or 
access related complications) were noted in any of the patients 
who underwent EMB. EMB provided diagnosis in 14 (28%) cases 
(Amyloidosis: 10, Lymphocytic myocarditis: 3, Sarcoidosis: 1). Out 
of the 10 cases of amyloidosis 2 were confirmed only following 
electron microscopic analysis. Cardiac MRI was indicative of 
amyloidosis in 8 of the 10 cases. However, it is also important

to note that exclusion of specific pathological processes proved 
important in the management of these patients.

Conclusion: Our findings demonstrate that the use of EMB for the 
diagnosis of non-transplant related cardiac conditions is increasing. 
Our experience demonstrates that the risk of procedural complication 
is low with none observed during the concerned period.

Abstract 20 Figure 1: Number of Procedures
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21. Communication difficulties in the care 
pathway of patients admitted to hospital with 
acute decompensated heart failure
1M Walshe, 1C Keane, 1J Gallagher, 1K McDonald, 2R O’Hanlon, 
1M Ledwidge
1 St Vincent’s University Hospital, Heart Failure Unit And School of 
Medicine and Medical Science, University College Dublin, Ireland 

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

Effective management of any chronic illness requires effective 
communication between all involved in delivering and receiving 
care. Central to this is effective inter-personnel communication 
and access to medical records. Heart failure (HF) care in particular 
demands good communication given the complexity of the illness 
and the tendency towards poly pharmacy.

Method: In an ongoing study defining the care pathways of 
patients admitted with ADHF (Acute decompensated HF) (de 
novo presentations, DN; and known HF patients, KHF) we 
assessed specific features of communication along the care 
pathway: availability of HF records on Emergency Department (ED) 
presentation and clinically stable natriuretic peptide (NP) level and 
weight record for KHF patients. Confirmation of self-care education 
of DN patients was also assessed, as was education of DN relative 
or carer, including frequency of sessions for both. In addition, 
availability of medication lists on presentation, and confirmation 
of discharge information communications to GP and community 
pharmacist for all patients, were examined.

Population: Eighty eight patients admitted to hospital with ADHF: 
52.2% (46) DN, 47.7% (42) KHF, mean age 76 years, with a 
mean of 5 co-morbidities.

Results: Of 88 patients followed 21 bypassed the ED. Of the 67 
who attended the ED 43.2 % (28) were KHF. HF records were 
available for 39.2% (11); NP during clinical stability was available 
for 28.5% (8) KHF, no NP on record for DN. Weight records 
were available for 21.4% (6) of known patients. Medication lists 
were available in ED for 38.8% (26) of all patients; Eighty-eight 
% (37) of the DN patients received education; of these 29.7% 
(11) received 1 session and 70.27% (26) received 1-3 sessions. 
Thirty-five% (15) relatives or carers received education with 46.6% 
(7) receiving 1 session and 53.3% (8) receiving 1-3 sessions. No 

prescriptions were faxed to community pharmacists, and 73.75% 
(59) patients discharged had letters sent to GP. 

Conclusion: This data highlights the communication difficulties 
present at various points in the care pathway of patients admitted 
to hospital with ADHF. Improved data access and inter-individual 
communication is necessary system-wide, to optimise management 
of HF patients.

22. Incidence and predictors of permanent 
pacemaker insertion after perceval sutureless 
aortic valve implantation – A retrospective 
single-centre study
1D Moran, 2CDeAsmundis, 3J Nijs
1 Vrije Universitaire Brusse, Brussels Belgium 
2 Heart Rhythm Management Centre Vrije Universitaire Brussel, 
Brussels Belgium 

3 Cardiothoracic Surgical Department Vrije Universitaire Brussel, 
Brussels Belgium

Background: Sutureless aortic valve replacement surgery (SAVR) 
is considered in patients with aortic stenosis who would benefit from 
reduced cross clamp time, such as elderly and high-risk patients. It 
serves as an alternative surgical approach to standard surgical AVR 
and TAVI (Figure 1).

Abstract 22 Figure 1: SAVR
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Objective: The purpose of this study was to evaluate the incidence 
of PM implantation following sutureless aortic valve replacement 
using the Perceval S bioprosthesis (Sorin Group, Saluggia, Italy). 
In addition we sought to evaluate whether there were any pre-
operative predictive indicators to identify those patients at higher 
risk of PM implantation using this technique. 

Methods: During the study period a total amount of 58 consecutive 
patients (male 43%, age 77.9±4.9 years) with severe aortic 
stenosis having undergone SAVR were included. Twenty-eight 
patients (48%) underwent an isolated AVR procedure; in the 
rest of study population AVR was performed in combination with 
coronary artery bypass graft (CABG) in 26 patients (45%), surgical 
pulmonary vein isolation in 2 (3%), tricuspid valve replacement 
(TVR) in 1 (2%) and both TVR and mitral valve replacement (MVR) 
in 1 (2%). Full median sternotomy was performed in all patients.

Results: During a mean follow up of 13.8±5.0 months (median 13 
months), 14 patients (24.1%) underwent dual-chamber pacemaker 
(PM) implantation after the SAVR procedure. The mean time to 
PM implantation was 5.4±3.6 days (median 5 days). Ten out of 14 
(71%) were found completely PM-dependent after PM implantation.

The comparison of pre-operative characteristics between PM group 
and no PM group highlighted that QRS duration, EuroSCORE II 
index and chronic renal dysfunction were significantly associated 
with postoperative PM implantation (respectively, p=0.01, p=0.02 
and p=0.03)

Conclusions: In conclusion, we have found that chronic renal 
disease and QRSd are significant predictors of PM insertion post-
Perceval SAVR. 

23. Three year review of mitral valve surgery: 
predictability of mitral valve repair
L Casey, T Ni Dhonnchu, M Rackauskas, J McCarthy
Mater Misericordiae University Hospital, Dublin, Ireland 

Aims: We aim to outline a three year review of consecutive mitral 
valve surgeries performed by a single surgeon. We further aim to 
establish the predictability of mitral valve repair in the degenerative 
population. 

Methods: All patients who underwent isolated or combined mitral 
valve surgery from January 2013 to April 2016 had their pre 
operative echocardiograph and their operative note reviewed. In 
cases of degenerative disease this data was reviewed to compare 
predicted repair rates to actual repair rates. 

Results: 181 patients underwent mitral valve surgery. Underlying 
pathologies were as follows; degenerative 57% (n=103), 
functional/ischaemic 18.2% (n=33), rheumatic 13.3% (n=24), 
previous endocarditis 7.1% (n=13), revision mitral valve surgery 
4.4% (n=8) and systolic anterior motion of the mitral valve 0.6% 
(n=1). 78.5% (n=142) of patients underwent mitral valve repair 
and 21.5% (n=39) of patients underwent mitral valve replacement. 
99.02% (n=141) of patients with degenerative disease underwent 
a successful repair and 0.08% underwent mitral valve replacement.

Conclusion: Degenerative mitral valve disease remains the most 
common underlying pathology requiring mitral valve surgery. In high 
volume services, excellent repair rates can be achieved. This serves 
to further support the role of mitral valve surgery in patients with 
asymptomatic mitral valve disease.

24. Absence of a weekend effect on 30-day 
mortality among 3,757 patients with acute 
myocardial infarction
1R Noad, 2M Stevenson, 3N Herity
1 Belfast Trust, Belfast, Northern Ireland
2 Cente for Public Health Queens University Belfast, Northern Ireland
3 Belfast Health & Social Care Trust, Belfast, Northern Ireland 

Objectives: Several publications have demonstrated increased 
30 day mortality in patients admitted on Saturdays or Sundays 
compared with weekdays. We sought to determine whether this 
was true for two different cohorts of patients admitted with acute 
myocardial infarction (MI). 

Methods and results: Thirty-day mortality data were obtained for 
3757 patients who had been admitted to the Belfast HSC Trust 
with acute myocardial infarction between 2009 and 2015. They 
were subdivided into those presenting with ST elevation MI (STEMI, 
n=2240) and non-ST elevation MI (NSTEMI, n= 1517). Day of 
admission was evenly spread across the week among all patients 
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and among those who died within 30 days (Figure 1). Overall, 30 
day mortality was 5.32% (6.25% among patients with STEMI and 
3.96% in patients with NSTEMI). We observed no difference in 
30 day mortality between those admitted at weekends and those 
admitted on weekdays (Table 1). The Cox Proportional Hazards 
model constructed hazard ratios for 30 day mortality associated 
with each day of admission compared with Wednesday. Following 
adjustment for covariates (age, gender and type of infarction), there 
was no significant excess hazard for any day of the week compared 
with Wednesday (Table 2).

Conclusions: We observed no evidence of an excess 30 day 
mortality associated with weekend admission. The data suggest 
that not all patients admitted as emergencies at weekends are 
exposed to excess mortality risk. Further work is needed to repeat 
this analysis on a larger, national cohort.

Abstract 24 Table 1: 30 day mortality among 3757 patients 
admitted with acute myocardial infarction, by day of admission and 
type of myocardial infarction

Admitted 
Mon-Fri
(30-day 

mortality)

Admitted 
Sat-Sun
(30-day 

mortality)

Chi2 P value

STEMI 
(n=2240)

101/1591 
(6.35%)

39/649 
(6.00%) 0.068 0.423

NSTEMI 
(n=1517)

46/1131 
(4.10%)

14/386 
(3.63%) 0.147 0.417

Abstract 24 Table 2: Cox proportional hazard ratios (95% 
confidence intervals) comparing 30 day mortality hazard associated 
with each day of admission compared with Wednesday, among 
3757 patients admitted with acute myocardial infarction (MI), 
following adjustment for type of infarction, age and gender

30 day mortality

Patients with MI (n=3757)

Sun vs 
Wed

Mon vs 
Wed

Tues vs 
Wed

Thurs vs 
Wed

Fri vs 
Wed

Sat vs 
Wed

0.997 
(0.722, 
1.375)

1.001 
(0.735, 
1.362)

0.856 
(0.616, 
1.188)

0.880 
(0.634, 
1.220)

0.962 
(0.701, 
1.319)

0.883 
(0.640, 
1.139)

25. Determinants of PCI success in repeat 
chronic total occlusion procedures following 
an initial failed attempt
N Ryan, C Cuevas, A Quiros, P Dingli, P Salinas, O Vedia-
Cruz, L Nombela-Franco, I Nuñéz-Gil, P Jiménez-Quevedo, 
A Fernandez-Ortiz, N Gonzalo, J Escaned
Hospital Clínico San Carlos, Madrid, Spain

Objectives: Failed percutaneous recanalization of chronic 
total occlusions (CTO) constitutes a clinical conundrum. While 
percutaneous treatment is often abandoned in favour of medical 
therapy, CTO PCI expertise and alternative techniques may 
contribute to improve procedural success. We investigated the rates 
and determinants of success of repeat PCI following an initial failed 
attempt at recanalising the CTO percutaneously. 

Methods and Results: Out of 445 consecutive first attempt CTO-
PCI procedures in our institution, procedural failure occurred in 149 
(33.5%). 64 re-PCI procedures were performed in 58 patients 
(39%) all had a single CTO. Procedural and outcome data in the 
re-PCI population was prospectively entered into the institutional 
database. A retrospective analysis of clinical, angiographic and 
procedural data was performed. Procedural success was achieved in 
41 (64%) procedures. Univariate analysis of clinical and angiographic 
characteristics showed that re-PCI success was associated with 
intravascular ultrasound (IVUS) guidance (19.5% vs. 0%, p=0.042), 
while failure was associated with severe calcification (30.4% vs. 
9.7%, p=0.047) and a JCTO score >3 (56.5%vs. 17.1% p=0.003). 
Following multiple regression analysis the degree of lesion complexity 
(J-CTO score >3), IVUS use, involvement of an experienced CTO 
operator and LAD CTO location were significant predictors of 
successful re-PCI. Overall the complication rate was low, with the only 
MACCE two periprocedural MI’s neither of which required intervention. 

Conclusions: Our findings suggest that re-PCI increases 
substantially the overall success rate of CTO revascularization. 
Predictors of re-PCI success included the use of IVUS, the 
involvement of an experienced CTO operator in the repeat attempt 
and the location of the CTO.



IRISH CARDIAC SOCIETY ANNUAL SCIENTIFIC MEETING & AGM 6–8 October 2016    |    6766    |    IRISH CARDIAC SOCIETY ANNUAL SCIENTIFIC MEETING & AGM 6–8 October 2016

26. A retrospective audit of in-hospital 30-day 
mortality from acute myocardial infarction in 
Connolly Hospital Blanchardstown
1M Hensey, 2M Cronin, 2J O’Neill, 2J Galvin
1  St Vincent’s University Hospital, Dublin, Ireland 
2 Connolly Hospital Blanchardstown, Dublin, Ireland 

Background: In March 2015 The Department of Health published 
the first annual report of the “National Healthcare Quality Reporting 
System.” This was designed to report the quality of healthcare 
provided across all sectors of our system. The measure of acute 
cardiac care was in-hospital mortality within 30 days of admission 
for acute myocardial infarction (AMI). Data was collected via HIPE 
data by the Healthcare Pricing Office (HPO), an administrative 
branch of the Health Service Executive. The national average 
was found to be 6.8 deaths per 100 cases. Connolly Hospital 
Blanchardstown was one of three hospitals that had age-sex 
standardised mortality rates that were statistically significantly higher 
than the national average with a rate of 9.87 deaths per 100 cases. 
Our audit aimed to assess the accuracy of the findings.

Methods: Patients were identified by searching the HIPE system 
for patients who had been labelled with a primary diagnosis of AMI 
and had died within 30 days of this diagnosis between 2011 and 
2013. We then performed a chart review and examined patients’ 
death certificates.

Results: 42 patients were classified by HIPE as having had 
a primary diagnosis of AMI with mortality within 30 days. Only 
23(54.8%) of these patients were confirmed as having had an AMI 
as per WHO criteria during the course of their admission, 22 by 
chart review and one by post-mortem. Of these patients, twenty 
(87%) died within 30 days of their AMI. Patients who died post AMI 
were more likely to have been seen by cardiology services (87% vs 
57.9%), to have had palliative care review (60.9% vs 36.8%) and 
to have been determined not for resuscitation (78.3% vs 42.1%). 
We found that twelve patients had AMI placed as a cause of death 
(10 primary cause, 2 antecedent cause) on death certificate despite 
having not suffered AMI during their hospital admission. If the 22 
patients incorrectly coded were excluded from the AMI data, the 
mortality rate within 30 days post-AMI in CHB would fall to 4.14 
deaths per 100 cases, well below national average.

Conclusions: Analysing the performance of our healthcare system 
is imperative to provide a quality service to our patients and to 
improve our healthcare service. The analysis of data however is only 
useful if the data itself is accurate. Our audit showed that many 
of the patients coded as having had a primary diagnosis of AMI by 
HIPE had not in fact suffered AMI, and some of those who had, did 
not die within 30 days of the event. It would be our hope that the 
discrepancies shown in this audit would feed back to the HSE to 
enable a more accurate data-entry in the future and also to NCHD 
training programmes with instruction in particular on the importance 
of the accurate documentation of diagnoses and completion of 
death certificates. The findings of our audit underline the need to 
ensure that the data collected accurately represents outcomes, the 
responsibility for which lies with both clinicians and coding staff.
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27. Impact of multivessel disease on clinical 
endpoints
1A Abdullah, 1M Ahmed, 1C Cahill, 1C Ahern, 1K Mannix, 
1B Meany, 1T Hennessy, 1S Arnous, 2L Keary, 3M Keane, 
1T Kiernan
1 University Hospital Limerick, Ireland 
2 Bon Secours Hospital Kerry, Ireland
3 Kerry General Hospital, Ireland 

Introduction: There is a large subset of patients with ST elevation 
myocardial infarction (STEMI) with significant disease beside the 
culprit artery. Multivessel disease has been reported as one of the 
predictors of worse outcome. It is not clear if this related to incomplete 
revascularisation or due to increased disease burden per se. 

Purpose and Methods: In this study we retrospectively reviewed 
317 patients who were admitted with STEMI in our centre to 
estimate the effect of multivessel disease on clinical outcomes in 
terms of mortality, heart failure and length of stay. We tested whether 
incomplete revascularisation impacts MVD as predictor of clinical 
outcomes. A retrospective review of 317 patients who attended our 
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centre between January 2013 to December 2014. Medical records 
and angiographic reports were reviewed. Patients were divided 
into two groups, MVD group V’s single artery group. Mortality rates 
between the two groups were compared using X2 test and binary 
logistic regression estimate Odd ratio using STAT14.0.

Results: Of 317 patients who presented with STEMI, 95.3% 
received PPCI with the remaining unsuitable for coronary 
angiography for various reasons. The mean age of patients was 65 
years. 27.13% were female. In hospital mortality was 8.2% and 1 
year mortality = 10.74% (P=0.35). 58.5% had two-vessel disease 
or more (33.7% two, 22.8% three-vessel disease, 2% 4-vessel 
disease). Multivessel disease was associated with increased in-
hospital mortality of 9.44 % vs 3.15% up to 12.35% vs 5.0% 
1-year mortality (P=0.031, 0.034) Odd ratio = 3.2. Patients with 
multivessel disease tend to be older (mean 66.8 vs 61) and have 
longer hospital stay (mean =5.6 vs 3.9 days). Female sex, ejection 
fraction, symptomatic heart failure, use of Intra-aortic balloon pump 
were similar between the two groups. Repeat revascularisation, 
myocardial infarction, repeat angiogram for chest pain and 
readmission rates were similar between the two groups. With 
multivariae logistric regression, only age was independent predictor 
of mortality in this cohort.

Conclusion: MVD in patients with STEMI is associated with higher 
mortality and longer hospital stay. The increased mortality can 
be attributed to older age in patients with MVD and incomplete 
revascularisation

28. STEMI in the elderly: are we treating 
appropriately, a large primary PCI centre 
experience
S Cuddy, V Sullivan, G Mellotte, I Yearoo, P Crean, A Maree, 
R Murphy
St James’s Hospital, Dublin, Ireland 

Abstract Body: The elderly population (aged 80 years or older) with 
acute coronary syndrome is a heterogeneous group with variable 
frailty and differences in physiological ageing, comorbidity and 
functional status. Treatment of elderly patients is challenging because 
they are more likely than younger patients to have atypical symptoms, 

such as an absence of chest pain, in acute coronary syndrome. 
We undertook a review of the elderly population that was referred 
to St James’s Hospital as part of the National ACS programme 
and those that were diagnosed as an inpatient with a ST elevation 
MI (STEMI). We collected data from January to December 2015. 
We used the heartbeat database and HIPE data. We examined 
how many over 80’s had invasive angiography and looked at key 
performance indicators such as ECG to door time (DDT) and ECG to 
reperfusion time (RT) as benchmarks of care. Our aim was to see if 
these patients are less likely to receive invasive treatment and if they 
are at a higher risk for adverse events than younger patients.

Results: In 2015 there were 486 patients referred as a code 
STEMI to the cardiology service in SJH or diagnosed as an 
inpatient. The average age was 62.2 years (median 62, range 
23-91years), 25%(123) female. This included 48 patients aged 
80 years and older, average age 84 (median 84, range 80-91). 22 
(46%) were male with an average age of 82.6 years (median 82, 
range 80-88). The average female age was 84.7 years (median 
85, range 80-91). The mean DDT was 89 minutes (SD 87). In 
SJH ED the average door to ECG time was 10 minutes (range 
8-12). STEMI was the confirmed diagnosis in 38 patients; only 
3 of these patients did not undergo coronary angiography. The 
mean RT was 105 minutes (SD 44). Six patients did not survive 
to discharge, a mortality rate 12.5% versus 4% in the under 80’s. 
The DDT and RT in the under 80’s were 102 and 123 minutes. 
There is often concern over the lack invasive care undertaken in the 
elderly population, that they are not managed in accordance with 
guideline recommendations. Our experience demonstrates that the 
elderly STEMI population is undergoing invasive testing and invasive 
therapies as per guidelines and on average within the recommended 
time windows. This is encouraging in an ever-expanding subgroup 
that is inherently higher risk. However the mortality rate was much 
higher in elderly, reflecting how high risk a population they are. 
(6-month mortality data to follow.)

29. Long-term outcomes in the surgical 
management of left ventricular outflow tract 
obstruction in hypertrophic cardiomyopathy
R Collis, O Watkinson, C O’Mahony, O Guttmann, P Elliott
Barts Heart Centre London, UK
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Hypertrophic Cardiomyopathy is the most common genetically 
inherited cardiac disease affecting 1 in 500 of the population. 
Dynamic Left Ventricular Outflow Tract Obstruction (LVOTO) caused 
by systolic anterior motion of the mitral valve is present in up to 
two thirds of patients. Surgical intervention can alleviate LVOTO 
and improve symptoms but the risks and long-term outcomes of 
different surgical strategies are unknown.

Methods: Survival and clinical outcomes were assessed at 1, 5 
and 10 years post operatively in 362 patients with HCM undergoing 
surgical intervention for LVOTO at a specialist cardiomyopathy 
centre. The primary survival endpoint was all cause mortality.

Results: Group A (n=286) underwent septal myectomy; Group B 
(n=32) underwent septal myectomy and MV repair; Group C (n=26) 
underwent myectomy and MV replacement and Group D (n=17) 
underwent MV replacement without myectomy. There were 93 
concomitant procedures including CABG, AVR, MAZE procedure and 
left atrial appendage closure across groups. Mean follow up was 6.2 
years and longest follow up was 46.6 years. NYHA functional class 
improved from 2.49 to 1.48 postoperatively (p<0.05). The mean 
resting LVOT gradient improved from 72mmHg to 13.6mmHg at 1 
year post procedure; 14.4% of patients were operated on because 
of latent obstruction. There were 16 repeat surgeries including 9 redo 
myectomies, 6 MV Replacements and 1 MV Repair with a mean time 
to reintervention of 5.3 years. 28 patients met the primary endpoint of 
all-cause mortality at a mean of 9.6 years. There were 4 procedural 
related mortalities and 24 mortalities on late follow up greater than 30 
days post procedure. Survival analysis was estimated using Kaplan-
Meier curves and log-rank testing. Estimated survival rates post-
operatively at 1, 5 and 10 years respectively were 98.9%, 97.5%, 
93.7% in group A; 97%, 97%, 32.3% in group B 96.2%, 90.5%, 
90.5% in group C; and 93.3%, 80%, 80% in the group D (p<0.05).

Conclusion: Different surgical techniques are adopted for the 
management of LVOTO. Septal myectomy in particular is shown to 
have good long term outcomes with low rates of reintervention.

30. Does the HEART score predict outcomes of 
chest pain admissions and can it facilitate a 
safe early discharge?
A Bajrangee, S Mahabir, R Flood, A Tierney, JJ Coughlan, 
I Ullah, V Sullivan, AO Maree
St James’s Hospital, Dublin, Ireland

Aim: The focus of the diagnostic process in chest pain 
presentations to the accident and emergency department is 
to rapidly identify low and high-risk patients for acute coronary 
syndromes (ACS). The HEART score facilitates this but we sought 
to determine its utility in safely discharging patients. 

Methods: In this prospective observational study consecutive 
patients presenting to St James’s Hospital with chest pain, without 
ST elevation between January – July 2015 were followed. The 
primary outcome was to determine if the HEART score was 
predictive of six-week major adverse cardiovascular event (MACE) 
defined as the composite incidence of myocardial infarction, stroke, 
unplanned revascularization and death. Baseline demographics, 
clinical diagnosis and traditional cardiac risk factors, troponin 
level, ischemic electrocardiogram changes, HEART score (1-10), 
admission rates, plaque burden (Syntax and GENSINI score) and 
MACE at six weeks were recorded. 

Results: One hundred and twenty four patients, 43 with a 
diagnosis of non-cardiac chest pain (NCCP), 44 with stable angina 
(SA) and 37 with unstable angina (UA) were followed. Table 1 
illustrates patient characteristics. Data is presented as mean and 
standard deviations for continuous data and as percentages for 
dichotomous data.
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Abstract 30 Table 1: Characteristics 

Characteristic

Non 
Cardiac 
Chest 
pain

Stable 
Angina

Unstable 
Angina P value

Age (years) 54±9 65±12 65±12 < 0.001

Male Sex 54% 72% 73% 0.15

Risk factors (1-5) 2.2 2.7 3.0 0.4

HEART score 2±0.95 4.5±1.6 5.6±1.8 <0.0001

Abnormal ECG 19% 34% 64% 0.0004 

Patient admitted 
for further 
investigation

77% 94% 100% 0.2

Angiogram 
performed 48% 95% 100% 0.1

Required 
revascularization 2% 57% 90% <0.0001

GENSINI score 1.5±3.3 16±18.8 26.5±18.7 <0.0001

Syntax Score 2.7±7 6.8±6 9.7±7 0.0006

The six-week incidence of MACE was 3.7% for a HEART score of 
0-3, 54% for a HEART score of 4-6 and 73% for a HEART score 
of 7-10(p<0.0001). The HEART score accurately predicted the 
incidence of MACE at six weeks in all groups with an area under 
the curve of 0.96 (95% CI- 0.93-0.98, p<0.001).

The HEART score correlated with total plaque burden measured 
by GENSINI score r=0.4(p<0.001) and Syntax score r=0.3 (p = 
0.003). 44% of patients had a HEART score of 0-3 of which could 
have facilitated a safe early discharge for this cohort. 

Conclusion: The HEART score is an effective tool for safely 
identifying chest pain patients at high risk of MACE. Its application 
can facilitate safe early discharge for low risk patients.

31. Cardiac myxoma in the Republic of Ireland: A 
national incidence study
1T Ni Dhonnchu, 2A Daly, 3S Ogbo, 4L Keita, 1N Mulligan, 
1J McCarthy
1 Mater Misericordiae University Hospital, Dublin, Ireland 
2 Cork University Hospital, Cork, Ireland
3 St James’s Hospital, Dublin, Ireland
4 University College Hospital Galway, Ireland 

We would like to acknowledge all of the cardiac surgeons in 
Ireland whose surgery has contributed to this study

Aim: Atrial Myxomas are the most common primary, cardiac tumor. 
Very few studies, which examine age-standardized incidence rates, 
exist. The Republic of Ireland is a captive population, ideal for 
incidence studies. A previous national study, published in 1993, 
concluded that the incidence, of cardiac myxomas in Ireland, 
was 0.05 per 100,000 per year. We aim to establish the national 
age-standardized incidence of cardiac myxomas, for both men and 
women, in Ireland.

Methods: We conducted a ten year, retrospective study involving 
all patients who underwent resection of a cardiac myxoma in the 
Republic of Ireland between 2004 and 2013. Key word search 
of histology records were cross-referenced with theatre logs and 
review of patient charts. An age-standardized incidence rate was 
performed based on the national census figures from 2011.

Results: A total of 91 patients underwent resection of a cardiac 
myxoma in Ireland between January 2004 and December 2013. 
63% (n=57) of patients were female and 37% (n=34) were male. 
Overall age standardized incidence is 0.15 per 100,000 (age range 
17-87). Age standardized incidence of 0.11 per 100,000 for men 
(range 17-87). Age standardized incidence of 0.17 per 100,000 for 
women (range 23-85). Median age at time of surgery was 63 for 
women and 60.5 for men. 89% (n=81) of tumors were located in 
the left atrium with 9.9% (n=9) in the right atrium and 1.1% (n=1) 
in the ventricle.

Conclusion: Age-standardized rate of cardiac myxoma in Ireland 
is 0.15 per 100,000 per year. An apparent, three fold increase in 
incidence, when compared with an older irish study, is likely due to 
improved pre operative diagnostic techniques.
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32. Highly selective troponin T (hsTnT) and heart-
type fatty acid-binding protein (H-FABP) 
as markers of type 4a myocardial infarction 
and adverse events in elective percutaneous 
coronary intervention (PCI)
1M Connolly, 1J Shand, 1M Kinnin, 2MJ Kurth, 2J Lamont, 
1I Menown, 1D McEneaney 
1 Cardiovascular Research Unit, Craigavon Cardiac Centre, Southern 
Trust, Northen Ireland

2 Randox Laboratories Ltd, Crumlin, Northern Ireland

Introduction: Heart-type Fatty Acid-Binding Protein (H-FABP) may 
be useful for early diagnosis of ACS [1-2] and has been associated 
with increased cardiovascular events. Type 4a procedural myocardial 
infarction (MI) may occur after percutaneous coronary intervention 
(PCI) [3]. Little is known about the use of early biomarkers as 
predictors of cardiovascular events following elective PCI. 

Methods: We prospectively evaluated highly sensitive troponin 
T (hsTnT), H-FABP, troponin I (TnI), creatine kinase MB type 
(CKMB), myoglobin, glycogen phosphorylase BB (GPBB) and 
carbonic anhydrase 3 (CA3) at 0, 4, 6 and 24 hours following 
elective PCI. Baseline demographic and cardiac risk factors were 
recorded. The primary endpoint was type 4a MI, diagnosed as a 
rise of >5 x 99thupper reference limit (URL) of 14ng/dl (i.e. rise 
of >70ng/dl) at 6 hours if hsTnT was normal at baseline or >20% 
from 0 to 6 hours if hsTnT was >14ng/dl at baseline [3]. Patients 
were followed up at 1 year to assess for major adverse clinical 
events (MACE); MI, target vessel revascularisation, heart failure, 
stroke and death.

Results: We enrolled 241 patients of whom 32 were excluded due 
to withdrawal of consent or PCI being cancelled after angiography. 
A cohort of 209 patients was included in analysis, of whom 144 
(68.9%) were male, mean age was 68.8 years, 28 (13.4%) 
were smokers, 31 (14.8%) were diabetic, 199 (95.2%) had 
hypercholesterolaemia and 138 (66.0%) had hypertension. Type 
4a MI was observed in 37 (17.7%) patients. Comparing those with 

and without type 4a MI, there was no statistical difference in risk 
factors (p>0.05) except for age, (p=0.015). Median troponin at 6 
hours was 90.24ng/dl (95% CI 76.56 - 186.41) versus 14.43ng/
dl (95% CI 16.37 - 21.26) in the type 4a / non type 4a groups 
respectively, p=<0.001, figure 1. Median H-FABP at 4 hours was 
most predictive of type 4a MI (followed by CKMB and myoglobin) 
with levels of 6.23ng/l (95% CI 4.38-18.96), versus 2.05ng/l 
(95% CI 2.23-2.74), p=<0.001, AUC 0.91, table 1, figure 2. 
Results for TnI, CKMB, myoglobin, GBPP and CA3 are shown 
in table 1. Multivariate logistic regression (stepwise elimination) 
showed H-FABP to be most predictive of type 4a MI, p<0.001. 
Sensitivity of 4 hour H-FABP (>6.32ng/ml) for type 4a MI was 
51.5%, specificity 96.1%, positive predictive value (PPV) 73.9%, 
negative predictive value (NPV) 90.3%, odds ratio (OR) 26.39, 
relative risk (RR) 7.62. MACE was noted in 6 (2.9%) patients 
(three MI, two death and one stroke), 3 of which had type 4a MI at 
index PCI, p=0.036. Table 2 compares median change in H-FABP 
and hsTnT from 0-6 hours in patients who developed MACE at 1 
year with CA3 performing best, p=0.02.

Abstract 32 Table 1: Summary of biomarker results at 4 hours

4 hour 
biomarker

Type 4a MI No type 4a MI
AUC p value

Median IQR Median IQR

H-FABP 
(µg/L) 6.23 6.22 2.05 1.45 0.91 <0.001

Tnl (µg/L) <0.18 0.07 <0.18 0.01 0.62 0.004

CKMB (µg/L) 3.54 3.37 2.01 1.25 0.75 <0.001

Myoglobin 
(ng/ml) 72.75 55.68 35.82 38.91 0.72 <0.001

GPBB (pg/L) 3.37 3.50 3.45 2.48 0.50 0.889

CAII (µg/L) 28.76 23.67 25.25 26.41 0.60 0.168

H-FABP: heart-type fatty acid-binding protein; hsTnT: highly 
sensitive troponin T; Tnl: troponin I; CKMB: creatine kinase MB; 
GPBB: glycogen phosphorylase; CAIII: carbonic anhydrase III; IQR: 
interquartile range; AUC: area under curve
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Abstact 32 Table 2: Summary of biomarker change from 0–6 
hours in 1 year MACE and non-MACE patients

Biomarker
MACE No MACE

AUC p 
valueMedian 

change IQR Median 
change IQR

hsTnT (ng/L) 38.32 135.61 7.07 23.49 0.94 0.06

H-FABP 
(µg/L) 3.73 21.36 0.56 2.45 0.91 0.04

Tnl (µg/L) 0.47 0.01 0.09 0.22 0.97 0.11

CK-MB 
(µg/L) 0.45 4.01 0.18 1.14 0.89 0.29

Myoglobin 
(ng/ml) 15.47 185.49 2.80 36.55 0.94 0.07

GPBB (pg/L) -0.86 8.08 1.75 5.13 0.71 0.31

CAII (µg/L) 24.13 18.23 1.08 20.91 0.91 0.02

H-FABP: heart-type fatty acid-binding protein; hsTnT: highly 
sensitive troponin T; Tnl: troponin I; CKMB: creatine kinase MB; 
GPBB: glycogen phosphorylase; CAIII: carbonic anhydrase III; IQR: 
interquartile range; AUC: area under curve

Abstract 32 Figure 1: hsTnT release between type 4a (n=37) 
and no type 4a MI (n=172)
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Abstract 32 Figure 2: H-FABP release between type 4a (n=37) 
and no type 4a MI (n=172)

24 hr
3.76
1.88

6 hr
8.18
2.45

4 hr
6.23
2.05

0 hr
2.75
1.85

MI
No MI

9

8

7

6

5

4

3

2

1

0

Median H-FABP release in type 4a MI and no type 4a MI

H
-F

A
B

P
 (

µg
/L

)

Conclusions/implications: Median 4 hour H-FABP was most 
predictive of a 6 hour hsTnT rise as a consequence of type 4a MI 
in elective PCI, followed by CKMB and myoglobin. H-FABP, hsTnT 
and CA3 were predictive of MACE at 1 year.
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33. The genesis and development of a 
multidisciplinary atrial fibrillation clinic
1E Morrissey, 2R Pharithi, 2D Moore, 1C McManamly, 3C Burke, 
3R Collins 
1 Department of Pharmacy, Tallaght Hospital, Dublin, Ireland 
2 Department of Cardiology, Tallaght Hospital, Dublin, Ireland
3 Department of Stroke Tallaght Hospital, Dublin, Ireland 

Introduction: Atrial fibrillation (AF) is commonest cardiac arrhythmia. 
Treatment of AF includes drugs for rate or rhythm control and 
usually anticoagulation. Direct Oral Anticoagulants (DOACs) are now 
anticoagulants of choice. Our hospital had no formalised structure 
for AF management or governance over DOAC treatment. Main 
stakeholders (cardiology, stroke and pharmacy) agreed development 
of multi-disciplinary AF clinic. This abstract describes the evolution and 
set up of such a clinic and the profile of the patients seen. (Table 1)

Methods: A formal plan developed by the stakeholders over 
6 week period. European Heart Rhythm Association (EHRA) 
algorithm adopted as gold standard for monitoring patients on 
DOACs. Identified pharmacy lead at clinic undertook prescribing 
course under tutorship of Lead Cardiologist. This facilitated drafting 
of treatment protocols / data collection forms at clinic. 

Results: Clinic operates 8 patient slots weekly. There are two 
patient pathways.

1. New patient pathway

Patient is seen by consultant/ registrar and nature 
and importance of AF explained including stroke risk 

and need for anticoagulation 

▼

Selection of appropriate therapy is made. 

▼

Review of therapy selection by pharmacist.

▼

Counselling regarding use of DOAC including written 
information and alert card.

2. Return patient pathway

Patients are reviewed by the pharmacist.

▼

Laboratory results are reviewed as well as clinical 
parameters including heart rate and blood pressure.

▼

Medication review including selection of DOAC, 
appropriate dose and drug interactions.

▼

Patients are assessed for adherence, 
thromboembolic or bleeding events, side effects.

▼

Refresher counselling provided reiterating the 
importance of adherence and reporting of signs or 

symptoms of bleeding.

▼

Patients seen by the registrar- any recommendations 
made by the pharmacist are reviewed.

Patients return at 1, 4 and 10 months for review and are then 
discharged back to their GP. To date the clinic has seen over 200 
patients over an eleven month time period.

Abstract 33 Table 1: Average patient profile of AF clinic

Patient parameter Average

Sex 59% male

CHA2DS2-VASc 3.4

HAS-BLED 1.6

Average BMI 30kg/m2

Renal function (CrCl) 61ml/min

No. of medications 6

Patients reporting 
adherence** 85%
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Conclusion: This clinic is first multidisciplinary AF clinic of its’ 
kind and we believe it represents an achievable model elsewhere 
to ensure gold standard treatment of patients with atrial fibrillation. 
Demand for clinical review of atrial fibrillation is growing so further 
resourcing will be needed in future as demography changes. An 
audit on all patient consultations from a Pharmacy and Medical 
perspective is ongoing to capture the value of this initiative.

34. Hour QT analysis in the prediction of genotype 
positivity in suspected LQTS: a study in both 
proband and family screening populations
1S Tuohy, 2M Smyth, 3J Galvin, 3C McGorrian
1 Mater Misericordiae University Hospital, Dublin, Ireland
2 University College Dublin, Dublin, Ireland 
3 Mater Heart House, Dublin, Ireland 

Introduction: LQTS is an inheritable condition with a suspected 
prevalence on 1/2000 and has a risk of sudden cardiac death 
due to ventricular arrhythmia if untreated. 24 hour QT analysis 
is a method of averaging QT measurements obtained via holter 
monitoring over a 24 hour period. The utility of 24 hour QT analysis 
to predict genotype positivity has not been widely studied. 

Methods: 28 probands with genetic testing results and 107 first 
degree relatives of genotyped LQTS patients were included in the 
analysis. Retrospective review of the medical charts of all patients 
was performed. Parameters analysed included corrected QT (QTc) 
interval on 12 lead ECG, 24 hour ambulatory ECG, the QTc after 
4 minutes of recovery post exercise stress testing (EST), and 
the Schwartz score based on clinical and ECG criteria. All these 
parameters were then compared to the results of subsequent 
genetic testing.

Results: 28 probands were analysed with 7 returning a positive 
gene test and 21 returning a negative gene test. Gene positive 
individuals had significantly greater QTc by resting ECG (p=0.047), 
24 hour ECG (p=0.005) and after 4 minutes recovery post EST 
(p=0.001) (independent t-test). Using standard cut offs (450ms for 
males and 460ms for females) the association between clinically 
positive resting ECG and positive genotype was not statistically 
significant (p=0.17). Schwartz score >3.5 showed no significant 

difference between gene positive and gene negative groups 
(p=0.33). 24 hour QTc (p=0.029) was significantly associated with 
positive genotype and QTc at 4 minutes recovery post EST showed 
a trend toward significance (p=0.069). Of 107 first degree relatives 
of LQTS cases there were 50% gene positive cases. There were 
statistically significant differences between gene positive and gene 
negative family members in QTc (p<0.001), 24 hour QTc p<0.001), 
QTc at 4 minutes recovery post EST (p=0.001), and Schwartz 
score (p<0.001). A Schwartz score of >3.5 was 98% specific for 
genotype positive LQTS but this test had a very low sensitivity of 
29%. The most sensitive test was 24 hour QTc with a cut off of 
450ms for males and 460ms for females with a sensitivity of 69% 
and specificity of 83%.

Conclusions: Family screening and prevention of sudden cardiac 
death is central to the management of LQTS. Current individual 
clinical testing methods are not sufficiently sensitive to diagnose 
LQTS alone and must be used in combination to assess the risk 
of LQTS. 24 hour QT analysis is the most sensitive method of 
predicting positive genotype in both probands and family members 
of affected individuals.

35. Prevalence of Brugada Syndrome in high risk 
Irish population – data from cardiac risk in 
younger persons (CRYP), Tallaght, Dublin
D Ranganathan, H Connaughton, H Sulaiman, D Ward
Tallaght Hospital, Dublin, Ireland

Introduction: Brugada Syndrome (BrS), first described by 2 
Spanish brothers, is a genetic arrhythmogenic disease characterised 
by appearance of coved-shaped STelevation on electrocardiogram 
(ECG) in precordial leads V1-V3 in the absence of structural heart 
disease, electrolyte imbalance or ischemia. It is associated with 
syncope and sudden death, typically at rest or during sleep.

Methods: We used our CRYP database to identify individuals as 
having probable BrS based on clinical presentation, family history 
and result of provocation test using ajmaline. Ajmaline, a short-
acting sodium channel blocker, unmasks these dynamic, and often 
concealed, BrS ECG changes. Ajmaline dosed at 1mg/kg body 
weight was infused at a rate of 10mg/min with continuous ECG 
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monitoring, with modified lead placement as per protocol (1). The 
test was deemed positive with the development of abnormal coved-
type ECG changes in precordial leads V1-V3.

Results: Of 207 patients (85 families) selected for ajmaline testing, 
193 underwent provocation testing. The most common indication for 
referral was family history of sudden cardiac death (161), followed 
by symptoms of syncope (11), patients with a known family history 
of BrS (8), patients who suffered cardiac arrest/non-sustained 
ventricular tachycardia (5), patients with borderline ECG that did 
not fit the criteria for BrS (4), patients presenting with palpitations 
(2) and seizures (2). (Figure 1) 10 patients (6 males, 4 females) 
developed Type 1 ECG changes, 2 developed Type 2 changes and 2 
developed QRS prolongation. Of the 10 who were positive, 6 patients 
belonged to 2 families and 4 were unrelated. 2 patients subsequently 
underwent ICD placement. The rest of the patients remain well and 
are routinely followed up for development of symptoms.

Abstract 35 Figure 1: Indication for referral
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Conclusion: Sudden arrhythmic death syndrome (SADS) is defined 
as a sudden, unexpected death in a person with no known prior 
cardiac disease, last seen well within 12 hours of the death and 
within 1 hour of the onset of symptoms (if any) in whom a full 
post-mortem examination including toxicology investigations could 
not identify the cause of death(2). In Ireland SADS has reported 
incidence of 0.76 per 100,000 compared to 0.16 per 100,000 in 
the United Kingdom(3).

In our study, out of 85 families screened through ajmaline test for 
BrS, 6 familieswere found to have evidence of BrS (7%). A similar 
study by McGorrian et al, in which 73 families were screened for 
SADS in Ireland, the results were very similar.

They identified 22 families with a potential inheritable cause of 
SADS, of which 5 families were found to have evidence of BrS 
(7%). These identical results suggest that Brugada syndrome is 
a relatively rare but definite cause of sudden cardiac death in the 
Irish population. Ajmaline testing should considered and routinely 
performed in patients screened for SADS.

36. Simplifying the audit of risk factor recording 
and control: a report from an international 
study in 11 countries
1I Graham, 2M Zhao, 3T Conney, 2K Klipstein-Groubusch, 
2D Grobbee
1 Trinity College, Dublin, Ireland 
2 UMC Utrecht, Holland
3 St Vincent’s Hospital, Dublin, Ireland 

Presented on behalf of the SURF investigators.

Background: To simplify the assessment of the recording and 
control of coronary heart disease risk factors in different countries 
and regions. 

Design: The SUrvey of Risk Factors (SURF) is an international 
clinical audit.

Methods: Data on consecutive patients with established coronary 
heart disease from countries in Europe, Asia and the Middle East 
were collected on a one-page collection sheet or electronically 
during routine clinic visits. Information on demographics, diagnostic 
category, risk factors, physical and laboratory measurements, and 
medications were included and key variables summarized in a 
Cardiovascular Health Index Score.

Results: Coronary heart disease patients (N.10,186; 29% 
women) were enrolled from 79 centres in 11 countries. Recording 
of risk factors varied considerably: smoking was recorded in over 
98% of subjects, while about 20% lacked data on laboratory 
measurements relevant to cardiovascular disease risk. Sixteen per 
cent of participants reported smoking, 29% were obese, and 46% 
had abdominal obesity. Sixty per cent of participants had blood 
pressure <140/90mmHg (140/80 mmHg for diabetics), 48% 
had HbA1c<7%, 30% had low-density lipoprotein <1.8 mmol/l 
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and 17% had a good cardiovascular health index score. There 
were substantial regional variations. Less than 3% of patients 
attended cardiac rehabilitation in Asia or the Middle East, compared 
with 45% in Europe. In Asia, 15% of patients had low-density 
lipoprotein cholesterol <1.8 mmol/l compared with 33% in Europe 
and 36% in the Middle East. Variations in medications were noted, 
with lower use of statins in Asia.

Conclusions: SURF proved to be practical in daily practice. Results 
indicated poor control of risk factors with substantial variation 
between countries, calling for development and implementation of 
clinical standards of secondary prevention of coronary heart disease.

MODERATED POSTER SESSION 2

37. Neutrophil to Lymphocyte ratio as a predictor 
of outcomes and plaque burden in ST segment 
elevation myocardial infraction (STEMI)
A Bajrangee, S Mahabir, A Tierney, R Flood, JJ Coughlan, 
C Hickie, FA Murray, B Gorna, P Srinivas, I Ullah, V Sullivan, 
AO Maree
St James’s Hospital, Dublin, Ireland

Aim: Several inflammatory markers have been implicated in the 
pathogenesis of STEMI. The prognostic role of a simple bedside 
marker like neutrophil to lymphocyte ratio in predicting outcomes 
after STEMI remains undefined. 

Methods: Consecutive admissions with STEMI were compared to 
consecutive patients presenting with stable angina over a 60-day 
period to St James’s Hospital, Dublin. Data gathered included 
demographics, neutrophil: lymphocyte ratio (NLR) pre angiography, 
plaque burden using GENSINI and Syntax scores, major adverse 
cardiac events (MACE) at six week, TIMI grade at end of procedure 
and ejection fraction at six weeks. Patients with acute sepsis, 
recent surgery, autoimmune diseases or underlying malignancy 
were excluded.

Results: Ninety-seven patients, 44 with stable angina and 53 
with STEMI were followed to six weeks post discharge. Table 
1 illustrates the baseline demographics and outcomes. STEMI 
patients were younger, more likely to have a higher NLR, higher 
plaque burden, troponin and lower ejection fraction.

Abstract 37 Table 1: Characteristics

Characteristic Stable 
Angina STEMI P value

Age (years) 65 ± 12 59 ± 15 0.006

Male Sex 53% 69% 0.1

Neutrophil: 
Lymphocyte ratio 2.5 ± 0.8 4.7 ± 3.7 <0.0001

GENSINI score 16 ± 18 53 ± 33 <0.0001

Syntax score 6.1 ± 6 17 ± 9 <0.0001

TIMI Grade 3.0 ± 0.3 2.8 ± 0.5 0.1

Troponin 157 ± 116 1838 ± 330 0.0001

Ejection Fraction 55 ± 1.6 45 ± 1.9 0.0003

MACE at six 
weeks 4.5 % 9.4% 0.4

On multivariate analysis predictors of MACE at six weeks in the 
STEMI cohort were NLR > 4.5 (OR 1.2,CI 1-1.34,P= 0.05) but 
not GENSINI score, Syntax score, ejection fraction or TIMI grade at 
end of procedure. NLR was not associated with six week MACE in 
the stable angina cohort. In both groups NLR did not correlate with 
overall plaque burden.

Conclusion: NLR of greater than 4.5 was a predictor of MACE at 
six weeks in STEMI patients. This inexpensive and widely available 
marker may be incorporated into standard models of risk prediction 
in STEMI.
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38. The outcomes of patients post cardiac 
arrest in the primary PCI era: the St James’s 
experience
1C O’Connor, 2R Murphy, 2D O’Hare, 2I Yearoo, 2S Cuddy, 
2I Ullah, 2D McGuane, 2V Sullivan, 2B Foley, 2G Mellotte
1 University College Limerick, Ireland 
2 St James’s Hospital, Dublin, Ireland

Introduction: Ischaemic heart disease is believed to account 
for 60-70% of cardiac arrests, particularly in adults. Since the 
commencement of the national primary PCI programme, there 
is increased access to angiography in patients with return of 
spontaneous circulation (ROSC) post cardiac arrest. The decision 
to proceed with angiography can be challenging in this cohort as 
it is often difficult to determine candidates suitable for primary 
angiography for several reasons; non-specific electrical morphology 
on electrocardiogram post-arrest, sluggish myocardial contractility 
often seen in patients on echocardiography after ROSC, the 
difficulty in determining the degree of hypoxic encephalopathy in 
the acute setting and the challenge in identifying the aetiology for 
the cardiac arrest initially. This study aimed to identify the patients 
presenting to the emergency department with out of hospital cardiac 
arrest over a two year period, and describe associated outcomes in 
the ‘primary PCI’ era.

Methods: Retrospective cohort analysis was conducted on 
attendances to the emergency department of St James’s Hospital, 
Dublin between January 2014 and February 2016. Emergency 
department records were collated with hospital inpatient enquiry 
(HIPE) records to identify patients presenting with cardiac arrest. 
Electronic and paper charts were used to source patient-level data. 
Standard parametric multivariate analysis was performed.

Results: Over the 109,854 emergency department attendances 
during the study period, 290 patients presented with cardiac arrest 
(0.26%). Average age on presentation with cardiac arrest was 
65, and the male-female ratio was observed at 2:1. 52 patients 
(17.9%) survived to admission from the emergency department. 
Of the patients surviving arrest, 23 (44.2%) underwent emergency 
angiography; 52.2% within 90 minutes, 78% within 6 hours and 
82.6% within 24 hours. 15 (65.2%) patients required primary PCI. 
60.9% of patients undergoing angiography survived to discharge, 
whereas 24% of the group not undergoing angiography survived to 

discharge. This is a reflection on angiography not being performed 
on patients with poor expected outcomes. There was a trend 
towards increased survival in the patients not requiring PCI which 
was not significant (53.3% versus 71.4%, p=0.14), and this 
again reflects the increased comorbidity burden of those requiring 
PCI. Compared with STEMI patients within the same St James’s 
Hospital population (mean reperfusion time 116mins) patients 
requiring reperfusion had a significantly longer time to reperfusion 
(263mins) p=0.0022. 

Conclusion: Out of hospital cardiac arrest was associated with a 
total mortality of 91% in this cohort. In carefully selected patients post 
cardiac arrest, a high percentage (65.2%) required PCI. Patients with 
out of hospital cardiac arrest requiring revascularisation had a longer 
time to reperfusion than STEMI patients.

39. Ministernotomy for aortic valve replacement – 
Is it safe and effective?
E Ryan, S Bargenda, N El-Tayeb, J Hurley, J McCarthy
Mater Private Hospital, Dublin, Ireland 

Background: Surgical aortic valve replacement has been shown 
to be an extremely safe and effective operation. In order to reduce 
patient morbidity, we recently commenced a ministernotomy 
approach to the aortic valve. 

Methods: Between 2012 and the present 90 aortic valve 
replacements have been performed using this less invasive 
technique. Age ranged from 33 to 87 years. The technique involved 
partial sternotomy of 7-8 cm with a ‘J’ to the left. Cardiopulmonary 
bypass was established with low profile cannulae, and the 
replacement of the aortic valve proceeded with a standard surgical 
technique in 82 patients and with a sutureless rapid deployment 
valve in 6 patients.

Results: 30 day mortality was 0%, 4 patients required conversion 
to full sternotomy. One patient had reoperation for bleeding post 
surgery. All patients were discharged well. 

Conclusions: Aortic valve replacement via a ministernotomy is a 
safe and effective procedure.
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40. The first Irish minimally invasive mitral repair 
cases
M Tolan
St James’s Hospital, Dublin, Ireland 

Abstract Body: The first five minimally invasive mitral surgery cases 
are reported. Age range was 69 to 76 years, two ladies and three 
men; all had degenerative mitral regurgitation and all valves were 
repaired using standard Carpentier principles. All were performed 
through a 5 to 8 cm skin incision, right anterolateral thoracotomy 
and cardiopulmonary bypass established via the femoral vessels. 
All patients were discharged within 6 days. No patient had residual 
mitral regurgitation on discharge and there was no morbidity of note 
in any of the patients. Minimally invasive surgery is a safe alternative 
to conventional open surgery when performed by an experienced 
mitral surgeon with appropriate training in minimal techniques.

41. Renal insufficiency, bleeding and 
prescription of discharge medication in 
patients undergoing percutaneous coronary 
intervention in the National Heart, Lung and 
Blood Institute (NHLBI) Dynamic Registry
1A Bajrangee, 2R Margey, 3F Selzer, 4H Jneid, 5O Marroquin, 
5S Mulukutla, 6W Warren, 7A Jacobs, 1A Maree
1 St James’s Hospital, Dublin, Ireland
2 Mater Private, Dublin, Ireland
3 Department of Epidemiology, Division of Cardiology, University of 
Pittsburgh, USA

4 Division of Cardiology, Michael E. DeBakey VA Medical Center and 
Baylor College of Medicine, USA

5 Division of Cardiology, University of Pittsburgh Medical Center, USA
6 Division of Cardiology, The University of New Mexico School of 
Medicine, USA

7 Division of Cardiology, Boston Medical Center and Boston 
University School of Medicine, USA

Aims: To establish the relationship between renal insufficiency, 
bleeding and prescription of cardiovascular medication.

Methods and Results: This was a prospective, multi-center, 
cohort study of consecutive patients undergoing PCI during 
three NHLBI Dynamic Registry recruitment waves. Major and 
minor bleeding, access site bleeding and rates of prescription of 
cardiovascular medication at discharge were determined based 
on estimated glomerular filtration rate (eGFR). Renal insufficiency 
was an independent predictor of major adverse cardiovascular 
events (MACE). Bleeding events and access site bleeding requiring 
transfusion were significantly associated with degrees of renal 
insufficiency (p<0.001). There was an incremental decline in 
prescription of cardiovascular medication at discharge proportionate 
to the degree of renal impairment (aspirin, thienopyridine, statin, 
coumadin (overall p<0.001), beta blocker (overall p=0.003), ACE 
inhibitor (overall p=0.02). Bleeders were less likely to be discharged 
on a thienopyridine (95.4% versus 89.9% for bleeding, p<0.001 and 
95.3% versus 87.9% for access site bleeding, p=0.005), but not 
aspirin (96.3% versus 96.2%, p=0.97 and 96.3% versus 93.6%, 
p=0.29 respectively). Failure to prescribe anti-platelet therapy at 
discharge was strongly associated with increased MACE at one year. 

Conclusions: Renal insufficiency predicts bleeding in patients 
undergoing PCI. Patients with renal insufficiency are less likely to 
receive recommended discharge pharmacotherapy.

GENERAL POSTER SESSION 2

42. Outcome of primary pci in older population
A Abdullah, M Ahmed, C Aherne, M Abdurahman, B Meany, 
T Kiernan
University Hospital Limerick, Ireland

Introduction: STEMI is a leading cause of mortality. Several factors 
are associated with poor outcome. One of the major factors is 
increasing age. In this brief report we highlight the mortality and 
the characteristics of elderly patients (above 75 years of age) who 
presented with STEMI to our PCI center.

Methods: A retrospective review of clinical records of all patients 
who presented to PCI center in University Hospital Limerick in the 
period from January to December 2014. Patients were allocated 
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into two groups according to their age at time of presentation with 
group 1 representing patients who were 75 year-old or older, and 
group 2 included patients who were younger than 75 year-old.

Results: Total of 223 patients were reviewed. 184 patients had 
confirmed diagnosis of STEMI. Primary PCI was performed in 182 
patients and they were included in this analysis. 

Group 1 (above 75-year old) included 49 patients (26.9%) while 
group 2 (< 75 years old) included 133 patients. Females represnted 
45 patients (24.7%). In hospital mortality in the first group was 
18.4% (9 patients) while mortality in in the second group was 0% 
(P = 0.0001)). The median length of stay (LOS) was 3 days in the 
first group vs 4 days in the second group(P=0.45). Percentage of 
patients who presented with cardiac arrest on admission was 6.1% 
in first set of patients in comparison to 11.2% in the second group 
(P=0.45). LAD obstructive pathology was identified as culprit lesion in 
47.8% of the first group against 41.8% in the second set of patient 
(P=0.56). Low EF (EF<40%) was 51% in first cohort of patients and 
36.8% on the second group(P=0.2). The use of IABP in the group 1 
and group 2 was 16.3% and 13.2% respectively (P=0.64).

Conclusion: While the utilization of primary PCI service by the 
elderly populatoin in our center has shown high proportion(26.9%), 
the mortality was extremely high. Important characteristics were 
included in this analysis; notably EF, use of IABP and cardiac arrest 
on admission to reflect clinical status on presentation. All theses 
parameters failed to show significant difference. For example 
the presence of cardiac arrest was noted to be higher in younger 
patients. This finding points to the fact that, the striking difference in 
mortality is probably due to other factors not analysed in this report. 
Increasing age is associated with increased medical co-morbidities. 
For complete understanding of the risks for mortality in this age group 
multivariate analysis with consideration of more variables is needed.

43. Under utilisation of thrombolysis in the 
national ACS programme: the St James’s 
experience
S Cuddy, G Mellotte, V Sullivan, I Yearoo, A Maree, P Crean, 
R Murphy
St James’s Hospital, Dublin, Ireland

Optimal reperfusion in STEMI is the key goal of the National 
ACS programme. The aims of the programme are a diagnosis to 
door time (DDT) of <90 minutes and a reperfusion time (RT) of 
<120 minutes, with a goal of Primary PCI (PPCI) as the method 
of reperfusion in 80% of STEMIs. Thrombolysis is an important 
reperfusion strategy where primary PCI cannot be offered to STEMI 
patients within recommended timelines. The aim of this study was 
to examine the number of patients outside the recommended time 
goals being referred to St James’s from other hospitals and hence 
to estimate the potential patient cohort that should be considered 
for thrombolysis prior to transfer to the Primary PCI centre. 

We used the Code STEMI database collected prospectively and HIPE 
data to identify our patient cohort. From January to December 2015 
487 patients in total were identified as diagnosed with a STEMI or 
transferred to St James’s as part of the National ACS programme. 
Looking at all-comers; 222 (45%) were transferred from another 
hospital, 206 (42%) from the field, 29 (6%) from our ED. The 
average DDT of the patients from outside hospitals was 141 minutes 
(median 110, range 18-798), 63% were outside the 90 minutes 
DDT. The average RT was 148 minutes (median 128, range 25-599), 
57% of the patients were outside the recommended 120 minutes for 
RT. Only 7 patients (1.4%) were thrombolysed prior to transfer. 

There are inevitable delays when arranging transfer of Code 
STEMI patients from an outside hospital to the primary PCI centre. 
It is expected that a proportion of patients will have to undergo 
thrombolysis as the initial reperfusion strategy. The data we 
collected in the largest PPCI centre in the country highlights that 
thrombolysis is being under-utilised and needs to be considered in 
all inter-hospital STEMI transfers. 

44. Multi-vessel PCI in stemi after the prami trial: 
the Irish experience
S Cuddy, V Sullivan, G Mellotte, I Yearoo, A Maree, R Murphy, 
J Cosgrave
St James’s Hospital, Dublin, Ireland

Abstract Body: Prior to the publication of the PRAMI trial the 
guideline recommendation was to only undertake culprit vessel 
PCI at the time of Primary PCI (PPCI) in the management of ST 
elevation myocardial infarction (STEMI). The guidelines advocated 
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a staged PCI approach. The benefit of non-culprit PCI at the time 
PPCI is now widely accepted in the post PRAMI era.

We reviewed all patients that underwent PPCI for STEMI in 
St James’s in 2015 to examine our practice in this regard. We 
recorded the number of patients that underwent multi-vessel PCI 
(MVPCI) at the time of infarct artery PCI compared with the group 
that underwent staged PCI and those referred for CABG. We looked 
at different parameters that may affect decision-making at the time 
of PPCI such as primary operator and ‘on-call hours’ to see if these 
variables influenced the decision to proceed or wait. Patient mortality 
and length of stay (LOS) were also compared between the groups.

We used the Code STEMI database and HIPE data to identify our 
patient cohort, with review of the patient chart to verify missing 
details.

In 2015 there were 487 patients diagnosed with a STEMI in SJH or 
transferred to St James’s as part of the National ACS programme 
(average age 62.2 years (range 23-91), 25% female). There were 
407 (83.6%) patients with a confirmed diagnosis of STEMI, either 
clinically or angiographically (average age 62.4 years, 25% female). 
375 (77%) had PPCI (average age 61.5 years, 23% female). 53 
patients had MVPCI at the same time as PPCI (14%, average 
age 61, 21% female). 58 had staged PCI (15%, average age 62, 
17% female); 18 as an inpatient, 36 as an outpatient and for 4 
patients it was recommended on repatriation to a PCI centre. LOS 
in those not repatriated to their local hospital was 8.4 days (median 
6.8, range 4.4-17.7) in MVPCI and 8.3 (median 6.3, range 3.3-
26.2) in the staged PCI group. The MVPCI group had an inpatient 
mortality of 3.7% (2 patients), there were no recorded deaths in 
staged PCI subgroup. The majority of all the cases were performed 
during ‘on-call hours’; MVPCI 64.5% and staged 61.4%. Out of 
10 primary operators only one displayed a statistically significant 
preference for MVPCI versus staged PCI (p&lt;0.01), and one the 
opposite (p=0.01). We referred 17 patients for CABG, 8 having no 
intervention prior to CABG, 9 following POBA or PCI.

In the largest Irish PPCI centre we found the number of patients 
undergoing non-culprit vessel PCI at the time of PPCI is much 
larger than those undergoing inpatient staged PCI. There was no 
reduction in length of stay in our cohort. The prolonged LOS and 
the mortality rate may reflect the more complex disease in the 
cohort undergoing MVPCI and also reflect that this is real-life data 
including patients in cariogenic shock and post cardiac arrest. 

45. Intravascular ultrasound guidance of 
percutaneous coronary interventions in ostial 
chronic total occlusions
N Ryan, O Vedia-Cruz, P Dingli, P Salinas, L Nombela-Franco, 
I Nuñéz-Gil, P Jiménez-Quevedo, N Gonzalo, A Fernandez-
Ortiz, J Escaned
Hospital Clínico San Carlos, Madrid Spain

Background: Inability to cross the lesion with a guidewire is the 
most common reason for failure in percutaneous revascularization 
(PCI) of chronic total occlusions (CTOs). An ostial or stumpless 
CTO is an acknowledged challenge for CTO recanalization due to 
difficulty in successful wiring. IVUS imaging provides the opportunity 
to visualize the occluded vessel and to aid guidewire advancement. 
We review the value of this technique in a single-centre experience 
of CTO PCI. 

Methods: This series involves 22 patients who underwent 
CTO-PCI using IVUS guidance for stumpless CTO wiring at our 
institution. CTO operators with extensive IVUS experience in non-
CTO cases carried out all procedures. Procedural and outcome data 
in this population was prospectively entered into the institutional 
database and a retrospective analysis of clinical, angiographic and 
technical data was performed.

Results: 17 (77%) of the 22 procedures were successful. The 
mean age was 59.8±11.5 years, and 90.9% were male. The most 
commonly attempted lesions were located in the Left Anterior 
Descending (LAD) 36.4% (8) and Circumflex artery (LCx) 31.8% 
(7). Mean JCTO score was 3.09 ± 0.75 (3.06 ± 0.68, 3.17 ± 
0.98 in the successful and failed groups respectively p=0.35). 
The mean contrast volume was 378.7ml ± 114.7 (389.9ml ± 
130.5, 349.2ml ± 52.2 p=0.3 in the successful and failed groups 
respectively). There was no death, coronary artery bypass grafting 
or myocardial infarction requiring intervention in this series. When 
the success rates were analyzed taking into account the date of 
adoption of this technique, the learning curve had no significant 
impact on CTO-PCI success. 

Conclusions: This series describes a good success rate in IVUS 
guided stumpless wiring of CTOs in consecutive patients with this 
complex anatomical scenario. 
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46. Grouping of procedures improves 
catheterisation laboratory efficiency – A single 
centre experience
A McInerney, C Power, S Geraghty, T Morgan, D McEvoy, 
L Collins, T Gumbrielle
Beaumont Hospital, Dublin, Ireland 

Introduction: Improving Catheterisation Laboratory efficiency is 
the aim of all Cardiology Departments. Marrying efficiency with 
patient satisfaction is often challenging. Implantable loop recorder 
(ILR) insertion is a common procedure in our institution. To date, 
most ILR implantations have taken place on an ad hoc basis. We 
had long surmised that procedure efficiency could be improved by 
grouping implants on the same day without compromising patient 
experience. Our study aimed to prove this theory using ILR as an 
index procedure.

Methods: Two half-days were set aside for implantation. Patients 
were unselected and taken from the waiting list. All implants were 
planned as day cases. 12 were planned for day 1 and 18 for day 
2. Patients were admitted to the cardiology day ward (CDW) on 
the morning of the procedure. Antibiotics and paracetamol were 
administered as per protocol. Patient education, given by the 
CDW nurses, included pros and cons of sedation, the method of 
implantation and wound care. Home monitoring education was 
given by the manufacturing company representative. A team 
meeting including the Consultant, Nursing staff, and Cardiac 
Physiologists took place after the first day to highlight possible 
changes for day 2. On both days all patients were asked to 
complete a questionnaire regarding their experience.

Results: 11 patients were implanted and one had device removal on 
day 1 with 14 implants and 4 removals on day 2. The average age 
was 57. Indications were syncope (13), palpitations (9) and stroke 
(3). All patients opted to have no sedation. All procedures were 
carried out by a single operator. The average procedure duration was 
8 minutes (range 4-15minutes). All patients were discharged from 
the CDW within 30 minutes following the procedure. Following the 
team meeting on day 1, it was decided that paracetamol should be 
administered orally rather than intravenously, procedure packs were 
pre-prepared and further improvements in CDW utilisation were 
made. This resulted in further improvement in the time taken per 
patient from admission to discharge. All implants had adequate p 

wave and r wave amplitudes as per manufacturers recommendations. 
No patients were readmitted with device related complications. 
93.3% of patients returned their patient experience questionnaire. 
100% were overall satisfied with the service. 100% either strongly 
agreed, or agreed, that their stay was completed in a timely and 
efficient manner. 100% either strongly agreed, or agreed, they were 
treated respect at all times and 100% either strongly agreed, or 
agreed, that they were satisfied with discharge information received.

Conclusion: Continuous appraisal of CDW and catheterisation lab 
patient flow highlights areas of inefficiency. Our study demonstrates 
that improvements can be made by grouping procedures on a single 
day. Numerous factors contributed to the success of our study 
including clearly defined roles for staff, good patient education, 
involvement of device manufacturers representatives and having the 
procedure performed by a single primary operator. The high levels of 
patient satisfaction with the care they received, proves that increased 
efficiency does not have to compromise patient experience.

47. A comparison of two algorithms in the 
prediction of accessory pathway localization in 
children with Wolff-Parkinson-White
1D Moran, 2W Dewals, 3H Couti, 3C De Asmundis, 2A Benatar
1 Vrije Universitaire Brussel, Brussels, Belgium
2 Paediatric Cardiology Department, Vrije Universitair Brusse, 
Brussels, Belgium

3 Heart Rhythm Management Centre, Vrije Universitair Brusse, 
Brussels, Belgium

Introduction: Several algorithms have been developed to predict the 
localization of the accessory pathways (AP) in patients with Wolff-
Parkinson-White (WPW). The majority of these have focused on 
accessory pathways in the adult population. Boersma et al. developed 
an algorithm specifically designed for the paediatric population. 

Aim: We aim to compare the accuracy of predicting the localization 
of the AP using the adult algorithm according to d’Avila et al. and 
the paediatric algorithm by Boersma. Both algorithms are based on 
QRS polarity. 

Method: We present our single center experience of children with 
WPW. The data was collected retrospectively from April 2007 to 
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November 2015. Patients aged <18 years with documentation of 
pre-excitation on a 12 lead resting ECG and with eminent evidence 
of an accessory pathway on electrophysiological study (EPS) were 
included. Patients with concealed accessory pathways (i.e. retrograde 
conduction) were excluded. The ECG was analyzed blinded from 
EPS results. The primary outcome concerns an exact match between 
the predicted localization and site of ablation, but because both 
algorithms describe different categorization for AP localization, an 
agreement was made on which localizations could be accepted as a 
match in a secondary analysis. Since Boersma’s algorithm points out 
multiple possible localizations, a match was accepted if any one of 
these sites corresponded with localization on EPS. 

Results: Inclusion criteria were met for 36 patients. Sixty-nine 
percent of the patients were boys. Median age was 13 years (4-18 
years). The algorithm by Boersma provided an exact match in 29 
patients (80%) while the one by d’Avila only provided an exact match 
in 24 patients (66%). If we expand our match as previously described, 
the accuracy of the algorithm by d’Avila augments to 75%.

Conclusion: The algorithm by Boersma provided a more correct, 
though less detailed localization of the AP in 80% of this paediatric 
population. Using the more detailed adult algorithm by d’Avila this 
result was almost equaled on condition that we accepted some 
previously agreed sites as a match.

48. Use of amiodarone for direct current 
cardioversion – A five year study
Z Sharif, S Yogeswaren, S Ahmad, J Cosgrave
Royal College of Physicians, Dublin, Ireland

Background: Despite sub-optimal long-term results DC electrical 
cardioversion (DCCV) remains a main stay in atrial fibrillation (AF) 
management. In selected patients long-term success at 6 weeks 
is approximately 50%. Amiodarone has been shown to be effective 
in maintaining normal sinus rhythm (NSR), as demonstrated in the 
AF-CHF trial, in which NSR in the rhythm control arm after 5 years 
was approximately 80%. 

Methods: We aimed to assess amiodarone efficacy in maintaining 
NSR post DCCV at our centre from January 2008 to December 
2013. Through retrospective chart analysis we identified patients 

undergoing first DCCV within this time period. Patients were 
followed up at 6 weeks and 6 months. Medication changes 
and rhythm status were documented. Baseline characteristics, 
medications and length in AF pre-DCCV were documented. Safety 
profile was determined. 

Results: 152 patients underwent DCCV within this time period; 
129 on amiodarone, 5 on alternative anti-arrhythmic, and 18 off 
anti-arrhythmic. 7.89% patients had a history of MI, 15.13% a 
history of PCI and 5.28% had a history of CABG. Average AF 
duration was 15.5 months. 19.7% and 7.2% of patients had 
moderate and severe left ventricular dysfunction respectively. At 
6 weeks 64.4% patients on amiodarone were in NSR versus 
33.3% not receiving such (p=0.023). At 6 months 51% patients 
on amiodarone were in NSR versus 16.67% not receiving such 
(p=0.081). 7 patients suffered thyroid dysfunction, and 4 patients 
suffered LFT derangement. 

Conclusion: In an unselected high risk population the addition of 
amiodarone suggests improved long-term outcomes, with good 
drug tolerance. This data suggests a larger randomized control trial 
of amiodarone-facilitated DCCV may be warranted.

49. The role and impact of a pharmacist in a 
multi-disciplinary atrial fibrillation clinic
1E Morrissey, 2R Pharithi, 3R Collins, 1C McManamly, 3C Burke, 
2D Moore
1 Department of Pharmacy, Tallaght Hospital, Dublin, Ireland 
2 Department of Cardiology, Tallaght Hospital, Dublin, Ireland
3 Department of Stroke Tallaght Hospital, Dublin, Ireland 

Introduction: Tallaght Hospital assesses and admits over 400 
patients with a primary and 2,100 patients with a secondary diagnosis 
of atrial fibrillation (AF) including almost 100 of our acute strokes. 
Almost all patients require primary and secondary prevention with 
anticoagulation. An interdisciplinary (Cardiology, Geriatric Medicine 
and Pharmacy) AF clinic was set up to ensure effective gold standard 
treatment of AF. Importance of pharmacy in multidisciplinary clinic 
was identified early for patients using direct oral anticoagulants 
(DOACs) and other cardiac drugs as medications for AF often 
have complex dosing schedules, many drug interactions and 
important counselling points which are most suitably managed by 
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a pharmacist. The aim of this study was to look at the number of 
interventions made by the pharmacist on the dose or selection 
of anticoagulation treatment and the number of secondary 
interventions made. 

Methods: A treatment protocol was drafted and approved, 
highlighting the scope and framework for the pharmacist’s 
involvement and their practising framework. A data collection form 
was designed based on guidance issued from the European Heart 
Rhythm Association (EHRA) and guidelines from European Society 
of Cardiology (ESC) for the Management of Atrial Fibrillation. 
Interventions were included if they were agreed and acted on by the 
cardiologist in the clinic. Data was analysed using Microsoft Excel.

Results: To date 125 patient consultations were carried out by 
the pharmacist and the cardiologist. 15% of consultations by 
pharmacist resulted in a change of anticoagulation for the patient. 
These recommendations arose from issues such as changes in 
renal function, drug interactions and poor adherence.

Abstract 49 Figure 1: Reason for adjustment of anticoagulation 
choice.
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50% of consultations by pharmacists resulted in secondary 
interventions being recommended.

Abstract 49 Figure 2: Secondary interventions recommended
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Conclusion: The high rate of interventions both on anticoagulation 
and rate control emphasises the importance of the AF clinic as a 
whole and the importance of pharmacist involvement. An audit on 
pharmacist interventions in this clinic will continue to strengthen the 
evidence for this role.

REFERENCES

1. Tallaght Hospital Medicines Guide 2016 /17 p.541

2. Heidbuchel et al. EHRA Practical Guide on the use of new 
oral anticoagulants in patients with non-valvular atrial fibrillation 
Europace (2013) 15: 625–651.

50. Insertable cardiac monitors to detect AF in 
“cryptogenic stroke”
C Mahon, C McCreery, I Noone, P Flynn
St Vincent’s University Hospital, Dublin, Ireland 
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Background: Ischemic stroke is a major cause of morbidity and 
mortality. The aetiology remains undetermined in 20-40% even after 
costly routine evaluation. This results in a diagnosis of exclusion 
of cryptogenic stroke. Atrial fibrillation (AF) confers a five-fold risk 
of ischaemic stroke and one in five of all strokes is attributed to 
this arrhythmia, undiagnosed silent AF is a likely cause of some 
cryptogenic strokes. The recent Crystal Trial demonstrated 8.9% 
detection of AF in the follow up of patients with a prior diagnosis 
of crytptogenic stroke with an insertable cardiac monitor. The ESC 
guidelines suggest that consideration should be given to insertion 
of a cardiac monitor in certain high risk patients presenting with a 
non- debilitating stroke and in whom a high index of suspicion exists 
for the presence of silent AF. In Ireland, the annual cost of stroke is 
estimated to be 489–805 euro million, with direct costs accounting for 
2–4% of total health expenditure. Using demographic changes alone, 
with stroke incidence and prevalence kept constant, annual cost is 
estimated to increase by 58% from by 2021 to be between 743 and 
1266 million euro. Preventative measures do exist including smoking 
cessation, reducing alcohol consumption, physical inactivity, diabetes 
and obesity. The reassessment of high risk patients with a previous 
diagnosis of cryptogenic stroke by confirming silent AF and initiating 
appropriate oral anti-coagulation may prevent more debilitating future 
strokes, further reducing the impact on quality of life. Cost benefit 
analysis have demonstrated the effectiveness of this intervention.

Method: This was a single centre prospective study commenced 
in January 2014 and is currently ongoing. Ethical approval was 
obtained from the hospital ethics committee. High risk patients with 
a non debilitating stroke were assessed for suitability for inclusion 
by the stroke team. Patients were high risk based on the presence 
of cardiovascular risk factors and a confirmed ischaemic stroke on 
MR brain imaging. A non-debilitating stroke was defined as Rankin 
score of less than or equal to 2. All patients had completed the 
standard work up for ischaemic stroke and carried a diagnosis of 
cryptogenic stroke.

Results: In our single centre prospective experience 52 high risk 
patients, with a non debilitating ischaemic stroke, were selected for 
insertable cardiac monitoring to detect silent AF. Twenty patients 
(40%) were found to have silent AF. The mean age was 72.9 
years. The average CHADSVAC score was 6. The mean time to 
diagnosis of AF was 2.9 months. Appropriate oral anticoagulation 
was initiated in all patients in whom AF was detected. No patient in 
this study has had a further stroke event. 

Conclusion: In this single centre experience our results are in 
keeping with previous studies that demonstrate that in highly 
selected patients cardiac monitoring can be utilized to capture silent 
AF and to initiate appropriate therapy.

51. Coronary sinus as predictor of atrial flutter in 
patients with narrow complex tachycardia
M Alkhalil, A Kearney, R Gregory, N Cromie
Mater Hospital Belfast, Northern Ireland 

Introduction: Manoeuvres such as Valsalva or adenosine injection 
are routinely applied in patients presenting with narrow complex 
tachycardia (NCT). However, such manoeuvres could not be 
applied in short burst of NCT on telemetry or holter monitoring. 
Thereby, precise diagnosis of the underlying rhythm may not be 
identified until invasive electro physiology study is performed. 
Such delays, potentially for few weeks, may put patients 
with undiagnosed atrial flutter at significant risk of developing 
thromboembolism. Therefore, other tools are needed to aid 
diagnosis and potentially management of NCT. We sought to 
establish whether coronary sinus measurement (diameter) would 
prove to be a useful predictor for the diagnosis of atrial flutter for 
patients with NCT.

Methods:A retrospective analysis of all consecutive patients who 
were referred to invasive electro physiology study following an 
episode of NCT between April 2013 and March 2014. CS size was 
measured blindly from EPs results and was recorded in end diastole 
using transthoracic echocardiography. Patients were divided into 
two groups: atrial flutter and non-flutter group. Statistical analysis 
was performed using SPSS 22.0. 

Results: Total of 90 patients were identified and coronary sinus 
was identified in 80% of patients. Pulmonary vein isolation cases 
were excluded from the analysis. Patients who have potential risk 
of developing thromboembolism i.e. CHA2DS2-VASc 1) were only 
included in this analysis. Mean age was 55 ± 21, 40.4% males with 
mean CS of 7.4 mm. There was no significant difference between 
the flutter and non-flutter groups in terms of right ventricle size and 
function, left ventricle ejection fraction, left ventricle end diastolic 
diameter, symptoms duration or CHA2DS2-VASc score. Atrial flutter 
group were are older and less likely to be females. They also have 



IRISH CARDIAC SOCIETY ANNUAL SCIENTIFIC MEETING & AGM 6–8 October 2016    |    103102    |    IRISH CARDIAC SOCIETY ANNUAL SCIENTIFIC MEETING & AGM 6–8 October 2016

statistically significant larger coronary sinus (8.3 versus 6.7 mm, p= 
0.007, Figure 1).

On univariable logistic regression analysis age, female gender, 
coronary sinus diameter and right atrial size were all predictors 
of atrial flutter (see Table). However, coronary sinus was the only 
independent predictor of atrial flutter diagnosis (OR 1.58, CI 1.01- 
2.48, p= 0.046) using multivariable logistic regression analysis. 

Receiver Operating Characteristic area under the curve was 0.74 
(p=0.006) for the mean coronary size diameter of 7.4 mm to 
identify the flutter group (see Figure 2).

Conclusion: Coronary sinus might be a useful tool to predict 
atrial flutter in patients with NCT who are at risk of developing 
thromboembolism. It is a non-invasive simple marker which could be 
measure using echocardiogram. 

Abstract 51 Table 1: Analysis

Univariable 
analysis

Multivariable 
analysis

OR 
(95% CI)

P 
value

OR 
(95% CI)

P 
value

Age 1.06 
(1.02-1.11) 0.004 1.05 

(0.99- 1.10) 0.074

Female gender 0.22 
(0.06- 0.76) 0.017 0.59 

(0.11- 3.01) 0.522

Ejection fraction 0.94 
(0.86- 1.03) 0.18 - -

Left ventricle end 
diastolic diameter

1.16 
(0.38- 3.57) 0.8 - -

Right atrium size 9.58 
(1.8- 50.96) 0.008 4.46 

(0.65 -30.7) 0.129

Right ventricle 
size

7.35 
(0.79- 68.6) 0.08 0.04 

(0.001- 1.31) 0.071

Right ventricle 
systolic pressure

1.06 
(0.99- 1.14) 0.086 1.025 

(0.93- 1.13) 0.616

CS 1.58 
(1.1- 2.28) 0.015 1.58 

(1.01- 2.48) 0.046

Abstract 51 Figure 1 
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52. Adherence to the ESC 2013 cardiac pacing 
guidelines
M Bakhet, L Murphy, P Nash
National University of Ireland, Galway, Ireland 

Background: The advent of permanent pacemakers and implantable 
defibrillators in the mid-to-late 20th century called for a standardised 
set of guidelines outlining the appropriate use of this technology. This 
audit proposed to identify the adherence to the 2013 ESC Practice 
Guidelines over a one-year period in a single tertiary referral centre. 

Methods: This study was performed in University Hospital Galway. 
All patients who underwent a new pacemaker/ICD insertion or a box 
change of an existing device within the one-year period of January 
1st 2015 to December 31st 2015 were included. Information on the 
documented indication for the pacemaker/ICD insertion was obtained 
through discharge summaries, medical charts and catheterisation lab 
record reviews, as well as from the pacing registry G-Pace. 

Results: 292 patients were included (69.2% male) with an 
average age of 74.24 ±14.05 years. 188 pacemaker and 42 ICD 
implantations were performed with 62 box changes for existing 
devices. 199 (68.2%) were referrals from within the centre, and 93 
patients (31.8%) were transfers from another hospital. A total of 
105 (36.0%) procedures were elective, and 187 (64.0%) non-
elective insertions were performed as an inpatient. 

Of the 292 patients included in the study, 248 (84.9%) had Class I 
indications, 30 (10.3%) had Class IIa indications, 5 (1.7%) had Class 
IIb indications, 5 (1.7%) had Class III indications, and 3 (1.03%) 
were unknown (all of whom presented for elective box changes). The 
Class III indications included recurrent syncope, bifascicular block, 
and trifascicular block, without definite symptoms. 1 (0.3%) patient 
had a Class II indication under the ACC/AHA guidelines, as they 
did not fall within the scope of the ESC guidelines. A full table of 
pacemaker indications can be found in Table 1.

Conclusion: This audit shows a 96.9% adherence rate to the 
2013 ESC Guidelines with those devices inserted for Class I/IIa/IIb 
indications. With the potential complications associated with cardiac 
devices, adherence to these guidelines is essential in minimizing 
morbidity for the patient and maximizing the use of healthcare 
resources. This audit demonstrates that the ESC Guidelines have 
been successfully integrated into practice.

Abstract 52 Table 1: Indications by ESC 2013 Classification

Indication n
Class I Indications
Complete Heart Block 67
Severe Left Ventricular Failure (EF ≤35%) 39
Second Degree Type II Heart Block 39
Sick Sinus Syndrome 33
Atrial Fibrillation – Class I Indications 25
Secondary Prevention: Ventricular Fibrillation Arrest 7
CRT-D: Left or Right Bundle Branch Block 6
Secondary Prevention: Ventricular Fibrillation Arrest 5
Long QT Syndrome/Torsades de Pointes 2
Carotid Sinus Hypersensitivity 1
Ventricular Standstill 1
Paroxysmal Atrial Fibrillation 4
Brugada Syndrome 2
Symptomatic Sinus Arrest/Pauses >6 seconds 14
Secondary Prevention: Non-Sustained Ventricular Tachycardia 3

248
Class II Indications
Atrial Fibrillation – Class II Indications 17
Symptomatic Sinus Bradycardia 4
Hypertrophic Cardiomyopathy – Primary Prevention 4
Symptomatic Heart Block 5
Hypertrophic Cardiomyopathy – Secondary Prevention 
Ventricular Tachycardia 3

Sinus Node Dysfunction 1
Symptomatic First Degree Heart Block 1
PPM: Left or Right Bundle Branch Block 1

36
Class III Indications
Trifascicular Block 2 
Syncope 2
Bifascicular Block 1

5
Other
Unknown 3

TOTAL 292
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53. Incidence of pacemeker device infection. Five 
year data from a single centre
C Mahon, N Cosgrave, C McCreey
St Vincent’s University Hospital, Dublin, Ireland

Background: Infections related to pacemakers (PPM) are increasing 
in incidence because more devices are being implanted. Strategies 
for prevention including anti microbial prophylaxis and managing 
PPM infections vary widely. Evidence to guide practice is limited. 
The only published guidelines in this area until recently were from the 
American Heart Association in 2010. Recent joint guidelines from the 
British Society of anti-microbial Chemotherapy, British Heart Rhythm 
Society, British Cardiovascular Society, British Heart Valve Society 
and British Society of Echocardiography promote a standardized 
approach to this important and increasing clinical problem. The new 
guidelines recognize the paucity of data and recommend prospective 
collection of infection rates at 6 months, 1 and 2 years (as well as per 
1000 device-years) to define the baseline incidence of PPM infection 
against which future data could be compared. The Irish incidence 
of PPM infection is unknown. Extrapolating international estimates 
may be inappropriate due to varying case definitions and measures of 
incidence. Acknowledging variable follow-up periods and definitions 
of infection the international literature suggests an overall incidence 
of infection of 0.5%-2.2% of implants. There are higher incidence 
of infection for ICD/CRT compared with PPM and redo procedures 
compared with primary implants. 

Method: This was a single centre retrospective study looking at 
the incidence of PPM infection. Ethical approval was obtained from 
hospital ethics committee. Hospital records were reviewed and in 
the case of uncertainty the patient was contacted directly.

Result: Between January 2010 and December 2015 there were 
439 PPM inserted. There were 203 dual chamber devices and 
236 single chamber devices. There were 4 (0.9 %) PPM infections 
requiring device removal. Three of the patients were male. All were 
primary implant. Three of the devices were dual chamber. Two of 
the patients had chronic kidney disease. One patient had diabetes. 
There were 6 (1.3%) cases of cellulitis within 6 weeks of insertion 
and treated successfully with oral flucloxacillin. In May 2012 
antimicrobial prophylaxis was changed from flucloxacillin to Zinacef. 
No increase in infection incidence was noted. In all cases of device 
infection procedure time was noted to be >60 minutes. 

Conclusion: These findings are consistent with international 
figures of infection rate of 1.1%. Although the numbers are too 
small to make any significant conclusion it is interesting to note that 
prolonged procedure time, chronic kidney disease and diabetes 
were factors present in this group of patient, all of which are known 
risk factors for device infection.

54. ICD deactivation at end of life in Northern 
Ireland 2013–2015
R Noad, L Hill, L Dixon
Belfast Health & Social Care Trust, Northern Ireland 

Background: ICD patients may later develop a terminal illness. 
Concurrent hypoxia, sepsis, pain, heart failure and electrolyte 
disturbances may predispose shocks in final days of life which is 
distressing to both patients and their family. A previous audit within the 
Belfast Trust examined 44 patients with ICDs who died between 2012-
2013 in which 16 (36.4%) had device deactivated pre-death. Our 
aim was to re-audit this for all Northern Ireland between 2013-2015.

Methods: All patients who died with an ICD/CRT-D in situ 
between Sept 2013- Nov 2015 were included. Medical notes/ and 
hospital electronic records were reviewed and patient and device 
characteristics recorded.

Results: In total, 227 patients died with an implantable cardioverter 
defibrillator (ICD) in situ. Of these, 89 (39.2%) patients had their 
device deactivated prior to death to prevent inappropriate shock 
therapy, whilst 138 (60.8%) died with an active ICD in situ. Of 
the 138 that died with an active ICD: 17 (12.3%) had a diagnosis 
of a cancer for palliation only, a further 28 (20.3%) were being 
managed palliatively for non-cancerous conditions either in hospital 
or in the community and 7 (5.1%) patients were classified as having 
significant cognitive impairment. In this group ICD was mentioned 
in the most recent medical correspondence in 39 (28.2%). Overall, 
65 (48.1%) had previously received a shock from their device, 
though previous history of shock did not influence likelihood of 
device deactivation (p=0.665).

Conclusion: Communication about ICD deactivation at end of life 
should be standard practice. More work is needed to ensure this 
occurs in an appropriate and timely manner.
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55. Comparison of longitudinal change in soluble 
ST2 versus B-type natriuretic peptide to 
predict major adverse cardiovascular events in 
asymptomatic patients in the community
1C Watson, 2I Tea, 3N Glezeva, 4S Zhou, 5S James, 4J Gallagher, 
6J Januzzi, 4M Ledgwidge, 4K McDonald
1 Queens University Belfast, Northern Ireland
2 Lankenau Medical Centre, USA
3 University College Dublin, Ireland
4 Heartbeat Trust, Crofton Terrace, Dun Laoghaire, Dublin, Ireland
5 St Vincent’s University Hospital, Dublin, Ireland
6 Massachusetts General Hospital, USA

Background: Biomarker based preventative and monitoring 
strategies are increasingly used for risk stratification in 
cardiovascular (CV) disease. Natriuretic peptides and soluble (s)
ST2 can identify patients at-risk of CV events. However, most 
of the existing reports focus on single time point analysis and in 
populations who have already exhibited major adverse CV events 
(MACE).

Objective: The objective of this study was to investigate the utility 
of longitudinal change in B-type natriuretic peptide (BNP) and 
sST2 concentrations for predicting incident MACE (heart failure, 
myocardial infarction, arrhythmia, stroke/transient ischemic attack 
and CV death) in asymptomatic community-based patients with risk 
factors but without prevalent MACE at enrolment.

Study design, size, and duration: The study population consisted 
of 282 patients selected from within the longitudinal STOP-HF 
study of asymptomatic patients with risk factors for development 
of MACE. Fifty of these patients developed a MACE. The study 
was run in two phases comprising of an initial investigative cohort 
(n=195) and a subsequent 2:1 (No MACE: MACE) propensity 
matched verification cohort (n=87). BNP and sST2 were quantified 
in all patients at two time points a median of 2.5 years apart. 

Results: Fifty two subjects developed incident MACE. Longitudinal 
change in sST2 was a statistically significant predictor of incident 
MACE, with an area under the curve (AUC) for sST2 longitudinal 
change to predict incident MACE of 0.60 (95% confidence interval 
0.52-0.68). A one-unit increment in sST2 change from baseline 

to follow up corresponded to approximately 7.99% increase in the 
rate of one or more incident MACE via Cox modelling, independent 
of the baseline or follow-up concentration. In contrast, longitudinal 
change value of BNP was not associated with MACE.

Conclusion: Longitudinal change in sST2 but not BNP was 
associated with incident MACE in asymptomatic, initially event free 
patients in the community. Further work is required to evaluate 
the clinical utility of change in sST2 in risk prediction and event 
monitoring in this setting.

56. Dietary nitrate: a novel but potent 
antihypertensive strategy in uncontrolled 
hypertension and obstructive Sleep Apnoea 
Syndrome
C Kerley, E Dolan, L Cormican
Connolly Hospital, Blanchardstown, Dublin, Ireland

Introduction: Nitric oxide (NO) is a systemic- and pulmonary-
vasodilator. NO synthesis in vivo can be facilitated by reduction 
of dietary nitrate (NO3) to NO independent of NO synthase in a 
process that is upregulated under certain clinical conditions, possibly 
providing therapeutic effect. Multiple cardiorespiratory pathologies 
are associated with perturbations in NO, including uncontrolled 
hypertension (HTN) and obstructive sleep apnoea syndrome (OSAS). 
To extend findings from our preliminary studies, we hypothesized that 
dietary NO3 may have utility in cardiorespiratory disorders associated 
with decreased NO bioavailability and elevated blood pressure (BP). 

Methods: We conducted 2 separate double-blind, randomized, 
placebo-controlled, crossover trials of daily NO3supplementation 
as concentrated beetroot juice compared to matching nitrate-
depleted beetroot juice placebo (PL) for 7d among a group of well-
characterized, uncontrolled hypertensives and subjects with newly 
diagnosed OSAS on ambulatory BP and biochemical parameters.

Results: We recruited 20 uncontrolled hypertensives (mean 
age=63y, mean BMI=31kg/m2, mean no. of antihypertensives=2) 
as well as 12 adults with severe OSAS (mean apnoea-hypnoea 
index=74, mean age=52y, mean BMI=31kg/m2). Assessments 
were conducted on three occasions, baseline (day 1), midpoint, 
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(day 8) and endpoint (day 15) – before and after each intervention 
period and included plasma nitrate as well as 24h ambulatory blood 
pressure monitoring (table 1).

Abstract 56 Table 1: Data

Baseline Post-NO3 Post-PL P-value

#Nitrite (nM) 126 +578 +44 0.0017

#24h SBP (mmHg) 137 -8 -4 0.0012

#24h DBP (mmHg) 80 -4 -1 0.018

*Nitrite (nM) 65.5 +232 +13 0.0012

*24h SBP (mmHg) 134 -6 -1 0.018

*24h DBP (mmHg) 81 -2 -1 0.09

*Night SBP (mmHg) 127 -8 +1 0.045

*Night DBP (mmHg) 78 -6 -4 0.035

P-values are derived from paired t-tests of the difference between 
ΔNO3 and ΔPL.

# = HTN; * = OSAS

Conclusions: Daily dietary nitrate was well-tolerated, safe and led 
to increased plasma NO metabolites and decreased BP profiles 
in uncontrolled hypertensives and OSAS. Dietary nitrate has 
potential as a novel therapeutic, adjunct strategy in difficult to treat 
BP. 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.

BRIAN MAURER YOUNG INVESTIGATOR AWARD

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.

57. Can a structured intervention programme 
improve the biophysical and psychosocial 
wellbeing in children with congenital heart 
disease?
1S Callaghan, 1L Morrison, 1, 2C McCusker, 1, 2FA Casey
1  Royal Belfast Hospital for Sick Children, Belfast, UK
2  Queens University Hospital Belfast, UK

Introduction: Improved survival among children with congenital 
heart disease (CHD) has shifted focus to the long-term physical 
and psychological outcomes for these patients. There is evidence 
that children with CHD have lower levels of daily physical activity 
and a higher prevalence of obesity compared to their normal peers. 
The benefits of an active lifestyle within the general population have 
been well described. They include better cardiovascular health, 
improved psychological, cognitive and social functioning and obesity 
prevention. This study aims to determine if a structured intervention 
programme can improve both physical and psychological functioning 
in children with CHD.

Methods: This study is a prospective randomised control trial. 
430 patients aged between 5-10 years with CHD were identified 
on Heartsuite Database and invited to participate. Each patient 
underwent baseline biophysical and psychological assessment as 
detailed below:
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Biophysical assessments:
• Weight, height, waist measurements

• Baseline heart rate, blood pressure, oxygen saturation

• Exercise stress test – Graded cycle ergometer protocol

• Actigraph accelerometer worn for 1 week

• 3 day food diary

Psychosocial assessments:
• Brief Symptom Index: To profile general mental health of the 

parent

• Kidscreen27

• Strengths and Difficulties Questionnaire

• Butler Self-image Profile

Following baseline assessment patients were randomised into 
intervention and control groups. The intervention group were invited 
to attend a one day education session during which motivational 
interviewing techniques were used to deliver advice on diet, exercise 
and positive lifestyle choices. They also received an individual 
written exercise plan to take home and implement. The control 
group continued with their usual level of care. After 4 months all 
participants were invited back for reassessment.

Baseline Results

• 163 patients were recruited, 100 were male (61.3%) with a 
mean age of 8.4 years (range 5.3 – 11.5)

• Patient subgroups: 18.4% acyanotic no intervention, 37.4% 
acyanotic repaired, 27.6% cyanotic corrected, 16.6% cyanotic 
palliated

• EST: EST duration mean 5.89mins (SD 2.02), METs mean 
9.79 (SD 1.79), mean Maximal predicted HR 81% (SD 7.8)

• Actigraph: Average time spent in MVPA (Moderate-Vigorous 
Physical Activity) 45mins (SD -27.2)

• The ‘cyanotic palliated’ subgroup had significantly lower EST 
duration, maximal HR and oxygen saturations at peak exercise 
compared with the other 3 subgroups, as well as significantly 
lower levels of daily MVPA

• The ‘cyanotic palliated’ group also scored significantly lower on 
HrQOL subscale, physical wellbeing

Conclusions: The baseline assessments suggest that overall 
physical and psychological wellbeing is well preserved in the majority 
of children aged 5-11 years with CHD. The follow up results and 
impact of the intervention will also be presented.

58. Prediction of contrast induced nephropathy 
using novel biomarkers following elective 
contrast coronary angiography
1 M Connolly, 1M Kinnin, 1D McEneaney, 1I Menown, 
2N Morgan, 3M Harbinson
1 Cardiovascular Research Unit, Craigavon Cardiac Centre, Southern 
Trust, Northern Ireland 

2 Department of Nephrology, Daisy Hill Hospital, Southern Trust, 
Northern Ireland

3 Centre for Experimental Medicine, Queens University Belfast, 
Northern Ireland

Introduction: Chronic Kidney Disease (CKD) is a risk factor 
for contrast induced nephropathy (CIN), defined as an increase 
in serum creatinine of >25% from baseline or a delta rise of 
>26.5µmol/L within 48 hours. Early diagnosis of acute kidney injury 
(AKI) associated with CIN requires validated novel biomarkers. 

Methods: A prospective observation study of 301 consecutive CKD 
patients undergoing elective invasive coronary angiography was 
performed. Low-osmolar contrast was standard. Demographics and 
Mehran risk score were recorded. Samples for plasma neutrophil 
gelatinase-associated lipocalin (NGAL), serum liver fatty acid-binding 
protein (L-FABP), serum kidney injury marker 1 (KIM-1), serum 
interleukin 18 (IL-18) and serum creatinine were taken at 0, 1, 2, 
4, 6 and 48 hours post contrast. Urinary NGAL and urinary cystatin 
C (CysC) were collected at 0, 6 and 48 hours. Incidence of major 
adverse clinical events (MACE); acute myocardial infarction, heart 
failure hospitalisation, stroke and death were recorded at 1 year.

Results: CIN occurred in 28 (9.3%) patients and were 
independently associated with older age, diabetes, higher Mehran 
score, larger contrast volume and anaemia (p<0.05). Logistic 
regression analysis showed diabetes, CKD stage and GFR to be 
most predictive of CIN. The predictive power of plasma NGAL 
was greatest at 6 hours with median levels of 1,337ng/ml in CIN 
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patients compared with 931ng/ml in non-CIN patients (p=0.002, 
AUC 0.71, sensitivity 75.0%, specificity 96.1%, OR 2.86), see 
figure 1 and table 1. L-FABP performed best at 4 hours with 
median levels of 10.7ng/ml in CIN patients compared with 6.2ng/
ml in non-CIN patients, p=0.001, AUC 0.69, sensitivity 42.3%, 
specificity 90.2%, OR 6.75, figure 1 and table 1. Median urinary 
NGAL was higher only after 48 hours, 487ng/ml in CIN patients 
versus 155ng/ml in non-CIN patients, p=0.008, AUC 0.63. CysC, 
IL-18 and KIM-1 were not predictive at any time-point (p>0.05). 
A Mehran score ≥10 performed prior to procedure achieved an 
AUC of 0.65, p=0.006. MACE occurred in 7 (25.0%) CIN patients 
but only 17 (6.2%) non-CIN patients (p<0.001). CIN cases also 
had considerably higher mortality (10.7% compared to 3.3%, p 
= 0.037). Exploratory analysis showed that the combination of 
Mehran score >10, 6hr NGAL and 4hr L-FABP improved specificity 
to 96.7%. Figure 2 highlights how biomarkers could be used to 
identify CIN early and facilitate timely therapeutic intervention to 
reduce morbidity and mortality.

Abstract 58 Table 1: Summary of NGAL (ng/ml) and L-FABP 
(ng/ml) in AKI and non-AKI patients

Biomarker Time 
(hr)

Median 
CIN

Median 
non-CIN AUC P value

NGAL

0 1108 959 0.62 0.046

2 1219 883 0.68 0.004

4 1224 902 0.65 0.014

6 1337 931 0.71 0.002

L-FABP

0 11.3 7.3 0.65 0.011

2 11.3 6.9 0.67 0.007

4 10.7 6.2 0.69 0.001

6 8.3 6.7 0.63 0.045

Sensit: sensitivity; specif: specificity; PPV: positive predictive value; 
NPV: Negative predictive value; RR: relative risk, OR: odds ratio

Abstract 58 Figure 1: Median plasma NGAL (ng/ml) and serum 
L-FABP (ng/ml) in AKI and non AKI
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Abstract 58 Figure 2: Proposed patient pathways
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Conclusions / implications: Mehran risk score, 6 hour plasma 
NGAL and 4 hour serum L-FABP performed best at early CIN 
prediction. CIN patients were four times more likely to develop 
MACE and had a trebling of mortality risk at 1 year. The implications 
of our results, translated to the design of safer elective coronary 
intervention services able to more efficiently manage the increasing 
volume of contrast studies, should be a key health priority for 
providers of cardiac and renal services.

59. Diastolic blood pressure, subclinical 
myocardial damage, and cardiac events: 
Implications for blood pressure control
1, 2 JW McEvoy, 1Y Chen, 1A Rawlings, 3RC Hoogeveen, 
3CM Ballantyne, 2RS Blumenthal, 1J Coresh, 1E Selvin
1  Department of Epidemiology and the Welch Center for Prevention, 
Epidemiology and Clinical Research, Johns Hopkins Bloomberg 
School of Public Health, Baltimore, MD USA 

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

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

Background: The optimal systolic blood pressure (SBP) treatment 
goal is in question, with SPRINT (Systolic Blood Pressure 
Intervention Trial) suggesting benefit for 120 mm Hg. However, 
achieving an SBP this low may reduce diastolic blood pressure 
(DBP) to levels that could compromise myocardial perfusion.

Objectives: This study sought to examine the association of 
DBP with prevalent and progressive myocardial damage (using 
high-sensitivity cardiac Troponin-T, hs-cTnT). We also examined 
prospective associations between DBP and coronary heart disease 
(CHD), stroke, or death over 21 years; overall and stratified by 
subgroups of interest.

Methods: We studied 11,565 adults from the Atherosclerosis Risk 
in Communities (ARIC) study. We evaluated cross-sectional DBP 
and hs-cTnT (dichotomized at 14 ng/L) associations with logistic 
regression, longitudinal associations between DBP and hs-cTnT 

change using generalized linear models adjusted for attrition, 
and prospective associations between DBP and events with Cox 
regression.

Results: Mean baseline age was 57 years, 57% of patients were 
female, and 25% were black. Compared with persons who had DBP 
between 80 to 89 mm Hg at baseline (ARIC visit 2), the adjusted 
odds ratio of having hs-cTnT ≥14 ng/l at that visit was 2.2 [95%CI 
1.2-4.1] and 1.5 [1.0-2.3] in those with DBP <60 mm Hg and 60 to 
69 mm Hg, respectively. Low DBP at baseline was also independently 
associated with progressive myocardial damage on the basis of 
estimated annual change in hs-cTnT over the 6 years between ARIC 
visits 2 and 4. In addition, compared with a DBP of 80 to 89 mm Hg, 
a DBP <60 mm Hg was associated with incident CHD (HR 1.5 [1.2-
1.9]) and mortality (HR 1.3 [1.1-1.6]), but not with stroke. The DBP 
and incident CHD association was strongest with baseline hs-cTnT 
≥14 ng/l (p value for interaction <0.001). Associations of low DBP 
with prevalent hs-cTnT and incident CHD were most pronounced 
among patients with baseline SBP ≥120 mm Hg.

Conclusions: Particularly among adults with an SBP ≥120 mm 
Hg, and thus elevated pulse pressure, low DBP was associated 
with subclinical myocardial damage and CHD events. When titrating 
treatment to SBP <140 mm Hg, it may be prudent to ensure that 
DBP levels do not fall below 70 mm Hg, and particularly not below 
60 mm Hg.

60. A comparison of HFrEF vs HFpEF’s clinical 
workload and cost in the first year following 
hospitalization and enrollment in a disease 
management programme
1T Murphy, 1D Waterhouse, 1S James, 1C Casey, 1E Fitzgerald, 
1E O’Connell, 1, 2C Watson, 1J Gallagher, 1M Ledwidge, 
1K McDonald 
1 St Vincent’s University Hospital, Dublin, Ireland 
2 Centre for Experimental Medicine, Queens University Hospital, 
Belfast, UK

Background: Admission with heart failure (HF) is a milestone in 
the progression of the disease, often resulting in higher intensity 
medical care and ensuing readmissions. Whilst there is evidence 
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supporting enrolling patients in a heart failure disease management 
programme (HF-DMP), not all reported HF-DMPs have 
systematically enrolled patients with HF with preserved ejection 
fraction (HFpEF) and there is a scarcity of literature differentiating 
costs based on HF-phenotype.

Methods: 1292 consenting, consecutive patients admitted with a 
primary diagnosis of HF were enrolled in a hospital based HF-DMP 
and categorized as HFpEF (EF ≥ 45%) or HFrEF (EF<45%). 
Hospitalizations, primary care, medications, and DMP workload 
with associated costs were evaluated assessing DMP clinic visits, 
telephonic contact, medication changes over 1 year using a mixture 
of casemix and micro-costing techniques. 

Results: The total average annual cost per patient was marginally 
higher in patients with HFrEF €13,011 (12011, 14078) than 
HFpEF, €12206 (11009,13518). However, emergency non-
cardiovascular admission rates and average cost per patient were 
higher in the HFpEF vs HFrEF group (0.46 vs 0.31 per patient/12 
months). In the first 3 months of the outpatient HF-DMP the 
HFrEF population cost more on average €791 (764,819) vs €693 
(660,728).

Conclusion: There are greater short-term (3 month) costs of 
HFrEF versus HFpEF as part of a HF-DMP following an admission. 
However, long-term (3-9 month) costs of HFpEF are greater 
because of higher non-cardiovascular rehospitalisations. As HFpEF 
becomes the dominant form of HF, more work is required in HF-
DMPs to address non-cardiovascular rehospitalisations and to 
integrate hospital based HF-DMPs into primary healthcare structures. 

MODERATED POSTER SESSION 3

61. Predictive performance of heart fatty acid-
binding protein (H-FABP) and highly sensitive 
troponin T (hsTnT) in patients with suspected 
coronary artery disease
1M Connolly, 1M Kinnin, 2MJ Kurth, 2J Lamont, 1I Menown, 
1D McEneaney
1 Cardiovascular Research Unit, Craigavon Cardiac Centre, Southern 
Trust, Northern Ireland

2 Randox Laboratories Ltd, Crumlin, Northern Ireland

Introduction: Current NICE chest pain guidelines suggest coronary 
artery calcium scores (CACS), CT coronary angiography (CTCA), 
functional testing and invasive angiography depending on Diamond 
Forrester (DF) risk scores. Heart-type fatty acid-binding protein 
(H-FABP) has previously been assessed as an early ischaemic 
biomarker. Highly sensitive troponin T (hsTnT) is currently used for 
ACS diagnosis. Little work has been undertaken to assess early 
ischaemic biomarkers as predictors of coronary artery disease 
(CAD) in high risk patients following exercise stress testing (EST).

Methodology: We prospectively evaluated if H-FABP and hsTnT 
following exercise could predict a primary outcome of obstructive 
CAD requiring coronary stenting or bypass surgery in high risk 
patients recruited from the rapid access chest pain clinic. Baseline 
demographics, cardiac risk factors and a DF risk score were 
recorded. Baseline blood samples were taken at 0, 2, 4 and 6 
hours for H-FABP and hsTnT after exercising on a full Bruce EST 
protocol. (Figure 1 & 2) Invasive angiography was undertaken if this 
was positive for ischaemia. If the EST was negative, patients had 
a CACS and if this was >0 patients had follow-on CTCA. Invasive 
angiography was performed if this showed obstructive CAD.

Results: Of the 48 patients enrolled, 25 (52.1%) were male, 
9 (18.8%) were smokers, 4 (8.3%) were diabetic, 31 (64.6%) 
had hypercholesterolaemia, 22 (45.8%) had hypertension and 33 
(68.8%) had a positive family history of CAD. CAD was seen in 16 
(33.3%) patients on CTCA or invasive angiography, 7 (14.6%) met 
primary outcome criteria (4 had coronary stenting and 3 had bypass 
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surgery). Comparing those with and without intervention, there was 
no statistical difference in risk factors (p>0.05), table 1. Median DF 
score was 92% in the intervention and 92% in the non-intervention 
group, p=0.82., AUC 0.53. Median CACS score was 55 versus 
0 in the intervention versus non-intervention group, p=0.27, AUC 
0.72. However, median CACS was predictive of overall CAD, 122 
versus 0 respectively, p=<0.001, AUC 0.89. Table 2 compares 
median 6 hour hsTnT, H-FABP and TnI in intervention and non-
intervention groups. There was no statistically significant difference 
in any biomarker, p>0.05.

Abstract 61 Table 1: A comparison of risk factors in the 
intervention and non intervention groups

Intervention 
(%)

Non-
intervention 

(%)
P 

value
Number 7 (14.6) 41 (85.4)

Male 4 (57.1) 22 (53.7) 0.55

Smoker 2 (28.6) 9 (22.0) 0.49

Diabetes 0 (0) 4 (10.0) 0.54

Hypercholesterolaemia 5 (71.4) 26 (63.4) 0.46

Hypertension 5 (71.4) 18 (43.9) 0.15

Family history CAD 6 (85.7) 29 (70.7) 0.31

CAD: coronary artery disease

Abstract 61 Table 2: Median 6 hour hsTnT, H-FABP and Tni in 
intervention and non-intervention groups

Biomarker
Intervention Non-

intervention AUC p 
value

Median IQR Median IQR

hsTnT (ng/L) 10.0 7.9 6.8 8.2 0.72 0.08

6 hr H-FABP 
(µg/L) 4.0 0.81 4.3 5.9 0.38 0.34

Tnl (µg/L) 19.5 19.7 4.0 25.6 0.71 0.09

hsTnT: highly sensitive troponin T; H-FABP: heart-type fatty acid-
binding protein; TnI troponin I

Abstract 61 Figure 1: Median H-FABP change from 0–6 hours 
in intervention and non-intervention groups
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Abstract 61 Figure 2: Median hsTnT change from 0–6 hours in 
intervention and non-intervention groups
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Conclusion: In this cohort there was no statistical difference in 
risk factors or DF risk score between the intervention and non-
intervention group. CACS (leading to CTCA) was statistically 
associated with CAD prediction but not predictive of patients 
requiring intervention. H-FABP and hsTnT are early ischaemic 
markers but were not predictive of obstructive CAD post EST in a 
high risk population.
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62. Low density lipoprotein cholesterol (LDL-C), 
are we achieving treatment goals in patients 
after Acute Coronary Syndrome? – A real 
world observational study 
A Zein, R Saeidi R, J Patel J, S O’Connor 
University Hospital Waterford, Waterford, Ireland

Introduction: Dyslipidaemia is one of the most important risk 
factors for coronary heart disease (CHD). Lowering of LDL-
cholesterol (LDL-C) causes significant reduction in morbidity and 
mortality, particularly in patients with established CHD post acute 
coronary syndrome (ACS). The aim of this this study was to assess 
whether patients presenting to our centre that underwent coronary 
angiography for ACS are achieving the target level of LDL-C as 
recommended by European society of cardiology (<1.8 mmol/L).

Methods and Results: A total of 559 consecutative patient 
with ACS {109(19.5%) STEMI, 279 (49.9%) NSTEMI, 171 
(30.6%) UA} presenting to our regional catheterisation laboratory 
between June 2013 and December 2014 were identified from 
our local database. We performed an electronic search for their 
lipid profile (total cholesterol (TC), triglycerides (TG), LDL-C and 
HDL-C) performed any time after 6 weeks from presentation up to 
November 2015. Mean age was 68.7±12.5 years, 64.9 % were 
males. 73.5 % had their lipids profiles performed at a median 149 
days (42-740) follow up. Table 1 shows baseline characteristic. 
Mean LDL was 1.84 ± 0.77 mmol/L with 53% reaching target 
LDL-C <1.8 mmol/L. Mean HDL-C was 1.26 ± 0.37 mmol/L and 
TG was 1.44 ± 0.83mmol/L with 80.7% and 74.7 % reaching 
desirable level (≥1 mmol/L and <1.7 mmol/L) respectively. 

Conclusion: In this single centre real-world observational study 
of acute coronary syndrome patients, mean lipid targets were 
comparable with recommended guidelines. However, a significant 
proportion of patients either had no lipid profile performed at follow 
up or were not achieving treatment goals. Further efforts should be 
made at a local, national and European level to improve secondary 
prevention strategies.

63. Daily activity per minute slept drops with renal 
impairment in patients with chronic stable 
heart failure
2E Egom, 1R Pharithi, 3A Jago, 3S Fahy, 1S Fall, 3F Cagney, 
1V Maher, 1A Maher 
1 Heart Efficiency Department, Adelaide and Meath Hospital 
Incorporated with National Children’s Hospital Tallaght, Dublin, 
Ireland

2 Trinity College Dublin, Ireland
3 Tallaght Institute of Technology, Tallaght, Dublin, Ireland

Background: Optimal sleep may replenish energy levels and 
improve functional capacity. Daily activity levels per minute slept 
may reflect the efficiency of nocturnal energy storage. It is not 
known what factors may influence this relationship and whether it 
affects functional capacity. 

Objective: We evaluated what factors were related to nocturnal 
energy storage in patients with chronic stable heart failure. 

Methods: 105 consecutive patients with chronic Heart failure 
participated. We evaluated patients activity and sleep levels using 
FitBit Activity trackers. From this it was possible to calculate the 
average number of steps taken daily per minute slept at night. 
We also assessed NYHA and 6 minute walk distances, body 
composition, diet and cardiac parameters. 

Results: 76 men and 29 women, avg 67 years were enrolled. 
Steps per minute slept correlated significantly with age (r = - 
0.43***), eGFR (r = 0.36**), BNP (r = -0.36**), 6 min walk distance 
(r=0.46 ***) NYHA (r=-0.23*), protein intake (r= 0.29**), Fat free 
Mass (r= 0.25*), Total body water (r = 025*), LV ejection fraction 
(ns) and LV diameter (ns). However estimated GFR (**) was the 
only significant parameter in a multivariate analysis to correlate 
with nocturnal energy storage in these patients. N.B {(ns = not 
significant) p<0.05 * p< 0.01 **, p< 0.001***} 

Conclusion: Our results highlight that in patients with chronic 
stable heart failure, renal function may determine nocturnal muscle 
energy storage and subsequent functional capacity in patients with 
heart failure.
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64. Safety and efficacy outcomes of cryoballoon 
ablation in patients with paroxysmal and 
persistent atrial fibrillation
L O’Neill, R Tanner, A Jacobsen, J McCabe, J Thornton, 
M Cronin, E Keelan, J Galvin
Mater Misericordiae University Hospital, Dublin, Ireland

Introduction: Pulmonary vein isolation (PVI) using the method 
of cryoballoon ablation has been shown to be non-inferior to 
radiofrequency ablation for treatment of paroxysmal atrial fibrillation 
(AF) in the recently published ‘Fire and Ice’ trial. We evaluated the 
safety and efficacy outcomes of patients undergoing cryoballoon 
ablation for persistent and paroxysmal AF in a single centre over a 
four year period.

Methods: Retrospective chart review and analysis of procedure 
notes were performed on patients undergoing cryoballoon ablation 
between 2012 and early 2016. Recurrence of arrhythmia was 
based on return of symptoms and documentation of AF on ECG or 
holter monitor.

Results: Sixty four patients were included. AF was persistent 
in 16 patients. Prior duration of arrhythmia was 5.7 -4.6 years. 
Palpitation was the most common presenting complaint in 40% 
followed by dyspnoea in 25%. Electrical cardioversion had been 
performed in 34 patients prior to procedure with 25 undergoing 
< 2 prior cardioversion. Nineteen patients had hypertension 
and 7 had left ventricular dysfunction. All patients had taken 
at least one antiarrhythmic agent. Amiodarone was the most 
commonly prescribed agent in 57%. Waiting time from referral 
date to procedure date was 10.1 - 4.2 months. Cryoballoon 
ablation was undertaken using the Medtronic Arctic Front and 
Arctic Front Advance catheters. All patients were anticoagulated 
periprocedurally. Twenty five patients were taking warfarin and the 
remainder novel oral anticoagulants. Mean procedure time was 
107.9 ± 24.2 minutes. 

The average number of applications was 7 per procedure, each 
application for a duration of 180 - 240 seconds. All pulmonary veins 
were confirmed to be isolated in 47 patients with 3 out of 4 isolated 
in 10 patients. Electrical cardioversion was performed in 17 patients 
to restore sinus rhythm at end of procedure. Right phrenic nerve 
palsy was noted intraprocedurally in five patients. This was clinically 

significant on follow up in one patient. Mean follow up duration was 
20.4 12.1 months. Thirty patients (46.8%) were free from AF at 
final follow up. Twenty five patients (39%) experienced recurrence 
of AF with 7 undergoing repeat PVI using radiofrequency ablation. 
Nine patients currently await redo procedures. Of those who 
experienced recurrence, prior pattern of AF was paroxysmal in 
15 and persistent in 10. Six patients, including patients from both 
recurrence and no recurrence groups, developed atrial flutter. 
Follow up data was unavailable for 9 patients.

Conclusion: Provisional results from this real world series suggest 
lower success rates than seen in large scale trials. This may reflect 
our heterogeneous cohort including patients with persistent atrial 
fibrillation and the possible effects that long waiting times may have 
in terms of increasing burden of arrhythmia and consequent adverse 
left atrial remodelling.

65. Out-of-hospital cardiac arrests in the older 
population in Ireland
1R Tanner, 2M Jensen, 2S Masterson, 3P Wright, 4D Hennelly, 
3P Andrew, 5G Bury, 4C O’Donnell, 6M O’Reilly, 7C Deasy
1 Mater Misericordiae University Hospital, Dublin, Ireland 
2 OHCAR, Ireland
3 Department of General Practice, Ireland
4 National Ambulance Service, Ireland 
5 Univsersity College Dublin, Dublin, Ireland
6 Dublin City Fire Brigade, Dublin, Ireland 
7 Emergency Medicine Cork University Hospital, Cork, Ireland 

Background: Out of hospital cardiac arrest (OHCA) is associated 
with a poor survival. Age influences survival but it is unclear to 
what extent. Patient selection is crucial in deciding who should 
receive attempted resuscitation to optimise outcomes and minimise 
inappropriate end-of-life management. 

Aim: To describe the demographics, characteristics and outcomes 
following resuscitation attempts in OHCA patients aged 70 years 
and older in the Republic of Ireland.

Methods: Data was extracted from the national Out of Hospital 
Cardiac Arrest Register (OHCAR) for patients aged 70 years and 
older. Patient and event characteristics were compared across 
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three age categories (70-79; 80-89; 90 years and older). Logistic 
regression was used to determine the predictors of the primary 
outcome in the overall cohort (discharge from hospital alive). 

Results: A total of 2,443 OHCAs in patients aged 70 years and 
older were attended by emergency medical services and had 
resuscitation attempted between 2012 and 2014 in the Republic 
of Ireland. For the entire cohort, survival to hospital discharge 
was 3.4%. Asystole was the first rhythm identified in 52.6% of 
all cases. A shockable initial rhythm persisted as a predictor of 
survival as age progressed; overall 14.6% of those aged over 70 
years survived if the presenting rhythm was shockable, 0.1% of 
OHCAs survived if asystole was the initial rhythm analysed. Of 
those suffering an OHCA in a residential institution, 2.2% survived 
to hospital discharge. Logistic regression analysis showed that an 
initial shockable initial rhythm and having a witnessed cardiac arrest 
were independent predictors associated with increased odds of 
survival to discharge. 

Conclusion: Resuscitation is a purposeful exercise in those with 
advancing age when favourable prognostic markers are present. 
Data on age related survival can inform those discussing end of life 
decisions.

66. Prevalence of Fabry disease among patients 
diagnosed hypertrophic cardiomyopathy and 
unexplained left ventricular hypertrophy in 
St James’s Hospital (2013–2015)
H Sulaiman, E Finegan, A Rakovac Tisdall, R Murphy

Cardiology Department, St James’s Hospital, Dublin, Ireland 

Aim: We propose to estimate the prevalence of Fabry disease 
among diagnosed hypertrophic dilated cardiomyopathy (HCM) and 
unexplained left ventricular hypertrophy (LVH) patients attending 
St James’s Hospital between 2013- 2015.

Methods: Patients invited from cardiology outpatients department 
(OPD) and implantable cardiac defibrillator (ICD) clinic for 
screening. Ongoing search for new patients diagnosed with HCM 
and LVH via echo report, cardiac MRI, device implantation list and 
from OPD list. A database created. When patients arrived, they are 

informed regarding Fabry disease, manifestation and implications 
of having this test and consented for blood testing. Fabry disease 
symptoms and signs survey form were also completed along family 
pedigree. Blood samples obtained and bar coded for traceability 
in the local laboratory and sent via courier to Royal Free Hospital 
within 72 hours. If the results were positive they were called to clinic 
for further discussion regarding the implications and will be referred 
to a metabolic consultant in Mater Misericordiae University Hospital 
and for nephrology consultant for renal assessment in St James’s 
Hospital. If the blood test were negative they were informed over 
the phone and letter sent to patient, their general practice (GP) and 
a copy inserted into their chart. Results were entered into excel 
spreadsheet and SPSS programmer for analysis.

Results: 126 patients with diagnosis of HCM and LVH patients 
invited to have blood test for Fabry disease. Only 70(60%) accepted 
the offer and had the blood test performed. Male patients (63%) 
had enzyme levels analysis; meanwhile female patients (37%) had 
enzyme level and DNA analysis specific for Fabry disease. Of the 
70 patients, mean age was 52±16 years old, 90% had diagnosis 
of HCM and 10% had unexplained LVH. Four percent (1 male 
and 2 female) patients of screened patient has been diagnosed 
Fabry disease. The prevalence of our cohort study was 4%. One 
of the diagnosed male patient who has renal impairment had been 
commenced on Fabraenzyme therapy. One female patient who has 
renal impairment refused the treatment and the third patient who 
has eGFR 67ml/l undergoing assessment from nephrologist and 
a metabolic consultant specialist. Interestingly we also noted that 
there were five (three female and further two male) patients noted to 
have intronic mutations. One of the five patient who had HCM with 
obstructive features, had lower range of enzyme level. He had patchy 
late gadolinium enhancement and estimated eGFR 70ml/min, lower 
than expected for his age. DNA analysis done which showed two 
intronic mutations noted and he was diagnosed as late onset Fabry 
disease and the prevalence in our population rises up to 6%. He was 
referred for suitability assessment for enzyme replacement therapy.

Conclusion: Fabry disease is still a rare genetic disorder, the 
prevalence in our population is about 6%. Intronic mutations are 
less understood. This raises question whether everyone should have 
full DNA analysis regardless of the gender. It is treatable disease 
with enzyme therapy to herald major late complications. It should 
be routinely used to screen patients presenting with HCM and 
unexplained LVH.
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THE IRISH YOUNG CARDIOLOGISTS 
GROUP (IYCG)

The Young Cardiologists Group (IYGC) is an initiative of the 
European Society of Cardiology (ESC) guided by the Irish Cardiac 
Society and the ESC Cardiologists of Tomorrow. 2. The IYCG is is 
an independent working group run by trainees and complementary 
to current structures in place. The IYCG was established in March 
2015 and the committee consists of five members, rotating yearly, 
from years 1–6 in the training programme.

The aim of the group is to facilitate and support the training of 
current and potential cardiology trainees throughout Ireland, across 
all levels of the training program, through the following activities.

• Mentoring Programme: Matching senior trainees with junior 
members of the training programme to offer informal advice and 
support.

• Education Calendar: Structured education sessions covering 
subspecialty topics and ESC exam preparation.

• Involvement with ESC: Irish representation on committees, 
associations, and taskforces that affect the activities of young 
members. At present the IYCG is represented on the ESC Exam 
Question Setting Committee and within EAPCI.

• Provision of information on grant support.

Contacts: 

Email: irishyoungcardiologistgroup@gmail.com
LinkedIn: ESC Cardiologists of Tomorrow
Website: irishcardiacsociety.com
Twitter: @irishyoungcard

Additional Information:

The Irish Young Cardiologists Group is the 29th of 35 current 
national working groups, along with countries from France to 
Russia, extending to Finland, Israel, and Azerbaijan. The main 
purposes of these young national groups, as set out by the 
European Society of Cardiology, are as follows:

1. To promote excellence in education in cardiology, helping young 
cardiologists to get updated on scientific and clinical knowledge 
within the field of cardiovascular diseases.

2. To develop scientific, organizational and political activities of 
special interest to young cardiologists.

3. To help in the harmonization of education and training in Europe.

4. To promote cardiovascular health in the community.

5. To connect with peers and leaders within the specialty.
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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.

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. 
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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 
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.
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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

The 2016 meeting is funded with support from the following 
commercial bodies:

• A Menarini Pharmaceuticals 
Ireland Ltd

• Amgen Ireland Ltd

• Astra Zeneca 
Pharmaceuticals (Ireland) Ltd

• Biotronik Ltd

• Bayer Ltd

• Pfizer Healthcare Ireland/
Bristol Myer Squibb 
Pharmaceuticals

• Boehringer Ingelheim 
Ireland Ltd

• Boston Scientific

• Brennan & Co

• Cardiac Services

• Cordis – Cardinal Health

• Daiichi Sankyo Ireland Ltd

• Edwards Lifesciences Ltd

• Fysicon BV

• GE Healthcare

• Infusion Healthcare Co Ltd

• McKesson

• Medtronic

• MSD

• Novartis Ireland Ltd

• Pfizer UK

• Phillips Ireland

• Sanofi Ireland

• Servier Laboratories Ltd

• Shire

• 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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