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Message from ICS President, Prof. Vincent Maher

Time flies and that has certainly been the case over the last three 
years. The pandemic has had a profound impact on all our lives and 
changed the way we communicate. While we learned a lot and found 
advantage in enhanced access to world class speakers through online 
meetings, we missed the important face to face interactions that 
embody human existence. It is therefore wonderful that we can now 
travel and meet each other again and get back to the best aspects of 
the way we were. 

We are delighted to host what promises to be a very exciting meeting 
bringing together excellent speakers, wonderful topics and presenting 
up to date research from around our island and abroad. 

I would like to thank all our presenters with special thanks to our key 
note speakers, Robert Byrne, Rebecca Hahn, John Deanfield, our Stokes 
lecturer, Robert Harrington and John McMurray who will address our 
first heart failure symposium. I am grateful for all the hard work from 
the members of the ICS Council and past Presidents who have helped 
put together this excellent programme, grade abstracts and chair oral 
and moderated poster sessions. 

Looking back, we have managed, thanks to the wonderful support 
from Council members, to achieve a number of successes. Our 
Spring/Summer lectures enlightened us on the origins, detection and 
management of complex aortic and coronary disease. Our Cardiologist 
of Tomorrow’s series has been terrific throughout the year with 
excellent educational webinars in line with the ESC curriculum. 

We have also been able to develop a number of new initiatives 
including a strategic plan, women in cardiology celebration and an 
Honorary fellowship. 

The strategic plan was developed so that our Society would be 
equipped to face the growing challenges and opportunities presented 
in modern cardiology. My thanks to all the members of the strategic 
advisory team for their time and expertise in putting together what is a 
comprehensive road map to guide us over the next five years. 

I am also delighted that we have had the chance to acknowledge 
the efforts of a number of great women who pioneered Cardiology 
and Cardiac surgical careers in Ireland in a booklet dedicated to their 
efforts. As a result of their important contributions, more and more 
women have embraced these careers and have broadened the horizon 
so that we are a much more diverse, holistic, inclusive profession today. 
The future looks bright with growing numbers of female trainees. 
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We have in addition initiated an honorary fellowship to recognise 
those who have made significant long-term commitments to the 
Society at its highest level, training of our future cardiologists, 
research excellence, public education, representation abroad and 
international society figures who through their friendship to the 
Society have enhanced our profile internationally and provided 
training opportunities for our members. 

We would like to acknowledge our gratitude to Industry for their 
unwavering support of the Society during what were extremely 
difficult times. Thank you for your commitment. 

Being President has been a special experience for me, engaging 
with wonderful people at home and abroad and allowing me to be 
part of the exciting evolution of our Society. It is my great pleasure 
to now hand over the reins to Professor Pascal McKeown, current 
head of the medical school at Queen’s University, distinguished 
researcher and cardiologist who will bring his wealth of experience 
to the role. I wish Pascal and the Society ever good wish and 
success going forwards.

Vincent Maher. 

Kind regards,

Prof Vincent Maher MD, FRCPI, FESC, FACC 
President Irish Cardiac Society
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Thursday, 6 October

18.00–20.30 Session 1:

18.00–19.15 Dr Darragh Moran Memorial Lecture: Cryoballoon ablation in in-patients under 40 years 
of age – Darragh Moran et al – Prof Carlo de Asmundis, Vrije University, Brussels

19.15–20.30 EP Subgroup Meeting
 Chair: Prof David Keane

19.15–20.30 Session 2: Intervention Subgroup Meeting – Prof David Foley Case Competition
 Chairs: Prof Tom Kiernan, Prof Aaron Peace

Friday, 7 October 7

08.30 Irish Cardiac Society Annual Scientific Meeting Registration

08.55 Opening Address: Prof Vincent Maher, President, Irish Cardiac Society

09.00–10.30 Session 3: 

09.00–09.30 Update on revascularization for left main stem disease following the 2018 ESC- 
EACTS Guidelines controversy – stents versus surgery? – Prof Robert Byrne, Director of 
Cardiology, Mater Private Hospital, Dublin
Chair: Prof Ronan Margey 

09.30–10.30 ORAL ABSTRACTS PRESENTATIONS 1

1. Investigating variation in the attitudes of cardiac surgeons to complete coronary 
revascularisation and assessing the implications for patient outcome as a result of a non-
standardised surgical approach
G Hooks, A Graham
The Royal Victoria Hospital Belfast, Northern Ireland

2. Pre-hospital direct ambulance transfer has led to major improvements in timeliness of PPCI 
in suspected STEMI: Temporal trends over an eight-year period in a designated PPCI centre
Z Butt, B McGrath, D Cadogan, I Casserly, H McCann, J O’Neill, E Keelan, P Keelan, J Galvin, 
B Doyle, G Blake
Mater Misericordiae University Hospital, Dublin, Ireland

3. Primary percutaneous coronary intervention in the Belfast Health and Social Care Trust – 
are we meeting guideline directed targets?
1J Mailey, 2C Shannon, 2A McNeice, 2C Murphy
1 Belfast Health & Social Care Trust, Belfast, Northern Ireland
2 Royal Victoria Hospital, Belfast, Northern Ireland

4. Pulmonary vein anatomical variants and incidence of atrial fibrillation
1R Gallen, 2M Apolinario, 2D Sorajja
1 Department of Cardiology, St Vincent’s University Hospital, Dublin, Ireland
2 Department of Cardiology, Mayo Clinic, Scottsdale, Arizona, USA
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5. A hybrid approach using pulse field ablation and three-dimensional mapping in atrial 
fibrillation ablation: A relatively early worldwide experience
1A Mittal, 4K Hong, 1N Fitzpatrick, 1J O’Brien, 1G Jauvert, 1, 2E Keelan, 1, 2J Galvin, 1, 3G Szeplaki, 
1U Boles
1 Atrial Fibrillation Institute, Mater Private Hospital, Heart & Vascular Centre, Dublin, Ireland
² Mater Misericordiae University Hospital, Dublin, Ireland
³ Royal College of Surgeons in Ireland, Dublin, Ireland
⁴ UCD School of Medicine, University College Dublin, Health Sciences Centre, Dublin, Ireland

6. Refining the left bundle branch area pacing stragegy in bradyarrhythmia – who benefits?
1J Mannion, 1A Cleary, 1A Hennessey, 1A Subramaniyan, 2C Sheahan, 1, 2R Sheahan
1 Cardiology Department, Beaumont Hospital, Dublin, Ireland
2 Royal College of Surgeons in Ireland, University of Medicine & Health Sciences, Dublin, Ireland

10.30 Coffee Break • Moderated Poster Session 1 • General Poster Viewing 

 MODERATED POSTER SESSION 1

7. Channelopathies and implantable cardioverter defibrillator therapy: A specialist centre’s 
experience
D Jain, T Prendiville, S Adel, D Ward, D Crinion
Tallaght University Hospital, Dublin, Ireland

8. Regadenoson and QTC prolongation: A prospective study
1I Damani, 2N Damani, 1I Menown
1Craigavon Area Hospital, Portadown, Northern Ireland
2Didcot Health Centre, Oxfordshire, UK

9. Long term results in real world ablation index guided pulmonary vein isolation – 5 years 
of follow-up from the MPH AF ablation registry
1N Fitzpatrick, 2S Herczeg, 3K Hong, 1A Mittal, 1U Boles, 1G Jauvert, 3, 4J Keaney, 1E Keelan, 
1J O’Brien, 1F Seaver, 1, 3J Galvin, 1, 5G Széplaki
1 Atrial Fibrillation Institute, Mater Private Hospital, Dublin, Ireland
2 Heart & Vascular Centre of Semmelweis University, Budapest, Hungary
3 UCD School of Medicine, University College Dublin, Health Sciences Centre, Dublin, Ireland
4 Mater Misericordiae University Hospital, Dublin, Ireland
5 Royal College of Surgeons in Ireland, Dublin, Ireland

10. Stent sizing using optical coherence tomography imaging
1, 2H Rai, 3L Räber, 4DM Leister, 5H Nef, 6F Alfonso, 1, 2RA Byrne, 7A Kastrati, 7M Joner
1 Cardiovascular Research Institute Dublin, Mater Private Network Dublin, Ireland
2 School of Pharmacy & Biomolecular Sciences, RCSI University of Medicine & Health 

Sciences, Dublin, Ireland
3 Universitätsklinik für Kardiologie, Inselspital Bern, Bern, Switzerland
4 Charité – Universitätsmedizin Berlin, Berlin, Germany
5 Universitätsklinikum Gießen und Marburg, Giessen, Germany
6 Hospital Universitario de La Princesa and Universidad Autónoma de Madrid, CIBERCV, 

Madrid, Spain
7 Deutsches Herzzentrum München, Technische Universität München, Munich, Germany
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11. Long-term survival in patients with ST-elevation myocardial infarction treated with timely 
PCI, delayed PCI, or a pharmaco-invasive strategy
1, 2JLaffan, 3A Foley, 4 Blake, 5 Maree, 6 Crowley, 7C McCreery, 8P Kearney, 9T Kiernan, 
1, 3M Kennedy, 1, 2RA Byrne
1 RCSI, Dublin, Ireland
2 Dublin Cardiovascular Research Institute, Mater Private Network, Dublin, Ireland
3 Beaumont Hospital, Dublin, Ireland
4 Mater University Hospital, Dublin, Ireland
5 St James’ Hospital, Dublin, Ireland
6 University Hospital Galway, Ireland
7 St Vincent’s Hospital, Dublin, Ireland
8 Cork University Hospital, Ireland
9 University Hospital Limerick, Ireland 

11.00–12.30 Session 4: 

11.00–11.30 Dispelling Misconceptions of Tricuspid Regurgitation Anatomy, Pathophysiology and 
Treatment – Dr Rebecca Hahn, Director of Interventional Echocardiography, New York-
Presbyterian/Columbia University Medical Centre USA

 Chair: Prof Carl Vaughan

11.30–12.30 ORAL ABSTRACTS PRESENTATIONS 2

12. Prevalence of transthyretin amyloid cardiomyopathy (ATTR-CM) in undifferentiated HFPEF
L Healy, G Giblin, D O’Sullivan, E Kavanagh, E Howley, C Tracey, J O’ Neill, E Joyce, 
M O’Connell, A McDaid, A Clarke, A Gray, N Mahon
Mater Misericordiae University Hospital, Dublin, Ireland

13. A CT coronary angiography first strategy in patients determined to have an indication for 
invasive coronary angiogram: A meta-analysis
G Murphy, A Naughton, R Murphy, C McCaughey, A Maree
St James’s Hospital Dublin, Ireland

14. Morbidly obese patients with symptomatic severe aortic stenosis, what is the optimal 
treatment strategy? A propensity score matched analysis of transcatheter versus surgical 
aortic valve replacement
1A McInerney, 2J Rodés-Cabau, 3G Veiga, 3D Lopez-Otero, 4E Muñoz-Garcia, 5F Campelo 
6JF Oteo, 1M Carnero, 7JD Tafur Soto, 8I Amat-Santos, 2A Travieso, 2S Mohammadi, 
9M Barbanti 10AN Cheema, 11S Toggweiler, 12F Saia, 13M Dabrowski, 14V Serra, 15F Alfonso, 
16H Barbosa, 17A Regueiro, 2A Alperi, 3AG Ongay, 18JM Martinez Cereijo, 4AJ Muñoz-Garcia, 
5A Matta, 6C Arellano-Serrano, 8A Barrero, 1G Tirado-Conte, 1N Gonzalo, 18XC Sanmartin, 
3JM de la Torre Hernández, 2D Kalavrouziotis, 1L Maroto, 6A Forteza-Gil, 1J Cobiella, 
1J Escaned, 1L Nombela-Franco
1 Cardiovascular Institute, Hospital Clínico San Carlos, IdISSC, Madrid, Spain
2 Quebec Heart & Lung Institute, Laval University, Quebec City, Quebec, Canada
3 Hospital Universitario Marques de Valdecilla, IDIVAL, Santander, Spain
4 CIBERCV Cardiology Department, Hospital Universitario Virgen de la Victoria, Málaga, Spain
5 Cardiology Department, Rangueil University Hospital, Toulouse, France
6 Dept. of Cardiology & Cardiac Surgery, Hospital Universitario Puerta de Hierro, Majadahond
7 The Ochsner Clinical School, Ochsner Medical Center, New Orleans, LA, USA
8 CIBERCV, Instituto de Ciencias del Corazón (ICICOR), Hospital Clínico Universitario de 

Valladolid, Spain
9 Ferrarotto Hospital, University of Catania, Catania, Italy
10 Division of Cardiology, St Michael’s Hospital, Toronto University, Toronto, Ontario, Canada
11 Heart Center Lucerne, Luzerner Kantonsspital, Lucerne, Switzerland
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12 Cardiology Unit, Cardio-Thoracic-Vascular Department, University Hospital of Bologna, 
Policlinic, Italy

13 Interventional Cardiology & Angiology Clinic, National Institute of Cardiology, Warsaw, 
Poland

14 Hospital General Universitari Vall d’Hebron, Barcelona, Spain
15 Hospital Universitario de La Princesa and Universidad Autónoma de Madrid, CIBERCV, 

Madrid, Spain
16 Ribeiro Heart Institute (InCor), Sao Paulo, Brazil
17 Cardiology Department, Cardiovascular Institute, Hospital Clínic; Universidad de 

Barcelona, Spain
18 Hospital Clínico Universitario de Santiago, CIBERCV, Santiago, Spain

15. Prevalence and characteristics of abnormalities on cardiac MRI in unselected patients 
after recovery from acute SARS-CoV-2 infection and correlation with markers of 
immunity and coagulation: the Study of HEarT DiseAse and ImmuNiTy After COVID-19 in 
Ireland (SETANTA)
1, 2R Colleran, 1RJ Byrne, 3A Cradock, 4D O’Ciardha, 5S McKeogh, 1, 6H Wilson, 7A Mansur, 
7L McGovern, 7J Bisset, 8G Cantwell, 9M Hannan, 10M Fitzgibbon, 11J O’Donnell, 1, 2H Rai, 
1, 2RA Byrne
1 Department of Cardiology & Cardiovascular Research Institute Dublin, Mater Private 

Network, Ireland
2 School of Pharmacy & Biomolecular Sciences, RCSI University of Medicine & Health 

Sciences, Ireland
3 Department of Medicine, University College Dublin, Ireland
4 Institute of Population Health, Trinity College Dublin, Ireland
5 Solas Medical Centre, Dublin, Ireland
6 School of Nursing & Midwifery, RCSI University of Medicine & Health Sciences, Ireland
7 Mater Private Network, Ireland
8 Drs Cantwell & Dr Spillane, Family & General Medicine, Dublin
9 Department of Pathology, Mater Private Network, Ireland
10 Mater Private Network, Ireland and School of Medicine, University College Dublin, Ireland
11 Irish Centre for Vascular Biology, RCSI University of Medicine & Health Sciences, Ireland

16. The effects of nocturnal blood pressure dipping pattern on cardiac structure assessed using 
transthoracic echocardiography (TTE) and cardiovascular magnetic resonance (CMR)
1A Radhakrishna, 1A Brennan, 1B Wong, 2M Ledwidge, 2K McDonald
1 St Vincent’s University Hospital, Dublin, Ireland
2 University College Dublin, Ireland

17. Heart rate recovery following active stand test in patients with versus without severe 
aortic stenosis 
1L Brandon, 1R Armstrong, 1B Kerr, 1, 2 C Finucane, 2M Afonso Shirsath, 1M Hensey, 
1S O’Connor, 1, 2RA Kenny, 1, 2A Maree
1 St James Hospital, Dublin, Ireland
2 Trinity College, Dublin, Ireland

12.30 Lunch

14.00–15.30 Session 5: Irish Atherosclerosis Society Meeting

14.00–14.30 Coronary Artery Disease: Triumphs and Opportunities – Prof John Deanfield – British 
Cardiovascular Society Centenary Lecture

 Chair: Prof Ian Menown
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14.30–15.30 ORAL ABSTRACT PRESENTATIONS 3

18. Moderate alcohol consumption is associated with progression of left ventricular 
dysfunction in pre-heart failure
1, 2B Wong, 1, 2A Moore, 1A Radhakrishna, 1, 2K McDonald, 2M Ledwidge
1 St Vincent’s University Hospital, Dublin, Ireland
2 University College Dublin, Ireland

19. Identification and evaluation of novel protein biomarkers for atrial fibrillation
1C Tonry, 1A Russell-Hallinan, 2N Glezeva, 3P Collier, 4K McDonald, 4M Ledwidge, 5BC Collins, 
1C Watson
1 Wellcome-Wolfson Institute for Experimental Medicine, Queens University Belfast, N. Ireland
2 STOP- HF Unit, St Vincent’s University Healthcare Group, Dublin, Ireland
3 Department of Cardiovascular Medicine, Cleveland Clinic, Ohio, USA
4 Heart Failure Unit, St Vincent’s University Hospital Healthcare Group, Elm Park, Dublin, Ireland
5 School of Biological Sciences, Queen’s University Belfast, Northern Ireland

20. Interleukin-10 -1082 g/a polymorphism and its association with early or severe 
presentation of coronary artery disease: A systematic review and meta-analysis
1, 2H Rai, 3M Joner, 1H Wilson, 1L McGovern, 1G Richards, 1R Colleran, 1RA Byrne
1 Cardiovascular Research Institute Dublin, Mater Private Network Dublin, Ireland
2 School of Pharmacy & Biomolecular Sciences, RCSI University of Medicine & Health 

Sciences, Dublin, Ireland
3 Deutsches Herzzentrum München, Technische Universität München, Munich, Germany

21. Role of lipoprotein(a) in the development of young (<45 years) ST-elevation myocardial 
infarction
1C McCaughey, 1R Kumar, 2B Khan, 1G Murphy, 1S Teehan, 1C Daly
1 St James’s Hospital Dublin, Ireland
2 Trinity College, Dublin, Ireland

22. Proteomics identification and evaluation of a collagen sub-type with potential to support 
improvements in diagnosis and management of heart failure
1C Tonry, 2N Glezeva, 3L Kerrigan, 4P Collier, 4C Moravec, 2M Ledwidge, 2K McDonald, 
5BC Collins, 1C Watson
1 Wellcome-Wolfson Institute for Experimental Medicine, Queens University Belfast, N. Ireland
2 Heart Failure Unit, St Vincent’s University Hospital Healthcare Group, Elm Park, Dublin, Ireland
3 Queen’s University Belfast, Northern Ireland
4 Department of Cardiovascular Medicine, Cleveland Clinic, Ohio, USA
5 School of Biological Sciences, Queen’s University Belfast, Northern Ireland

23. The virtual consultation; an established vehicle for heart failure management and 
communication between primary and secondary care
1, 2 B Wong, 1, 2J McCambridge, 1M Barrett, 1C Halley, 2M Ledwidge, 1, 2K McDonald
1 St Vincent’s University Hospital, Dublin, Ireland
2 University College Dublin, Ireland

15.30 Coffee Break • Moderated Poster Session 2 • General Poster Viewing
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 MODERATED POSTER SESSION 2

24. Systematic review of strength of evidence supporting the approval and clinical use of high-
risk medical devices in cardiovascular medicine: An update from the CORE-MD consortium
1L McGovern, 2G Siontis, 2A Frenk, 3T Melvin, 3G McGauran, 4R Geertsma 5P Schnell-Inderst, 
6AG Fraser, 2S Windecker, 1R Byrne
1 Cardiovascular Research Institute (CVRI) Dublin, Mater Private Network, RCSI, Dublin, Ireland
2 University Hospital (BUH), Bern, Switzerland
3 The Health Products Regulatory Authority (HPRA), Dublin, Ireland
4 RIVM: National Institute for Public Health & the Environment, Utrecht, Netherlands
5 UMIT TIROL, Austria
6 University Hospital of Wales, Cardiff, UK/ European Society of Cardiology (ESC)

25. A snapshot of cardiovascular health in bone marrow transplant recipients in ireland
1R Evans, 2C Armstrong, 2E Vandenberghe, 1R Murphy
1 Department of Cardiology, St James’s Hospital, Dublin, Ireland
2 Department of Haematology, St James’s Hospital, Dublin, Ireland

26. Ambulatory cardiology unit – an innovative, safe, high quality service, reducing hospital 
admissions
F Corvan F, M McKane, P McGrath, F Campbell, C McMullan, M Connolly, J Tweedie
Southern Health & Social Care Trust, Northern Ireland

27. Fish in a barrel or sitting ducks? Preventive cardiology in the diabetic clinic; can 
proformas improve our shot?
1N Connolly, 2R Kelly, 1P Bergin, 3S Gholami
1 St James Hospital Dublin / Naas General Hospital, Ireland
2 Tallaght University Hospital / Naas General Hospital, Ireland
3 St Vincent’s University Hospital / Naas General Hospital, Ireland

16.00–17.00 Session 6: Brian Maurer Young Investigator Award 2022
 Chair: Prof Vincent Maher
 Judges: Dr John Harold, Dr Rebecca Hahn, Dr Dipti Itchhaporia, 

Prof John Greenwood

 FINALISTS

28. Humoral response to SARS-CoV-2 vaccination among heart transplant recipients aged 
18–70 years of age administered two doses of an adenoviral vector (ChAdOx1 nCoV-19) 
vaccine and a messenger RNA (BNT162b2) booster
1R Tanner, 1Starr, 1C Perez-Garcia, 2G Chan, 1 E Dempsey, 3E Heffernan, 1J O’Neill, 2B Lynch, 
2, 4M Hannan, 1, 4E Joyce
1 Department of Cardiology, Mater Misericordiae University Hospital, Dublin, Ireland
2 Department of Microbiology, Mater Misericordiae University Hospital, Dublin, Ireland
3 Department of Immunology, Mater Private Hospital, Dublin, Ireland
4 School of Medicine, University College Dublin, Ireland

29. AI-AIF: Artificial intelligence-based arterial input function correction for quantitative 
stress perfusion cardiac magnetic resonance
1CM Scannell, 1E Alskaf, 2N Sharrack, 2S Plein, 1A Chribri
1 Kings College London, UK
2 University of Leeds, UK



10 | IRISH CARDIAC SOCIETY 73RD ANNUALSCIENTIFIC MEETING & AGM PROGRAMME 6–8 October 2022

30. Impact of metabolic surgery on left ventricular structure and function: Differential impact 
in preserved versus reduced left ventricular ejection fraction
1D Hughes, 2R Wilson, 1Y Saijo, 1N Chan, 1A Kumar, 1RA Grimm, 1B Griffan, 1WH Tang, 
1SE Nissen, 2A Aminian, 1B Xu
1 Cleveland Clinic, Heart & Vascular Institute, Cleveland, USA
2 Cleveland Clinic, Bariatric & Metabolic Institute, Cleveland, USA

31. Incidental coronary artery calcification on non-cardiac computed tomography: A 5-year 
follow up study
1K Millar, 2G Giblin, 1N Fitzpatrick, 1BF McAdam
1 Beaumont Hospital Dublin Ireland
2 Gerard Giblin Mater Misericordiae Hospital, Ireland 

17.00–18.00 Session 7: Irish Cardiac Society Stokes Lecture 2022: 
Cardiovascular Medicine as a Data Science – Dr Robert Harrington, Professor of Medicine 
and Chairman of the Department of Medicine, Stanford University USA

 Chairs: Prof Vincent Maher, Prof Jim Crowley

18.00–18.30  AGM

19.45 Drinks Reception

20.30 Dinner

Saturday, 8 October

09.00 Registration

09.15–09.45 Session 8: Training & Education Update

 Chairs: Prof Briain MacNeill, Dr Ross Murphy, National Specialty Directors

09.45–10.15 Session 9: Cardiologists of Tomorrow

 Cardiologists of Tomorrow Activity Update – Dr Bryan Traynor

 ESC Heart Failure Specialists of Tomorrow – Dr Alicja Jasinska-Piadlo

 Brian McGovern Scholarship Update – Dr Heather Cronin

10.15–10.30 Session 10: Women in Cardiology (WIC) Update – Dr Lisa Brandon 

10.30 Coffee Break • Moderated Poster Session 3 • General Poster Viewing 
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 MODERATED POSTER SESSION 3

32. The heart-brain axis: Could high sensitivity troponins predict cardiac disease in acute 
ischaemic stroke? A single-centre retrospective observational study
A Duncan, D Khalil, O Lynch
OLOL Hospital, Drogheda, Co. Louth

33. The therapeutic benefit of upgrade to cardiac resynchronization therapy in patients with 
pacing induced cardiomyopathy
1R Kerley, 1C O’Dowling, F Campos, 2R Murphy, 3K Walsh, 1G Fahy
1 Cork University Hospital, Cork, Ireland
2 St James’s Hospital, Dublin, Ireland
3 Hospital of the University of Pennsylvania, Electrophysiology Division, USA

34. Are we using too low thresholds of NT-proBNP to screen patients aged 75 years and older 
for assessment in our one-stop rapid access heart failure diagnostic clinic?
D Mac Elhatton, P Campbell, A Gray
Southern Health & Social Care Trust, Northern Ireland

35. Aspirin: A snapshot of current practice in cardiovascular disease prevention
C Powell, A Wyse, M Widdowson
Tallaght University Hospital, Dublin, Ireland

11.00–13.00 Session 11: Heart Failure Subgroup Meeting
Chairs: Dr Patricia Campbell, Dr Alastair Gray, Prof Emer Joyce

11.00 Case Competition 

12.00 Treating heart failure: What’s new in 2022? – Prof John McMurray, Professor of Medical 
Cardiology, Institute of Cardiovascular and Medical Sciences, University of Glasgow and 
Honorary Consultant Cardiologist, Queen Elizabeth University Hospital, Glasgow

12.45 Panel Discussion & Winner Announcement

13.00 Closing Comments & Meeting Close – 
Prof Pascal McKeown, President, Irish Cardiac Society

GENERAL POSTERS

36. Phenotypic predictors of genotype positivity in probands with hypertrophic 
cardiomyopathy (HCM)
D Ranganathan, M Killian, D Moore, M Gallagher, C McGorrian, J Galvin
Mater Misericordiae University Hospital, Dublin, Ireland

37. Characterization, short term outcome and anatomical distribution of rotational and focal 
activities in persistent atrial fibrillation
1A Mittal, 2SJ Lennon, 4J Mannion, 1M Isaak, 1J O’Brien, 1G Jauvert, 1, 2E Keelan, 1, 2J Galvin, 
1, 3G Szeplaki, 1U Boles
1 Atrial Fibrillation Institute, Mater Private Hospital, Heart & Vascular Centre, Dublin, 

Ireland
² Mater Misericordiae University Hospital, Dublin, Ireland
³ Royal College of Surgeons in Ireland, Dublin, Ireland
⁴ Beaumont Hospital, Dublin, Ireland
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38. Impact of SGLT2 inhibitors on diuretic requirement and renal function in a routine 
community heart failure population
1R Doyle, 1J Abboud, 1M Barrett, 1C Halley, 2K McDonald, 1D O’Callaghan
1 St Vincent’s University Hospital Dublin, Ireland
2 University College Dublin, Ireland

39. Pre-clinical heart failure: A description of Stage A and B heart failure in the community
A Moore, M Ledwidge, K McDonald
Heart Failure Unit, St Vincent’s University Hospital, Dublin, Ireland

40. Preliminary data assessing change in left ventricular ejection fraction in patients initiated 
on SGLT2 inhibitor therapy – an ongoing observational study
1D O’Callaghan, 1J Abboud, 1R Doyle, 1M Barrett, 1C Halley, 2K McDonald
1 St Vincent’s University Hospital, Dublin, Ireland
2 University College Dublin, Ireland

41. Promise or peril: The ECG in hypertrophic cardiomyopathy
1H Cronin, 2C Vaughan, 1M Gallagher, 1C McGorrian, 1J Galvin
1 Mater Misericordiae University Hospital, Dublin, Ireland
2 Mercy University Hospital, Cork, Ireland

42. Use of a home monitoring application to develop and test AI-driven, personalized heart 
failure care at home – initial experience of the STABILISE-HF study and ‘PASSION-HF’ 
decision engine
1S Taha, 1M Barrett, 1M Murphy, 2K McDonald
1 St Vincent’s University Hospital Group, Dublin, Ireland
2 University College Dublin, Ireland

43. Dressler’s Syndrome post left atrial appendage occlusion: A rare diagnoses resurfaces
J O’Regan, C O’Sullivan
Cardiology Department Bon Secours Hospital, Cork, Ireland

44. In-hospital outcomes for patients undergoing percutaneous or surgical coronary 
revascularization and aortic stenosis intervention: A propensity score matched analysis 
from a national health database
1A McInerney, 2M García Márquez 2J Luis Bernal, 2C Fernández-Pérez, 1G Tirado-Conte, 
1P Jimenez-Quevedo, 1A Fernandez-Ortiz, 1I Nuñez-Gil, 1N Gonzalo, 2N del Prado, 2J Escaned, 
2J Elola, 1L Nombela-Franco
1 Cardiovascular Institute, Hospital Clínico San Carlos, IdISSC, Madrid, Spain
2 Fundación Instituto para la Mejora de la Asistencia Sanitaria, Madrid, Spain

45. Short term outcomes following Transcatheter versus Surgical Aortic Valve replacement 
for the treatment of Bicuspid Aortic Valve Stenosis
B Gibson, R Tanner, B Traynor, I Casserly
Mater Misericordiae University Hospital, Dublin, Ireland

46. Computed tomography coronary angiography use for cardiac allograft vasculopathy 
surveillance: 10 years of experience
C O’Sullivan, R Tanner, J Buckley, D Murphy, L Lawlor, N Mahon, J O’Neill
Mater Misericordiae University Hospital, Dublin, Ireland
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47. The changing uses of computer tomography coronary angiography: Impact on positive 
predictive value and downstream invasive investigations
1BWT Soh, 2WH Sim, 1C Balfe, 2L Selvarajah, 1H Muradagha, 2J O’Brien, 1S Arnous, 1T Kiernan
1 Department of Cardiology, University Hospital Limerick, Ireland
2 Department of Radiology, University Hospital Limerick, Ireland

48. Acute pericarditis in the era of COVID-19: A single centre study of incidence and 
discharge management
L Healy, R O’Lionaird, A McDaid, B Lauren, S Dragacevac, C McGorrian
Mater Misericordiae University Hospital, Dublin Ireland

49. Introduction of a physical activity assessment and exercise prescription to the cardiac risk 
in the young clinic
1R Kearney, 2V Sullivan, 3D Ward, 3H Connaughton
1 Sports Medicine Department, Sports Surgery Clinic, Dublin, Ireland
2 Cardiology Department, St James’s Hospital, Dublin, Ireland
3 Cardiology Department, Tallaght University Hospital, Dublin, Ireland

50. Drug-eluting balloons and drug-eluting stents in the treatment of small coronary arteries: 
A systematic review and meta-analysis of long-term clinical outcomes
1G Murphy, 1A Naughton, 1R Durand, 2E Heron, 1C McCaughey, RT Murphy, 1I Pearson
1 St James Hospital, Dublin, Ireland
2 Trinity College, Dublin, Ireland

51. Spontaneous coronary artery dissection; a single Irish center experience
R Gardiner, H Gill, T Kiernan
University Hospital Limerick, Ireland

52. The association of exercise, physiologic remodelling and adverse cardiovascular events in 
older adults with pre-heart failure and preserved ejection fraction
1, 3B Dyer, 1, 3J McCambridge, 1, 3B Wong, 2, 3N McVeigh, 2, 3D Murphy, 2, 3J Dodd, 1, 3K McDonald, 
1, 3M Ledwidge
1 STOP-HF Unit, St Vincent’s University Healthcare Group, Dublin, Ireland
2 Department of Radiology, St Vincent’s University Healthcare Group, Dublin, Ireland
3 School of Medicine, University College Dublin, Ireland

53. Treatment intensity of high- and very high-risk patients for the prevention of 
cardiovascular events: Baseline characteristics from the Irish cohort of the multinational 
observational SANTORINI study
1, 2H, Rai, 3R Sheahan, 4R Murphy, 1, 2L McGovern, 5E McFadden, 6A Murphy, 7D Nolan, 
1, 2R Colleran, 1, 2RA Byrne
1 Cardiovascular Research Institute Dublin, Mater Private Network Dublin, Ireland
2 School of Pharmacy & Biomolecular Sciences, RCSI University of Medicine & Health 

Sciences, Dublin, Ireland
3 Beaumont Hospital and RCSI University of Medicine & Health Sciences, Dublin, Ireland
4 St James’s Hospital, Dublin, Ireland
5 Cork University Hospital, Cork, Ireland
6 Turloughmore Health Centre, Turloughmore, Co. Galway, Ireland
7 Tramore Medical Clinic, Tramore, Co. Waterford, Ireland
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54. Risky business: Genotyping in HCM
1H Cronin, 2D Kerins, 1J Galvin, 2C Vaughan
1 Mater Misericordiae University Hospital, Dublin, Ireland
2 Mercy University Hospital, Cork, Ireland

55. Early detection of late anthracycline cardiotoxicity in adult survivors of childhood 
malignancy
1, 2C McCune, 2M Harbinson, 2L Dixon, 1C Watson
1 Wellcome-Wolfson Institute for Experimental Medicine, Queen’s University Belfast, N. 

Ireland
2 Belfast Health & Social Care Trust, Northern Ireland

56. Novel heart failure biomarker CLEC3B is associated with cardiac fibrosis, and impacts 
cardiac fibroblast cell function
1K Edgar, 2N Glezeva, 1C Tonry, 3A Rammos, J Gallagher, 2M Ledwidge, 3K Naka, 
2K McDonald, 1D Grieve, 1C Watson
1 Wellcome-Wolfson Institute for Experimental Medicine, Queens University Belfast, N. Ireland
2 Heart Failure Unit, St Vincent’s University Hospital Healthcare Group, Elm Park, Dublin, Ireland
3 2nd Cardiology Department, University of Ioannina, University Hospital of Ioannina, Greece

57. Patient tolerance and the clinical effect of SGLT2 inhibitors in a routine community heart 
failure population
1D’ O’Callaghan, 1R Doyle, 1J Abboud, 1M Barrett, 1C Halley, 2K McDonald
1 St Vincent’s University Hospital, Dublin, Ireland
2 University College Dublin, Ireland

58. Strategies to optimise guideline-directed medical therapy in heart failure patients with 
reduced ejection fraction by improving SGLT2i initiation rates in nurse-led outpatient 
heart failure clinics
1BWT Soh, 1R Cusack, 2K O’Brien, 2J Glasgow, 1A Forkin, 1S Abbas, 1S Arnous, 1T Kiernan
1 Department of Cardiology, University Hospital Limerick, Ireland
2 Heart Failure Support Unit, Nenagh Hospital, Ireland

59. First trifurcated frozen elephant trunk repair of an aortic arch aneurysm in Ireland
N Khan, V Young, S Jahangeer
St James’s Hospital, Dublin, Ireland

60. Cardiac device implantation and complications in the west of Ireland; six years and a 
pandemic later
1R Campbell, 2J Birrane, 2Y Smyth, 2B MacNeill, 2J Crowley, 2P Nash, 2B Hynes
1 HSE West, Ireland
2 University Hospital Galway, Ireland

61. Survival of patients from the south-east region of Ireland following ST-elevation 
myocardial infarction compared with the rest of Ireland
1, 2JLaffan, 3A Foley, 4G Blake, 5A Maree, 6J Crowley, 7C McCreery, 8P Kearney, 9T Kiernan, 
10P Owens, 1, 3M Kennedy, 1, 2RA Byrne
1 RCSI, Dublin, Ireland
2 Dublin Cardiovascular Research Institute, Mater Private Network, Dublin, Ireland
3 Beaumont Hospital, Dublin, Ireland
4 Mater University Hospital, Dublin, Ireland
5 St James’ Hospital, Dublin, Ireland
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6 University Hospital Galway, Ireland
7 St Vincent’s Hospital, Dublin, Ireland
8 Cork University Hospital, Ireland
9 University Hospital Limerick, Ireland
10 Waterford University Hospital, Ireland

62. Brugada and driving: Time to rethink driving restriction?
A Shelfah, D Ranganthan, D Jain, S Suleiman, C McGovern, J Galvin, D Ward, T Keelan, 
D Crinion
1 Tallaght University Hospital, Dublin, Ireland
2 Mater Misericordiae University Hospital, Dublin

63. Polymorphic VT following anaphylaxis to COVID-19 vaccination
1B Nic Aodha Bhuí, 1J Buckley, 2M Mokoka, 1B MacNeill
1 Galway University Hospital, Galway, Ireland
2 Mayo University Hospital, Mayo, Ireland

64. Six Nations under age rugby and BMI: What price success?
W Fennell
Dept of Cardiovascular Science, University College, Cork, Ireland
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Keynote Speaker Biographies

PROFESSOR CARLO DE ASMUNDIS

Carlo de Asmundis M.D., Ph.D. is full professor in Cardiology at Vrije Universiteit Brussel, 
Chair of Heart Rhythm Management Center at Universitair Ziekenhuis Brussel and 
Director of the Postgraduate programme in Cardiac Electrophysiology and Pacing at Vrije 
Universiteit Brussel. He was born and raised in Milan (Italy), graduated medical school at 
University Vita-Salute San Raffaele Hospital, Milan. Residency in Cardiology at Università 
degli Studi di Milano. Electrophysiology and Pacing training fellowship at the UZ Brussel, 
under the direction and mentoring of Prof Dr em. Pedro Brugada. He concluded his PhD 
in Cardiovascular Physiopathology in Università degli Studi di Milano.

His academic carrier consisted of basic and mainly clinical research with several 
original publications in cardiac physiopathology, cardiac electrophysiology, focus on 
Brugada Syndrome – channelopathies, ventricular and supraventricular arrhythmias, 
neuro-cardiology. He has developed a new strategy for the treatment of IST/POTS. He 
developed together with his colleagues a unique cardiac arrhythmias hybrid programme.

PROFESSOR ROBERT BYRNE

Professor Robert Byrne is Director of Cardiology at the Mater Private Hospital, Dublin, and 
Chair of Cardiovascular Research at the Royal College of Surgeons.

Education & Experience: Prof Byrne’s internship and general medical training was in the 
Mater Hospital, Dublin and Mayo Clinic, Arizona. His Cardiology fellowship was in Ireland 
and at the German Heart Centre, Munich, Germany. Since then he has held several 
strategic positions at German Heart Centre, including Consultant Cardiologist and Deputy 
Director of Cardiology. He returned to Ireland to the role of Director of Cardiology at Mater 
Private Hospital and RCSI Chair of Cardiovascular Research.

Special Interests: Prof Byrne’s specialty interests are in the field of general and 
interventional cardiology. Specific areas of expertise are in cardiac catheterization, 
angioplasty and stenting, optical coherence tomography imaging, interventions for 
hypertrophic cardiomyopathy (alcohol septal ablation), transcatheter mitral valve repair, 
left atrial appendage occlusion and patent foramen ovale closure.

Clinical Research & Professional Memberships: Prof Byrne’s research awards include 
the European Society of Cardiology Atherothrombosis Research Fellowship (2008), the 
Transcatheter Cardiovascular Therapeutics Thomas J. Linnemeier Young Investigator 
Award (2009) and the Andreas Grüntzig Research Prize of the German Cardiac Society 
(2016). Prof Byrne was a scientist of the German Centre for Cardiovascular Research and 
has published more than 250 peer-reviewed manuscripts and book chapters on coronary 
intervention, including in in leading journals (NEJM, the Lancet, JAMA, Circulation, JACC 
and the European Heart Journal).

Prof Byrne’s leadership roles include membership of the European Society of Cardiology 
Regulatory Affairs Committee and is Secretary of the European Association of 
Percutaneous Coronary Intervention and Co-Chair of its Patient Initiatives Committee. 
In addition he serves as Deputy Editor at EuroIntervention journal and as Editorial Board 
member for a number of other high impact research journals.
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DR REBECCA HAHN

Dr Hahn is Professor of Medicine at Columbia University Irving Medical Center, Chief 
Scientific Officer of the Echo Core Lab at the Cardiovascular Research Foundation and 
Director of Interventional Echocardiography at the Columbia Structural Heart & Valve 
Center. Dr Hahn attended Washington University School of Medicine in St. Louis and 
completed her residency in internal medicine, fellowship in cardiology, and research 
fellowship in cardiology at NewYork-Presbyterian Hospital/Weill Cornell Medical Center.

She is an active member of the American Society of Echocardiography as well as 
the American College of Cardiology (member of the Competency Management 
Committee, past Scientific Sessions Planning Committee/Valvular Heart Disease Topic 
Coordinator). She has published over 250 articles on Echocardiography and Valvular 
Heart Disease. She has co-authored the following American Society of Echocardiography 
recommendations/guidelines: “Guidelines for Performing a Comprehensive 
Transesophageal Echocardiographic Examination”; “Recommendations for Noninvasive 
Evaluation of Native Valvular Regurgitation”; “Guidelines for the Evaluation of Valvular 
Regurgitation After Percutaneous Valve Repair or Replacement” and “Guidelines for 
the Use of Transesophageal Echocardiography to Assist with Surgical Decision-Making 
in the Operating Room”; and “Recommended Standards for the Performance of 
Transesophageal Echocardiographic Screening for Structural Heart Intervention”. 

Dr Hahn participates on the following Academic Research Consortium writing 
committees: Valve Academic Research Consortium (VARC-3), Paravalvular Leak 
Academic Research Consortium, Mitral Valve Academic Research Consortium and 
Tricuspid Valve Academic Research Consortium. She was National PI for the SCOUT Trial 
and is the National Co-PI for the Triscend Pivotal Trial.

PROFESSOR JOHN DEANFIELD

John Deanfield CBE is Professor of Cardiology at University College London (UCL) and 
Director of National Institute for Cardiovascular Outcomes Research (NICOR) which 
incorporates the national databases for cardiovascular outcomes. 

Deanfield undertook his training at Churchill College, Cambridge, the Middlesex, 
Hammersmith and Great Ormond Street Hospitals, London. His principal interests are 
vascular medicine, opportunities for lifetime management of cardiovascular risk and 
large scale cardiovascular outcomes research. He has been at the forefront in describing 
the impact of obesity, cholesterol, diabetes, smoking and other risk factors on health in 
later life, through coordination of multiple large longitudinal cardiovascular studies in 
population throughout lifetime

He Chaired the Joint British Societies (JBS3) National Guidelines for Cardiovascular 
Disease Prevention (2014) and led the development of the public facing Heart Age Tool 
(2015). He was awarded the British Cardiac Society McKenzie Award, the John Hopkins 
All Children’s Hospital Decades of Service Award in 2017 and was made Commander of 
the Order of the British Empire (CBE) in 2021. He Chaired the UK’s National Health Check 
Programme Review (2021) and is Chief Medical Advisor to the new national Our Future 
Health programme (2020). He is currently Chairing the development of the new JBS4 
Consensus Guidelines. 

Professor Deanfield serves on many international advisory boards and is a member of the 
editorial boards of several major CV journals. He has published numerous articles in leading 
medical and scientific journals. Papers published: >525 Citations: >164K H index: 147.
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ROBERT A. HARRINGTON, MD

Dr Robert A. Harrington is a cardiologist and the Arthur L. Bloomfield Professor and 
Chairman of the Department of Medicine (DOM) at Stanford University. The DOM is 
the largest department at Stanford with 15 divisions and more than 650 faculty. He was 
previously the Richard Stack Distinguished Professor and the Director of the Duke Clinical 
Research Institute (DCRI) at Duke University. His research interests include evaluating 
antithrombotic therapies to treat acute ischemic heart disease, building local, national 
and international collaborations for the efficient conduct of innovative clinical research 
and trying to better understand and improve upon the methodology of clinical research, 
including the use of technologies to facilitate the conduct of clinical trials.

He has authored more than 730 peer-reviewed manuscripts, reviews, book chapters, and 
editorials. He is a senior editor of the 13th and 14th editions of Hurst’s The Heart, one of 
the leading textbooks of cardiovascular medicine. He recently served a second term as a 
member and the chair of the US Food and Drug Administration Cardiovascular and Renal 
Drugs Advisory Committee.

Harrington is a member of the American Heart Association’s (AHA’s) Board of Directors. 
He served as AHA President-elect, President and Immediate Past President during 
2019-2021. He is an elected member of the Association of American Physicians, the 
Association of University Cardiologists and the National Academy of Medicine/Institute of 
Medicine. In 2016, he was named a Master of the American College of Cardiology. He was 
awarded the AHA’s Clinical Research Prize in 2017.

Harrington received his BA in English at the College of the Holy Cross, Worcester, MA 
and his MD from Tufts University School of Medicine, Boston MA. He did his internship, 
residency and served as the chief resident in internal medicine at the University of 
Massachusetts Medical Center. He trained in cardiology, interventional cardiology and 
clinical research (Duke Databank for Cardiovascular Disease) at Duke University Medical 
Center. Interested in innovative learning tools, Harrington can be followed on Twitter 
@HeartBobH and on a monthly podcast on theheart.org

PROFESSOR JOHN J V MCMURRAY

John McMurray was born in Enniskillen in 1958. He attended Manchester University from 
where he graduated Bsc (Hons) in 1980 and MB ChB (Hons) in 1983. He undertook a 
period of postgraduate research at the University of Dundee, with award of his research 
MD in 1990. He trained in Medicine and Cardiology in Manchester, Edinburgh, Dundee 
and Glasgow and was appointed as Consultant Cardiologist in Edinburgh in 1993 before 
moving to Glasgow in 1995. He is now Professor of Medical Cardiology and Deputy 
Director of the Institute of Cardiovascular and Medical Sciences at the University of 
Glasgow, UK and honorary Consultant Cardiologist at the Queen Elizabeth University 
Hospital, Glasgow. He was recently appointed as a Professorial Fellow at the Australian 
Catholic University, Melbourne, Australia (in the Mary MacKillop Institute for Health 
Research).

Professor McMurray is a Fellow of the European Society of Cardiology (ESC), American 
College of Cardiology and American Heart Association as well as the medical Royal 
Colleges in Edinburgh and Glasgow and the Royal Society of Edinburgh and UK Academy 
of Medical Sciences. He has lectured widely and won several awards, including the Stokes 
Medal of the Irish Cardiac Society. In June 2015, Professor John McMurray and Professor 
Salim Yusuf (McMaster University, Hamilton Ontario, Canada) were jointly awarded 
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the 8th Arrigo Recordati International Prize for Scientific Research (for outstanding 
contributions in secondary prevention and risk reduction strategies in patients with 
cardiovascular diseases).Professor McMurray was awarded the Louis and Artur Lucian 
Award for Research in Circulatory Diseases and also the MacKenzie medal of the 
British Cardiovascular Society, awarded in recognition of outstanding service to British 
Cardiology, both in 2018. In May 2019 he was awarded an OBE by Her Majesty The 
Queen, in recognition of his services to cardiovascular research.

Professor McMurray served as the inaugural Eugene Braunwald Scholar in Cardiovascular 
Disease at the Brigham and Women’s Hospital, Boston, and visiting Professor of Medicine, 
Harvard University, Boston, Massachusetts USA 2010/2011. He is a Past-President of the 
Heart Failure Association of the ESC.

His primary research interests are in heart failure, coronary heart disease, atrial fibrillation 
and the cardiovascular consequences of diabetes and chronic kidney disease, with a focus 
on clinical trials and epidemiology.

Professor McMurray’s main research activity is clinical trials and he is, or was, the principal 
investigator, member of the executive committee or steering committee member in a 
number of large trials in heart failure, other cardiovascular diseases, renal disease and 
diabetes. He has also participated in many data monitoring/safety committees. He chairs 
the event adjudication group at Glasgow University which has served as the endpoint 
committee for many trials.

He has published approximately 700 original papers, reviews, and book chapters, 
including several in leading medical (e.g. Goldman Cecil’s) and cardiology textbooks (e.g. 
the ESC Textbook on Cardiovascular Medicine). He is the primary author or editor of 
thirteen books.

Professor McMurray has been a member and chair of many guideline committees. He 
was the lead author of the World Health Organization and first Scottish Intercollegiate 
Guidelines Network Guidelines on the Management of HF. In addition he was a member 
of the 2008 ESC HF Guidelines Task Force, and Chair of the 2012 Task Force and 
member of the 2013 American College of Cardiology/American Heart Association HF 
Guidelines Committee and the 2014 National Institute for Health and Care Excellence 
(NICE) Acute HF Guideline Committee.

He is a member of NICE Appraisal Committee A.

He is a member of the editorial board of the New England Journal of Medicine and sits 
on the editorial board of several leading cardiovascular journals, including the European 
Heart Journal (where he is an Associate Editor) and Circulation.

In 2013, Professor McMurray was identified as one of the 400 most influential biomedical 
researchers in the world and the only cardiovascular researcher on this list from the UK 
(Boyack KW, Klavans R, Sorensen AA, Ioannidis JP. A list of highly influential biomedical 
researchers,1996-2011. Eur J Clin Invest. 2013; 43:1339-65). He has also been included 
in the 2014 and 2016 Highly Cited Researchers listing and one of The World’s Most 
Influential Scientific Minds: 2014 by Thomson Reuters.
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 ORAL ABSTRACT PRESENTATIONS 1

1. Investigating variation in the attitudes of cardiac surgeons to complete 
coronary revascularisation and assessing the implications for patient 
outcome as a result of a non-standardised surgical approach

G Hooks, A Graham

The Royal Victoria Hospital Belfast, Northern Ireland

Introduction: Coronary artery bypass grafting (CABG) remains the most commonly performed 
cardiac surgery worldwide. The purpose is to completely revascularise the heart-performing 
bypass grafts to epicardial territories supplied by diseased native vessels. It has however been 
suggested that there is a plateau effect with no further benefit beyond performing one graft 
to each of the three major epicardial territories. What constitutes complete revascularisation 
(CR) is therefore debated and a higher number of bypass grafts may simply be a marker for 
more aggressive coronary disease and it has even been hypothesised that grafting more than 
one branch of the marginal circumflex and/or right coronary arteries may be detrimental. 
The concept of CR was investigated under 2 hypothesis: Hypothesis 1 – Variation in cardiac 
surgeon’s approach to complete coronary artery revascularisation exists.

Methods: 69 adult cardiac surgeons, (experience ranging from 1 to 38 years) responded to a 
SCTS electronic survey with each region (UK and Ireland) represented.

Results: It was evident that no universally accepted definition of CR existed. Significant 
variation in clinical approach was demonstrated, most starkly when 32 unique variations in 
surgical CABG were proposed for a hypothetical patient after reviewing their history and 
angiogram. The number of proposed bypass grafts ranged from 1 to 7 (mode of 5). Hypothesis 
2 - Variation in cardiac surgeon’s approach to complete coronary artery revascularisation 
affects clinical outcome. Methods 842 consecutive patients with triple vessel coronary artery 
disease who underwent isolated, first time CABG between 01/08/08 and 28/01/11 in The 
Royal Victoria Hospital Belfast were retrospectively reviewed. Patients were categorised as 
having either undergone: •Conservative revascularisation-Receiving a maximum of 1 bypass 
graft per epicardial territory (n=416) •Non-conservative revascularisation revascularisation-
Receiving at least 1 bypass graft per epicardial territory (n=426) This created 2 highly 
comparable sample groups. Perioperative and long term outcomes were investigated using Chi 
square calculations and subsequently logistic regression, Table 1, 2 & Figure 2.

Conclusion: Significant divergence in approach to CR was clearly demonstrated amongst 
cardiac surgeons across the UK and Ireland. As reported this variation did not however 
translate into a significant difference in peri-operative outcomes when conservative and non-
conservative revascularisation strategies were compared (Figure1). This is extremely relevant 
to clinical practice. It can be confidently stated that non-conservative CR (i.e. performing 
more than 3 bypass grafts) does not appear to adversely affect the patient in terms of peri-
operative morbidity or mortality. It was not possible to demonstrate a prognostic benefit of 
non-conservative CR after 10 years of follow up in this cohort of patients within the limitations 
of this study.
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Abstract 1: Table 1&2 – Results 

Peri-operative Outcome Conservative 
Revascularisation

Non-Conservative 
Revascularisation

P 
Value

Average length of cardiopulmonary bypass 107.0 (SD=31.25) 129.7 (SD=31.23) <0.001

Average length of cross-clamp 59.8 (SD=18.50) 74.3(SD=19.40) <0.001

Average postoperative length of stay 10.2 (SD=8.93) 10.2 (SD=7.14) 0.97

Required convalescence prior to discharge home 8.6% (n=35) 9.5% (n=40) 0.643

In hospital mortality 1.9% (n=8) 1.1% (n=5) 0.378

New post-operative IABP requirement 5.3% (n=21) 4.5% (n=18) 0.628

Newly dialysis dependent 1.2% (n=5) 1.6% (n=7) 0.589

Newly diagnosed postoperative CVA 0.5% (n=2) 0.5% (n=2) 0.981

Long Term Outcome Conservative 
Revascularisation

Non-Conservative 
Revascularisation

P 
Value

Cardiac death 16.7% (n=19) 20.6% (n=22) 0.936

5-year all cause mortality 10.8% (n=45) 12.2% (n=52) 0.528

10-year all cause mortality 27.2% (n=113) 28.6% (n=122) 0.633

Reported MI 5 years 2.9% (n=12) 3.3% (n=14) 0.736

Reported MI 10 years 6.0% (n=25) 8.2% (n=35) 0.213

Re-intervention PCI 5 years 3.8% (n=16) 3.1% (n=13) 0.527

Re-intervention PCI 10 years 7.9% (n=33) 6.3% (n=27) 0.369

Event free 5-year survival 85.1% (n=354) 83.8% (n=357) 0.605

Event free 10-year survival 66.3% (n=276) 63.8% (n=272) 0.447

Abstract 1 Figure 1: Results

Abstract 1 Figure 2: Overall Comparisons 

Overall Comparisons
Chi-Square df Sig.

Long Rank (Mantel-Cox) 0.279 1 0.597

Test of equality of survival distributions for the different levels of RevascCat.
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2. Pre-hospital direct ambulance transfer has led to major improvements in 
timeliness of PPCI in suspected stemi: temporal trends over an eight-year 
period in a designated PPCI centre

Z Butt, B McGrath, D Cadogan, I Casserly, H McCann, J O’Neill, E Keelan, P Keelan, J Galvin, B Doyle, 
G Blake

Mater Misericordiae University Hospital, Dublin, Ireland

Background: The optimal reperfusion service (ORS) protocol is a national strategy introduced 
in 2013 to standardize the pre-hospital care pathway for patients with ST-elevation myocardial 
infarction (STEMI). This protocol aimed to increase the proportion of STEMI cases directly 
transferred to designated primary percutaneous coronary intervention (PPCI) centres via 
ambulance. This evidence-based approach was implemented to improve the first-medical 
contact (FMC) to balloon time for STEMI cases in Ireland, as timeliness of PPCI at a national 
level was relatively poor as compared to international standards.

Aims: To analyse temporal trends in STEMI cases arriving directly to Mater Misericordiae 
University Hospital (MMUH), a designated PPCI centre, following introduction of the ORS 
protocol; to compare FMC-to-balloon times and proportion of timely PPCI between STEMI 
cases arriving to MMUH via direct ambulance transfer (DAT) versus inter-hospital transfer 
(IHT).

Methods: We obtained retrospective data from our hospital’s STEMI database of all cases 
referred for PPCI between January 1st 2013 and December 31st 2020. We used the hospital’s 
electronic record to obtain details of mode of referral, final diagnosis, and timeliness of 
interventions. Timely PPCI was defined as <120 minutes. Data from 2014 was unavailable.

Results: Completed data on 2525 patients referred for PPCI to MMUH between 2013 and 
2020 was collected. 2126 (84%) were ultimately diagnosed with STEMI. 1817 (85%) confirmed 
STEMI’s had FMC within 12 hours of symptom onset and underwent PPCI. Of these 1817 
PPCI’s, 1289 (71%) were timely. As shown in Table 1., There was an overall gradual temporal 
increase in the proportion of patients arriving to MMUH via direct ambulance transfer (42% in 
2013 vs. 58% in 2020, p < 0.0001). Concurrently, there was a temporal increase in timely PPCI 
rate (64% in 2013 vs. 76% in 2020, p = 0.004). When patients arriving via DAT were compared 
with those referred via IHT (Table 2.), there was improvement in all measured outcomes, which 
was consistent for all years analysed in this audit. In 2020, 232 (58%) cases were referred via 
DAT, while 134 (34%) arrived via IHT. The remaining 32 (8%) cases included patients who self-
presented to MMUH, or were referred directly by their general practitioner. When comparing 
cases arriving via DAT versus via IHT in 2020, there was a significant increase in the proportion 
of timely PPCI (83% vs. 56%, p < 0.0001) and a significant improvement in median FMC-to-
balloon time [85 minutes (IQR 62 to 110) vs. 108 minutes (IQR 82 to 166), p < 0.0001] among 
the DAT group.

Conclusions: There has been significant improvements in the proportion of patients 
with a pre-hospital presumptive diagnosis of STEMI arriving to MMUH via DAT since the 
introduction of the ORS protocol in 2013. DAT is associated with improved timeliness of PPCI 
and mean FMC-to-balloon times, when compared to IHT of suspected STEMI cases. While 
improvements have been made, there is still room for further optimization of the pre-hospital 
care pathway of suspected STEMI cases as a large proportion (42% in 2020) of cases did not 
arrive via DAT to MMUH.
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Abstract 2 Table 1: Temporal trends in pre-hospital direct ambulance transfer rates to MMUH 
and effect on overall timeliness of PPCI in suspected STEMI 
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3. Primary Percutaneous Coronary Intervention in The Belfast Health and Social 
Care Trust- Are We Meeting Guideline Directed Targets?

1J Mailey, 2C Shannon, 2A McNeice, 2C Murphy
1 Belfast Health and Social Care Trust, Belfast, Northern Ireland
2 Royal Victoria Hospital, Belfast, Northern Ireland

Background: The European Society of Cardiology (ESC) recommend that if reperfusion is 
delivered within 120 minutes (min) of diagnosis, a primary percutaneous coronary intervention 
(PPCI) strategy is preferable to fibrinolysis for the treatment of ST-elevation myocardial 
infarction (STEMI). The target from diagnosis to reperfusion is ≤60 min in a PPCI centre and 
≤90 min when the diagnosis is made outside of a PPCI centre.

Methods: We conducted a retrospective study evaluating the achievement of targets in 
patients with STEMI in the Belfast Health and Social Care Trust (BHSCT). Patients accepted 
for PPCI during the same 4-month period (October to January) over 3 consecutive years were 
identified. This period was selected to evaluate the impact of both COVID-19 and a policy 
change for emergency inter-hospital transfers by the Northern Irish Ambulance Service (NIAS) 
in October 2021. Patients were identified using the BHSCT PPCI database. Timing data was 
obtained from NIAS and clinical outcomes from both the BHSCT NICOR database and NI 
electronic care record. The target for reperfusion was defined by the ESC STEMI guidelines 
(diagnosis to reperfusion ≤60 min in a PPCI centre and ≤90 min when diagnosed outside a 
PPCI centre). Clinical outcomes were compared in patients in whom targets were and were not 
achieved. The primary outcome was in-hospital cardiovascular (CV) mortality. The secondary 
outcome was the incidence of left ventricular systolic dysfunction (LVEF <50%).

Results: A total of 835 patients were accepted for PPCI during the study time period. Timing 
data was available in 533 patients (64%). The reperfusion target was achieved in only 41.5% 
of patients. The year did not impact the overall achievement of this target (19/20 46.7%, 
20/21 41.0% and 21/22 41.2%, p=0.47) (Table 1). The route of referral for PPCI significantly 
impacted the achievement of the reperfusion target (NIAS 62.9%, PPCI centre 25.0%, non-
PPCI centre 22.9%, p<0.001). The median time from diagnostic ECG to reperfusion with NIAS= 
84 min (range 24-389 min), PPCI centre= 80 min (range 37-231 min) and non-PPCI centre= 
115 min (range 20-685 min). Reperfusion within 120 min was achieved in 74.9% of patients. 
Achievement of reperfusion within 120 min was not impacted by year, but was lower in patients 
presenting to a non-PPCI centre (NIAS 91.6%, PPCI centre 83.0% and non-PPCI centre 54.7%, 
p <0.001). Table 2 demonstrates a comparison of baseline demographics in patients in whom 
the target for reperfusion was achieved (n=235) vs those not achieved (n=314). The primary 
outcome occurred in 2.1% of patients in whom the reperfusion target was achieved vs 5.7% of 
patients in whom the reperfusion target was not achieved (p=0.04) (Figure 1). The incidence 
of LVSD was higher in patients in whom the reperfusion target was not achieved (69.5% vs 
59.9%, p=0.04) (Figure 2).

Conclusion: The majority of patients presenting with STEMI to the BHSCT during this period 
did not achieve the target time to reperfusion recommended by ESC. Failure to achieve this 
target resulted in both an increase in CV mortality and LVSD. More than a quarter of patients 
did not achieve reperfusion within a time interval whereby PPCI would be considered superior 
to fibrinolysis. A policy to improve time to reperfusion has not resulted in an improvement in 
the delivery of reperfusion therapy in patients presenting to a non-PPCI centre.
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Abstract 3, Table 1. Comparison of the achievement of reperfusion targets between both year 
and route of referral for PPCI 

Diagnostic ECG to reperfusion target achieved*

Route of referral 2019/20 2020/21 2021/22 p-value

NIAS (n=275) 52/87 (59.8) 54/84 (64.5) 67/104 (64.6) 0.76

PPCI centre (n=88) 8/27 (29.6) 7/31 (22.6) 7/30 (23.3) 0.80

Non-PPCI centre (n=170) 17/51 (33.3) 12/55 (21.8) 10/64 (15.6) 0.08

Diagnostic ECG to reperfusion ≤120 minutes

Route of referral 2019/20 2020/21 2021/22 p-value

NIAS (n=275) 79/87 (90.8) 78/84 (92.9) 95/104 (91.3) 0.88

PPCI centre (n=88) 22/27 (81.5) 26/31 (83.9) 25/30 (83.3) 1.0

Non-PPCI centre (n=170) 33/51 (64.7) 29/55 (52.7) 31/64 (48.4) 0.21

* PPCI centre ≤60 minutes; NIAS/non-PPCI centre ≤90 minutes

Abstract 3, Table 2. Comparison of baseline demographics between groups 

Characteristic Reperfusion target not 
achieved (n=314)

Reperfusion target 
achieved (n=235) p-value

Age- yrs ± SD 64.3±12.1 62.9±12.0 0.26

Male sex- n (%) 87 (27.7) 48 (20.4) 0.051

Established IHD- n (%)
• MI
• PCI
• CABG

42 (13.4)
38 (12.1)
11 (3.5)

30 (12.8)
25 (10.6)
2 (0.9)

0.83
0.59
0.04

Hypertension – n (%) 113 (36.0) 76 (32.3) 0.37

Hypercholesterolaemia – n (%) 140 (44.6) 80 (34.0) 0.01

Peripheral vascular disease – n (%) 13 (4.1) 6 (2.6) 0.31

Stroke – n (%) 14 (4.5) 9 (3.8) 0.72

Chronic lung disease – n (%) 50 (15.9) 30 (12.8) 0.30

Chronic kidney disease – n (%) 10 (3.2) 3 (1.3) 0.15

Heart failure – n (%) 3 (1.0) 1 (0.4) 0.64

Smoking history – n (%) 157 (50.0) 135 (57.4) 0.14

Diabetes mellitus – n (%) 47 (15.0) 36 (15.3) 1.00

Creatinine – μmol/L ± SD 91.8±61.3 84.7±24.2 0.61

Haemoglobin – g/L ± SD 143±21 144±18 0.95

Peak troponin T – ng/L ± SD 3639±3570 3357±3323 0.74
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Abstract 3, Figure 1. Kaplan-meier curve comparing cardiovascular mortality between groups 

 
Abstract 3, Figure 2. Comparison of the incidence and severity of left ventricular systolic 
dysfunction between groups 
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4. Pulmonary vein anatomical variants and incidence of atrial fibrillation

1R Gallen, 2M Apolinario, 2D Sorajja
1 Department of Cardiology, St Vincent’s University Hospital, Dublin, Ireland
2 Department of Cardiology, Mayo Clinic, Scottsdale, Arizona, USA

Introduction: Atrial fibrillation (AF) is the most common arrhythmia worldwide. The role of the 
pulmonary veins (PV) in its’ pathogenesis has been well described, as have the most frequently 
seen anatomical variants of these veins. Prior studies have shown conflicting evidence on 
the potential association of PV variants and incidence of AF. We sought to reassess this 
association.

Methods: We conducted a retrospective case-control study of patients with AF (cases) 
and without AF (control group) undergoing cardiac CT imaging. We documented patient 
characteristics and cardiac anatomical features including PV variants, LV ejection fraction (EF) 
and left atrial (LA) volume/diameter.

Results: 295 patients were included: 194 with AF and 101 without. 71% of AF cases were male. 
We showed a numerical difference for PV variants between the AF and control group that was 
not statistically significant (48.5% and 39.6%, p = 0.15). The overall incidence of PV variants 
was higher than in previous studies. A significant association was identified between left atrial 
appendage (LAA) morphology and incidence of AF (Figure 1).

Conclusion: The suggested association between PV anatomical variants and the pathogenesis 
of AF may not be as clear-cut as previously thought. Our study is one of the largest of its kind 
and provides conflicting evidence with prior studies in this area. An improved understanding of 
the complex pathophysiology of AF and its relation to the pulmonary veins may help to guide 
future preventative and therapeutic strategies.

Abstract 4, Figure 1: Odds ratio and confidence intervals for predictor variables based on 
univariate logistic regression.
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5. A hybrid approach using pulse field ablation and three-dimensional mapping 
in atrial fibrillation ablation: a relatively early worldwide experience

1A Mittal, 4K Hong, 1N Fitzpatrick, 1J O’Brien, 1G Jauvert, 1, 2E Keelan, 1, 2J Galvin, 1, 3G Szeplaki, 1U Boles
1 Atrial Fibrillation Institute, Mater Private Hospital, Heart and Vascular Centre, Dublin, Ireland
² Mater Misericordiae University Hospital, Dublin, Ireland
³ Royal College of Surgeons in Ireland, Dublin, Ireland
⁴ UCD School of Medicine, University College Dublin, Health Sciences Centre, Dublin, Ireland

Background and Aim: Pulmonary vein (PV) isolation via thermal ablation remains the 
cornerstone of atrial fibrillation (AF) treatment. However, both cryoablation and radiofrequency 
ablation are limited by tissue non-selectivity, collateral damage to surrounding structures 
(oesophagus and/or phrenic nerve), procedural time and additional parameters (stability, 
contact force) to achieve optimal lesion quality. Pulse field ablation (PFA) has emerged as a 
novel nonthermal ablative modality which selectively ablates myocardial tissue within a few 
seconds and with minimal effect on surrounding tissues. While PFA has been associated 
with high success rates and decreased procedural times, substantially larger wide antral 
circumferential lesions have frequently been observed, raising the concern of compromised 
left atrial (LA) volumes and systolic function post-PVI. Furthermore, the lack of three-
dimensional (3-D) data excludes the importance of voltage criteria in confirming bidirectional 
block and PV isolation.

Methods and Procedures: Herein, we present cases from our early series of AF patients 
treated with a hybrid PFA and 3D-mapping approach. A multicomponent system was 
utilized: i) FARASTAR™, a custom PFA Generator producing therapeutic biphasic waveforms in 
microsecond scale pulses ii) FARAWAVE™, (Farawave, Farapulse, Inc., Menlo Park, CA, USA), a 
31mm Penta spline, multielectrode, variable deployable flower/basket catheter iii) FARADRIVE™, 
a 16.8F steerable sheath. Electroanatomic maps were created using the CARTO Module3 
navigation system with integrated CARTOUNIVU and OCTARAY™ mapping catheter (Biosense 
Webster, Irvine, CA). This hybrid approach allowed for optimal positioning of the Farawave 
catheter at the PV antrum (PVOs) via direct visualization. Current guidelines recommend the 
use of PFA to target each PV with 8 applications (basket and flower configuration), each lasting 
2 seconds with a generator charging time of 6-8 seconds in between intervals. PFA using a 
31-mm FARAWAVE with a single transseptal approach was employed. The successful isolation 
of all 4 PVs was achieved under fluoroscopy and CARTO guidance with more accurate 
visualization of the anatomical location and ablation catheter on 3D mapping (Figure 1A and 
3). Wide antral circumferential ablation (WACA) was confirmed with remapping and multisite 
pacing documenting bi-directional block across both WACA lines (Figure 2A and 1C).

Results: In the studied example, 3-D high density mapping revealed scarring in the posterior wall 
with complex fractionated atrial electrograms (CFAEs) before PVI starts. Posterior wall isolation 
was achieved with 4 applications delivered in the flower-like shape (Figure 1B) and bidirectional 
block was demonstrated via remapping using voltage guided criteria (i.e., scar tissue voltages ≤ 
0.5 mV) and multisite pacing across the ablated posterior wall. Using voltage criteria, the distance 
between the boundary of the WACA line to PVOs was delineated and were in the range of 12 
mm to 17.2 mm and distance between right and left WACAs was 10mm (Figure 2A).

Conclusions: We report relatively early clinical evidence for the use of combined PFA ablation 
and 3-D mapping in achieving higher success rates, procedural safety, and efficacy. The 
combined approach utilized 3-D mapping; hence demonstrating the use of voltage criteria to 
anatomically optimize outcomes with minimal LA scarring and to confirm bidirectional block of 
PV potentials.
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Abstract 5 Figure 1: Position of ablation catheter and delivery of PFA. 
 

 

Abstract 5 Figure 2: Bipolar Volage Map 
 

Abstract 5 Figure 3: A Farawave catheter in basket shape in LIPV with fluoroscopy compared 
to CARTOUNIVU guided positioning of Farawave catheter. B Farawave catheter in flower shape 
in RSPV with fluoroscopy compared to CARTOUNIVU guided position with superimposed 
esophagus on posterior wall of LA. CARTOUNIVU software projects LA anatomy on 
flouroscopy images with aim to reduce X-ray exposure. 
 

RIPV-right inferior pulmonary vein; LIPV-left inferior pulmonary vein; PFA-pulse field ablation; LA-left atrium
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6. Refining the Left Bundle Branch Area Pacing stragegy in bradyarrhythmia – 
who benefits?

1J Mannion, 1A Cleary, 1A Hennessey, 1A Subramaniyan, 2C Sheahan,1, 2R Sheahan
1 Cardiology Department, Beaumont Hospital, Dublin, Ireland
2 Royal College of Surgeons in Ireland, University of Medicine & Health Sciences, Dublin, Ireland

Introduction: A higher right ventricular (RV) pacing burden in those with permanent 
pacemakers for bradyarrhythmia results in increased pacing induced cardiomyopathy, atrial 
fibrillation and mortality. This process may necessitate upgrade to a biventricular system in 
time, as the cardiomyopathy progresses. Physiological conduction system pacing targets such 
as His-bundle pacing (HBP) or Left Bundle Branch Area Pacing (LBBAP) have been shown 
to generate comparatively narrower QRS complexes and thus mitigate this cardiomyopathy 
development. The 2021 ESC guidelines have a class 2b indication for consideration of HBP as 
an alternative to RV pacing in those with AV block and left ventricular ejection fraction >40%, 
who are anticipated to have >20% ventricular pacing burden. This promising data is put in 
perspective with the findings of the MELOS trial, presented at EHRA 2022. This large study 
(2533 patients) demonstrated a much higher rate of lead related complications (8.2%) related 
to LBBAP than standard RV implantation techniques, even in an experienced centre.

Purpose: To retrospectively identify ECG, echocardiographic, permanent pacemaker (PPM) 
setting and patient factors associated with high RV pacing burden that may aid selection of 
those who may benefit greatest from LBBAP.

Methods: We retrospectively identified 300 consecutive patients who underwent cardiac 
implantable electronic device insertion in our Electrophysiology Lab and followed their pacing 
check data for 3 years, from the years 2017-2020/21. We excluded patients who underwent 
generator replacements, in addition to those who had biventricular devices or implantable 
cardioverter defibrillators inserted. We collated ECG, echo, past medical history, pacing 
indications and settings for each patient. Pacing check data for each patient was gathered for a 
three-year follow up period. Data were analysed using SPSS v.26.

Results: 160 patients met inclusion criteria. Those with an RV pacing burden >20% were 
categorised group one (n=85) and those with <20% in group two (n=75). Baseline characteristics 
of these two groups are compared in Table 1. Our analysis showed that significant differences 
between these groups included a lower mean HR (55.1 ± 17.8 vs 57.63 ± 17.4) with a more 
prolonged PR interval (225.7 ± 8.34 vs. 188.6 ± 6.62) or AF/AFL on admission ECG (32% vs 
7%). There were more males with a greater mean age (76.6 ± 8.4 vs 71.23 ± 12.3) in the higher 
VP group, and they demonstrated more incidence of dilated RA/RV on echo (Enlarged RA = 
30.5%; Enlarged RV = 23.6% vs 10% and 8.4% respectively). There were significant differences in 
PPM indications and setting between groups, with the higher VP groups having PPM inserted for 
persistent high-grade AV block (CHB = 31.5% vs 4.9% and Mobitz 2 = 9.6% vs 0%) and had less 
MVP mode activated (Mode switch algorithm = 13.3% vs 71%).

Conclusion: LBBAP lead implantation by an experienced operator should be strongly 
considered as a first line pacing strategy in those with persistent high grade AV nodal 
conduction disease such as Mobitz 2 and CHB.

PPM settings should be optimised to take advantage of anti-ventricular pacing algorithms to 
minimise excessive RV pacing.

RVP is currently an acceptable alternative to CSP for those with bradyarrhythmia indications 
who are expected to have RVP burden of less than 20%, due to it’s higher implant success and 
low complication rates. This may change in future as LBBAP techniques are refined.
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Abstract 6 Table 1: Admission ECG, Past medical history, bradyarrhythmia indications for 
PPM, echo data, medications, settings and follow up VP burden for both groups. * Denotes 
significance. Other* = Admission rhythm other than SR or AF such as junctional tachycardia, 
ventricular escape rhythms etc. 

Baseline Group Characteristics Group 1: VP Burden >20% 
(n=85)

Group 2: VP Burden <20% 
(n=75) p-value

Mean ±SD Mean ±SD
Admission ECG Features

Heart Rate 55.1 bpm 17.8 57.63 bpm 17.4 0.04*
Sinus Rhythm 45% 5 77% 4.26 <0.001*
AFib/Flutter 32% 1.4 7% 2.5 <0.001*
Other* 23% 4.3 16% 3.98 0.5
QRS 114.8 ms 5.17 106.94 ms 4.75 0.08
PR 225.7 ms 8.34 188.6 ms 6.62 0.009*
QTc 429 ms 6.63 428.6 5.31 0.95

Past Medical History
Age 76.6 years 8.4 71.23 years 12.3 0.004*
Male 67% 4.73 48.4% 5.04 0.027*
HTN 77.6% 4.19 67.7% 4.7 0.2
DM 22.4% 4.1 24.2% 4.3 0.8
CAD 42.1% 4.97 37.1% 4.87 0.55
TIA/Stroke 21% 4.1 22.58% 4.21 0.83
Dyslipidaemia 64.4% 4.81 59.6% 4.95 0.567

Indication For PPM
Tachy-Brady 15% 3.6 8% 2.73 0.2
Pauses (SR) 24% 4.3 13% 3.37 0.086
Pauses (AF) 10.1% 3.1 22.6% 4.24 0.076
CHB 31.5% 4.67 4.9% 2.16 <0.001*
Mobitz 2 9.6% 2.96 0% n/a <0.001*
Transient High Grade AV Block 7.9% 2.72 29% 4.47 0.002*
Sympt. Brady 20% 4.06 32.3% 4.69 0.13

Echo Features
Normal LV EF 79% 4.08 79% 4.04 0.94
Enlarged LV 8.3% 2.78 1.7% 1.3 0.075
Enlarged LA 45.8% 5.03 39% 4.92 0.43
Enlarged RV 23.6% 4.27 8.4% 2.8 0.0165*
Enlarged RA 30.5% 4.63 10% 3.05 0.003*

Medication
Antiplatelet 58% 4.97 69% 4.69 0.165
Betablocker 50% 5.03 56.5% 5 0.45
Class 1 AAD 0% n/a 1.6% 1.27 0.32
Ca2+ Blocker 30.2% 4.62 32.3% 4.7 0.8
Class 3 AAD 8% 27 11.3% 3.19 0.5

PPM Settings
VVI 18.4% 3.9 1.6% 1.26 <0.001*
DDD 68.4% 4.67 38.7% 4.9 <0.001*
MVP 13.3% 3.42 71% 4.5 <0.001*

Ventricular Pacing Burden on Annual Checks
VP% Year 1 77.8% 25 1.99% 3.68 <0.001*
VP% Year 2 75.26% 31.8 5.62% 10.7 <0.001*
VP% Year 3 80.42% 26.88 8.34% 17.77 <0.001*



32 | IRISH CARDIAC SOCIETY 73RD ANNUALSCIENTIFIC MEETING & AGM PROGRAMME 6–8 October 2022

MODERATED POSTER SESSION 1

7. Channelopathies and implantable cardioverter defibrillator therapy: a 
specialist centre’s experience

D Jain, T Prendiville, S Adel, D Ward, D Crinion

Tallaght University Hospital, Dublin, Ireland

Background: Channelopathies are the leading cause of sudden cardiac death in the young 
(<35 years of age) in Ireland. Implantable cardioverter defibrillators (ICDs) are necessary for 
high-risk cases. It is recommended that these often-challenging conditions are managed 
at subspecialist inherited cardiac conditions centres (ICC) to optimise lifestyle measures, 
direct pharmacological and procedural interventions, and ensure optimal ICD programming. 
However, there is a paucity of outcome data in terms of recurrence of ventricular arrhythmias, 
and the interventions utilised.

Aims: To examine ICDs programming and interventions post therapy in cases of Long QT 
Syndrome (LQTS) and Brugada Syndrome (BrS) that are attending a high-volume specialist 
ICC in Ireland.

Methods: Retrospective analysis of a single centre ICC clinic’s device data to identify LQTS and 
BrS cases since Jan 2007 to Jan 2022. Local electronic records and the national cloud-based 
program Heart Rhythm Ireland were utilised.

Results: A total of 22 patients were identified. Demographic data and diagnoses as per table 
1 below. A transvenous ICD was utilized in 15 (68%), and subcutaneous ICD in 7 (32%). A total 
7/22 (32%) had experienced tachycardia therapies. Appropriate therapies were experienced 
by 3 patients, two of had a recurrent episode. Of the 4 inappropriate aetiologies; 2 sinus 
tachycardia, 1 supraventricular tachycardia, 1 T wave oversensing. All 4 had transvenous ICD 
systems. Mean time from implant to first therapy was 1084 days (range 125-3433). Specialist 
ICC clinic interventions to reduce the risk of further therapy included reinforcement of lifestyle 
measures (5/7), medication optimisation (6/7), sympathectomy (1/7) and BrS epicardial 
ablation (1/7). Device programming was optimised in 5/7, to prolong the time to therapy in 
order to reduce risk of inappropriate defibrillation and to promote spontaneous reversion of 
polymorphic VT. No further ICD therapies were documented since last treatment optimisation, 
during a mean follow up of 678 days (range 196-4759)

Conclusion: Approximately one in three channelopathy cases with an ICD experienced ICD 
defibrillation, the majority of which were inappropriate. Following interventions in a specialised 
clinic, recurrence of ventricular arrhythmia in this high-risk population appears to be low.

Abstract 7: Table 1. Demographics

Demographics
Total patients 22 
Male 7 (32%) 

Age (years), mean, range 40.6 (19-63)
Brugada syndrome 3 (13.5%)
LQT Type 1 3 (13.5%)
LQT Type 2 7 (32%)

LQT Unknown type 9 (41%)

ICD System: Transvenous

Subcutaneous

15 (68%)

7 (32%)
Defibrillation Therapy

Appropriate

Inappropriate 

7 (20 DFs) (32%)

3

4
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8. Regadenoson and QTC prolongation: a prospective study

1I Damani, 2N Damani, 1I Menown
1 Craigavon Area Hospital, Portadown, Northern Ireland
2 Didcot Health Centre, Oxfordshire, UK

Introduction: Regadenoson is a highly selective adenosine A2 receptor blocker. It 
induces profound coronary vasodilation, without significant atrioventricular block or 
bronchoconstriction, enabling sustained uptake of radioisotopes for up to 30 minutes to enable 
myocardial perfusion imaging (MPI). However, its effect on the QTc interval remains uncertain 
with previous literature reporting mixed results.

Methods: During the covid-19 pandemic, as the use of aerosol-generating procedures including 
exercise stress tests was restricted, an increase in MPI use was seen in our centre, and we thus 
undertook a prospective evaluation of the effect of Regadenoson on QTc. Consecutive patients 
were enrolled (n=34) between October 2021 and February 2022. Patients with QTc >460ms 
at baseline or a paced rhythm were excluded from the study. QTc was measured from a 12-
lead ECG at baseline, immediately after Regadenoson and radioisotope were administered 
intravenously via a brachial vein (t=40secs), and then at 2-minute intervals from the start of 
Regadenoson administration until any QTc prolongation (if present) had resolved.

Results: Median baseline QTc was 425 ms (range: 389 ms – 460 ms, Fig.1). Median QTc at 
peak prolongation (observed at 40 secs in 32 patients and 4 mins in 2 patients) was 477 ms 
(range 434 ms - 545 ms) including, of note, 4 (11%) patients with QTc prolongation >500ms. 
The median time for QTc to return to ≤460ms was 4 mins (2 mins - 32 mins). No significant 
side effects or dysrhythmias were reported.

Conclusion: Regadenoson administration was well tolerated by patients. As a result of the 
QTc prolongation of >500ms seen in some patients, albeit with the absence of dysrhythmia, 
regadenoson administration should be undertaken by experienced staff in an appropriate 
clinical setting. However, more research is needed to ascertain with greater accuracy the 
average QTc prolongation of Regadenoson, as it shows promise as a potential agent where 
exercise is either not possible or not permitted due to restrictions.

Abstract 8 Figure 1: Peak QTc prolongation at baseline vs post-regadenoson administration 
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9. Long term results in real world ablation index guided pulmonary vein isolation 
– 5 years of follow-up from the MPH AF ablation registry

1N Fitzpatrick, 2S Herczeg, 3K Hong, 1A Mittal, 1U Boles, 1G Jauvert, 3,4J Keaney, 1E Keelan, 1J O’Brien, 
1F Seaver, 1,3J Galvin, 1,5G Széplaki
1 Atrial Fibrillation Institute, Mater Private Hospital, Dublin, Ireland
2 Heart & Vascular Centre of Semmelweis University, 68 Varosmajor Street, 1122 Budapest, Hungary
3 UCD School of Medicine, University College Dublin, Health Sciences Centre, Dublin, Ireland
4 Mater Misericordiae University Hospital, Eccles Street, Dublin, Ireland
5 Royal College of Surgeons in Ireland,123 St Stephen’s Green, Dublin, Ireland

Introduction: Catheter ablation (CA) for symptomatic atrial fibrillation (AF) offers the best 
outcomes for patients in terms of freedom from AF and carries a IA recommendation from 
the ESC for drug refractory symptomatic AF. Despite current best techniques a significant 
proportion of patients suffer a recurrence of atrial arrhythmias post CA, hence there is scope 
to potentially improve outcomes both in terms of technical aspects of the procedure as well 
as patient selection. Ablation Index TM (AI, Biosense Webster, Inc., Diamond Bar, CA, USA) is 
one such technical innovation, it combines contact force, power and time to give a numerical 
value intended to guide operators in creating safe, durable and transmural ablation lesions. 
Although AI is widely used, little data has been published on the long-term results of AI guided 
pulmonary vein isolation (PVI). Here for the first time, we present real world 5-year follow-up 
data of AI guided PVI.

Methods: We performed a retrospective study of 123 consecutive patients who underwent 
AI guided PVI shortly after its introduction to routine practice starting in late 2016 at our 
centre(table 1). The study inclusion criteria were wide and allowed for both paroxysmal and 
persistent patients as well as PVI “plus” procedures. Patients were excluded if not due to be 
followed at out centre, as were patients with prior cardiac surgery or left atrial ablation. Data 
was collected via the MPH AF Ablation Registry and ethical approval was given by the MMUH/
MPH IRB. All statistical analyses were performed in R version 4.1.2.

Results: The patients studied in this cohort tended to be older, with higher BMI, have greater 
CHA2DS2-VASc scores and larger left atrial sizes when compared to similar previously 
published cohorts, while gender balance and other characteristics were similar [1]–[3]. The 
probability of freedom from atrial arrhythmia at 1-5 years is as follows (number at risk in 
brackets): Year 1: 0.95(110), Year 2: 0.90(86), Year 3: 0.81(57) and Year 4: 0.70(31) (note 
the number at risk falls below 10% of the original cohort at 5 years). 54 (43%) of patients 
were on a class Ic/III anti-arrhythmic drugs (AAD) prior to ablation, only 10(8%) of patients 
continued their AAD after the blanking period (3 months). Table 2 describes the number of 
procedures; the lesions sets and other procedural details. 100% of patients achieved acute 
procedural success. 1.6% was the major complication rate (phrenic nerve injury, pericarditis 
requiring pericardiocentesis). Univariate and multivariate regression analysis were performed 
on the following covariates – age, gender, paroxysmal versus persistent AF, components of the 
CHA2DS2-VASc score, LA size as measured on CT and BMI. Age > 75 (p=0.013HR 2.8 CI 1.6-
6.4) and BMI > 35 (p=0.02 HR 2.9 CI 1.2-7) were statistically significant independent predictors 
of recurrent AF. Notably there was no difference between paroxysmal and persistent AF types 
(Figure1,2).

Conclusion: Ablation index guided pulmonary vein isolation is a safe and effective treatment 
for atrial fibrillation with 95% of patients remaining free from atrial arrhythmia at one year and 
with a low major complication rate 1.6%. Even with high success rates, challenges remain and 
in this series age > 75 and BMI > 35 were associated with higher recurrence rates.
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Abstract 9. Table 1: Patient Characteristics. LA-AP=Left atrial antero-posterior diameter 
measured by computed tomography. BMI=Body Mass Index. TIA=Transient Ischaemic Attack.
SD = Standard deviation. 

n 123
Male n (%) 92 (74.8) 
Age, mean (SD) 65.35 (9.87)
Age Over 75, n (%) 18 (14.6) 
BMI, mean (SD) 28.78 (4.50)
BMI over 35, n (%) 13 (10.6) 
Persistent AF, n (%) 60 (48.8) 
CHADSVASC Score, mean (SD) 2.11 (1.55)
Heart Failure, n (%) 11 (8.9) 
Hypertension, n (%) 72 (58.5) 
Diabetes, n (%) 13 (10.6) 
Vascular Disease, n (%) 26 (21.1) 
Stroke or TIA, n (%) 7 (5.7) 
LA-AP in mm, mean (SD) 46.60 (7.45)

Abstract 9. Table 2: Procedural Characteristics. PVI = Pulmonary Vein Isolation. PVI Plus = 
refers to additional ablation lesions beyond isolation of the pulmonary veins (including roof 
line, PW = posterior wall box isolation, MIA = mitral isthmus ablation, CTI = cavotricuspid 
isthmus, CFAE = complex fractionated atrial electrograms, Slow pathway modification = in 
cases where patients were found to have an inducible SVT consistent with AVNRT. 

Procedure Count Patients (%)
 1 96 (78.0)

 2 24 (19.5)

 3 2 (1.6)

 4 1 (0.8)

Mean # Procedures 1.25

Index Procedure: PVI Only 93 (75.6)

 PVI “Plus” 30 (24.4)

 CTI 14 (37.8)

 Roof Line 10 (27.0)

 Posterior Wall Isolation 4 (10.8)

 Carina 3 (8.1)

 CFAE 1 (2.7)

 Slow pathway modification 1 (2.7)

 MIA (Ant) 2 (5.4)

 FAT 2 (5.4)

RF Time (mean ± SD) 1759.7 ± 366.3

Fluoroscopy Time (mean ± SD) 6.7 ± 4.6

Fluoroscopy Dose (mean ± SD) 31.1 ± 34.3

Fluoroscopy DAP (mean ± SD) 281.9 ± 308.6
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Abstract 9 Figure 1 Kaplan Meier Survival Curves with 95% confidence intervals for 
Paroxysmal versus Persistent Atrial Fibrillation. An initial trend of better outcomes in 
paroxysmal AF does not continue beyond 2 years. Overall survival curves are not statistically 
different. + denotes censor. 

Abstract 9 Figure 2. Kaplan-Meier Survival curve showing 5-year atrial arrhythmia free 
survival of all patients versus those aged > 75 or with a BMI >35– these subgroups were 
found to have statistically significant different survival curves in comparison to other patients 
(p<0.05). (+ denotes censor).  
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10. Stent sizing using optical coherence tomography imaging

1,2H Rai, 3L Räber, 4DM Leister, 5H Nef, 6F Alfonso, 1,2RA Byrne, 7A Kastrati, 7M Joner
1 Cardiovascular Research Institute Dublin, Mater Private Network Dublin, Ireland
2 School of Pharmacy and Biomolecular Sciences, RCSI University of Medicine and Health Sciences, 

Dublin, Ireland
3 Universitätsklinik für Kardiologie, Inselspital Bern, Bern, Switzerland
4 Charité - Universitätsmedizin Berlin, Berlin, Germany
5 Universitätsklinikum Gießen und Marburg, Giessen, Germany
6 Hospital Universitario de La Princesa and Universidad Autónoma de Madrid, CIBERCV, Madrid, Spain
7 Deutsches Herzzentrum München, Technische Universität München, Munich, Germany

Introduction: Optical coherence tomography (OCT) aided pre-procedural measurement of 
lumen and vessel dimensions has the potential to enhance accurate stent sizing and improve 
clinical outcomes. We aimed to investigate the impact of stent sizing as per the criteria used in 
the ILUMIEN IV randomized trial in unselected patients undergoing coronary stenting at high 
volume tertiary care centres. Our secondary objective was to test if correct stent sizing also 
associates with lower incidence of follow-up major adverse cardiovascular events (MACE) in 
unselected real-world cohorts

Methods: All consecutive lesions (and cases) undergoing pre-PCI OCT in native coronary 
arteries (with significant, de-novo / restenotic, obstructive lesions requiring stenting) and 
received stent/stents between 2012 to 2018 at 5 high volume European centres were 
retrospectively included. Sizing analysis was performed as per the criteria used in the ILUMIEN 
IV randomized trial. Ideal stent size was determined from the algorithm and compared with the 
stent size implanted. MACE during follow-up was defined as a composite of all-cause death, 
myocardial Infarction, target lesion revascularization and stent thrombosis.

Results: A total of 178 patients were include with 193 treated lesions. Mean age was 65.1±11.2 
years, 82.6% were male. A total of 11.8% of the included lesions were restenotic, 21.2% had a 
major bifurcation, while 26.4% had moderate to severe calcification; 63.7% of treated lesions 
were complex in nature (type B2/C). Mean number of stents/scaffolds implanted per lesion 
was 1.16±0.43. A total of 86.0% of lesions were stented with conventional drug eluting stents, 
13.0% were stented with bioresorbable vascular/resorbable magnesium scaffolds. Maximum 
stent/scaffold diameter used was 3 (3.00, 3.50) mm while total stented length was 15 (15, 
24) mm. Stent overlap was observed in 18.1% of lesions and 60.1% of lesions received post-
dilation. 138 (71.5%) lesions also had post-intervention OCT available for stent expansion index 
(SEI) assessment. Amongst 193 lesions analysed for sizing: 78 (40.4%) lesions were correctly 
sized for stents; 68 (35.2%) lesions were undersized; 47 (24.4%) lesions were oversized. SEI 
was marginally higher in correctly/oversized lesions as compared to the undersized lesions 
(0.78±0.13 vs. 0.77±0.10, p= 0.69). At a median of 604 (234, 1,098) days MACE incidence in 
correctly sized group was 7.7%, in undersized group was 10.3% and in oversized group was 
16.7%. Kaplan-Meier plots for cumulative MACE free log survival in three sizing groups is 
displayed as Figure 1.

Conclusions: The present real-world data highlights the fact that less than half of treated 
lesions are being correctly sized for stents during PCIs. MACE-free survival during follow-up 
of correctly sized lesions seem to be marginally better highlight the potential impact of OCT 
based correct sizing during PCI. This warrants further investigations with larger unselected 
cohorts in order to establish a definitive benefit in terms of event reduction during post PCI 
follow-up.
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Abstract 10 Figure 1: Kaplan-Meier plots for cumulative MACE free log survival in three sizing 
groups 
 

11. Long-term survival in patients with ST-elevation myocardial infarction treated 
with timely PCI, delayed PCI, or a pharmaco-invasive strategy

1,2J Laffan, 3A Foley, 4 Blake, 5 Maree, 6 Crowley, 7C McCreery, 8P Kearney, 9T Kiernan, 1,3M Kennedy, 
1,2RA Byrne
1 RCSI, Dublin, Ireland
2 Dublin Cardiovascular Research Institute, Mater Private Network, Dublin, Ireland
3 Beaumont Hospital, Dublin, Ireland
4 Mater University Hospital, Dublin, Ireland
5 St James’ Hospital, Dublin, Ireland
6 University Hospital Galway, Ireland
7 St Vincent’s Hospital, Dublin, Ireland
8 Cork University Hospital, Ireland
9 University Hospital Limerick, Ireland

Background: Urgent revascularisation is important in patients with ST-elevation myocardial 
infarction (STEMI) and is associated with better outcomes. Guidelines suggest that for patients 
who are likely to be treated within 120 minutes of diagnosis, primary percutaneous coronary 
intervention (PPCI) should be the preferred treatment. Those for whom this is unlikely should 
be treated with a pharmaco-invasive strategy. We aimed to compare survival in patients 
treated with timely PPCI (within 120 mins), delayed PPCI (>120mins), or a pharmaco-invasive 
strategy (t-PA) amongst an Irish population.

Methods: Patients were identified from the Irish national acute coronary syndrome (ACS) 
registry. Ethical approval and a consent declaration were obtained to access data. All-cause 
mortality was determined using multiple source surveillance using central death notification and 
publicly accessible online death notifications. Proximity from home address to the nearest PPCI 
centre was determined using Google Maps. Statistical analyses were performed using Stata.
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Results: 7,486 STEMI patients were identified from January 2013 – March 2018. 6,612 were 
included in the analysis. Minimum follow up was 3 years, median follow up was 5.5 years. 
4,040 received timely PPCI, 2,162 delayed PPCI, 335 t-PA. Baseline characteristics are shown 
in Table 1. There was no difference in survival between the timely PPCI (84.7%) and t-PA 
groups (84.2%) (HR 0.93, 95%CI 0.71-1.25; Log-Rank p=0.62). There was increased mortality 
in the delayed PPCI (80.6%) in comparison with both timely PPCI (HR 1.5, 95%CI 1.16-1.49; 
Log-Rank p<0.000) and t-PA groups (HR 1.23, 95%CI 0.93-1.66; Log-Rank p=0.16), Figure 1, 
Figure 2.

Conclusion: Patients who were treated with a pharmaco-invasive strategy had lower all-
cause mortality on long term follow up versus those who received PPCI outside of the target 
treatment window. Given the high proportion of patients who received delayed PPCI (33%), 
consideration should be given to expanding a pharmaco-invasive approach to patients who are 
unlikely to receive timely PPCI.

Abstract 11 Table 1. P values in comparison to Pharmaco-invasive group

Timely PPCI 
(n = 4,040)

Delayed PPCI 
(n = 2,162)

Pharmaco-Invasive 
(n = 335)

% Male 78.8 (p=0.07) 77.3 (p=0.47) 75.5

Mean Age 61.8 (p=0.07) 63.1 (p=0.36) 62.8

% Aged ≥75 17.1 (p=0.08) 21% (p=0.88) 20.9%

Proximity to PPCI Centre 37.3km (p<0.00) 68.1km (p<0.00) 140.7km

Live >100km from PPCI 9% (p<0.00) 27.8% (p<0.00) 73.7%

% Out-of-hours 64.7% (p<0.00) 63.8% (p<0.00) 74.9%

Mean ECG to Reperfusion 78.2 min (p<0.00) 221.8min (p<0.00) 55.3 min

Smoker 42.4% (p=0.96) 46.4% (p=0.82) 42.6%

DM 11.3% (p=0.03) 13.8% (p=0.41) 13.7%

Abstract 11 Figure 1. Survival post STEMI by treatment modality 
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Abstract 11 Figure 2. Survival of Pharmaco-invasive vs delayed PPCI 
(Enlarged, Scale begins at 0.8) 
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12. Prevalence of transthyretin amyloid cardiomyopathy (aTTR-CM) in 
undifferentiated HFpEF

L Healy, G Giblin, D O’Sullivan, E Kavanagh, E Howley, C Tracey, J O’Neill, E Joyce, M O’Connell, 
A McDaid, A Clarke, A Gray, N Mahon

Mater Misericordiae University Hospital, Dublin, Ireland

Introduction: Transthyretin amyloid cardiomyopathy (aTTR-CM) is an increasingly recognised 
cause of heart failure with preserved ejection fraction (HFpEF) which may be diagnosed 
non-invasively with SPECT/CT 99m-3,3-diphosphono-1,2-propanodicarboxylic acid (DPD) 
scintigraphy. The diagnosis of aTTR-CM has assumed greater relevance with the growing 
availability of targeted treatments. However, there are relatively few studies on the prevalence 
of aTTR-CM in undifferentiated HFpEF. Aim To determine the prevalence of patients with 
aTTR-CM in an undifferentiated HFpEF cohort by DPD scintigraphy. 

Methods: Tc-DPD scintigraphy scan was prospectively performed in patients aged > 60 
years attending the Mater Misericordiae University Hospital (MMUH) with a diagnosis of 
HFpEF (EF>50%) who were New York heart association (NYHA) class II-IV. All patients had 
an echocardiogram performed at recruitment or within the previous 6 months. Patients with 
a history of AL amyloid, known cardiac amyloidosis, a history of monoclonal gammopathy of 
unknown significance (MGUS), significant valvular pathology, recent acute coronary syndrome 
or uncontrolled arrhythmia were excluded. Results 81 patients were enrolled, 44 patients (54%) 
female, 37 patients (43%) male. Mean age 78, mean EF 54%, mean BNP 864 pg/ml, 53 (57%) 
hypertensive, 53% had atrial fibrillation, 49.5% NYHA II, 49.5% NYHA III, 1% NYHA IV. Heart 
failure hospitalisation within 1 year occurred in 48 patients (59%). The DPD findings were as 
follows: Perugini 0: 67 (82.7%), Perugini 1: 7 (8.6%), Perugini 2: 4 (4.9%), Perugini 3: 3 (3.7%). 
Perugini 2 and 3 patients differed significantly from the remaining cohort by age, gender, QRS 
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width and septal thickness (table 1). Posterior wall thickness, LVDD and left atrial volumes did 
not differ between cohorts. All Perugini 2 and 3 patients underwent genetic testing and were 
confirmed as wild-type (WT).

Conclusion This study identified a prevalence of WT aTTR-CM of 8.6% of an undifferentiated 
HFpEF cohort . There was a striking association with age and gender with 17% of males in this 
group found to have WT aTTR-CM.

13. A CT coronary angiography first strategy in patients determined to have an 
indication for invasive coronary angiogram: a meta-analysis

G Murphy, A Naughton, R Murphy, C McCaughey, A Maree

St James’s Hospital Dublin, Ireland

Introduction: Invasive coronary angiogram (ICA) is the gold standard for the diagnosis and 
treatment of cardiac chest pain; however, there are associated risks. Furthermore, over one 
million ICAs in Europe each year do not progress to intervention. The application of CT 
Coronary angiography (CTCA) as a gatekeeper for those with an indication for a coronary 
angiogram is an attractive non-invasive alternative that could reduce non-interventional ICA. 
This metanalysis 

Aims to identify high-quality randomised controlled trials comparing a CTCA first approach in 
patients with an indication for ICA.

Methods: A comprehensive search of Medline, Embase and PubMed was performed for 
randomised controlled trials comparing direct to ICA or CTCA first for stable patients with 
an established indication for ICA regardless of pre-test risk. Two independent reviewers 
completed the search that yielded 1908 results, 1672 after duplicates were removed. Of 
these, 186 were selected for abstract review and 42 for full-text review. Trials were included 
if they were randomised control trials, reporting clinical outcomes and included patients with 
an indication for ICA. Studies were excluded if they necessitated any functional test before 
randomisation, compared multiple imaging modalities, were not eligible for ICA or if they 
included patients with possible acute coronary syndrome. The four included randomised trials 
were Discharge, CAT-CAD, Conserve and CADMAN. Primary outcomes were the rate of PCI 
and CABG. Secondary safety outcomes included MACE, diagnosis of obstructive disease and 
bail-out ICA in those originally randomised to the CTCA group.

Results: Meta-analysis of the randomised trials demonstrated a significant decrease in PCI 
(OR 0.72 95% CI [0.62, 0.89]) and CABG rates (OR 0.6 95% CI [0.42, 0.85]) with a CTCA first 
approach. There was no significant difference in the rates of MACE (OR 0.83 [0.61, 1.12]) with 
numerically fewer events in the CTCA arm. There was no difference in obstructive coronary 
artery disease rates between the two arms. Rates of a subsequent ICA in the CTCA group were 
8.6% (244/2819) Vs 98% (2645/2694) in the ICA group (Figure 1).

Conclusion: This meta-analysis of 5613 patients with an indication for an ICA demonstrates 
a significant reduction in rates of PCI and CABG when managed with a CTCA first approach. 
There was no significant difference in rates of MACE between the two approaches. A CTCA 
first approach may represent a less invasive first-line diagnostic technique for many patients.
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Abstract 13 Figure 1: Meta Analysis 
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14. Morbidly obese patients with symptomatic severe aortic stenosis, what is 
the optimal treatment strategy? A propensity score matched analysis of 
transcatheter versus surgical aortic valve replacement
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6 Department of Cardiology and Cardiac Surgery, Hospital Universitario Puerta de Hierro, Majadahond
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17 Cardiology Department, Cardiovascular Institute, Hospital Clínic; Universidad de Barcelona
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Background: The prevalence of morbid obesity (MO) is increasing worldwide and consequently 
increasing numbers of morbidly obese (MO) patients are undergoing transcatheter (TAVR) and 
surgical (SAVR) aortic valve replacement for severe aortic stenosis (AS). Currently, no head to 
head randomized data exists to inform the optimal treatment strategy in this cohort. We aimed 
to compare the periprocedural and mid-term outcomes in MO patients undergoing TAVR 
versus SAVR. 

Methods: We performed a multicentre retrospective study including consecutive MO patients 
(BMI ≥40kg/m2, or ≥35kg/m2 with obesity related co-morbidities) undergoing either TAVR 
(n=860) or biological SAVR (n=696) for severe AS. Eighteen centres from Europe, North and 
South America were included. To control for differences in baseline characteristics between 
groups, propensity score matching was performed resulting in 362 pairs.

Results: After matching, periprocedural complications including blood transfusion (14.1% 
versus 48.1%, p<0.001), stage 2-3 acute kidney injury (3.99% versus 10.1%, p=0.002), hospital 
acquired pneumonia (1.7% versus 5.8%, p=0.005), and access site infection (1.5% versus 
5.5%, p=0.013) were more common in the SAVR group, as was moderate-severe patient 
prosthesis mismatch (PPM) (9.9% versus 39.4%, p<0.001). TAVR patients more frequently 
required permanent pacemaker implantation (14.4% versus 5.6%, p<0.001) and had higher 
rates of ≥moderate residual aortic regurgitation (3.3% versus 0%, p=0.001). SAVR was an 
independent predictor of moderate-severe PPM (HR 1.80 95% CI 1.25-2.59, p=0.002) as was 
increased BMI (HR 1.14 per 1kg/m2 increase in BMI), pre-exiting hypertension (HR 2.09) and 
the use of smaller valve sizes (HR 29.06 for valve sizes 18-23mm). TAVR however was not 
a predictor of moderate-severe PPM. In-hospital mortality was 3.9% in TAVR versus 6.1% in 



44 | IRISH CARDIAC SOCIETY 73RD ANNUALSCIENTIFIC MEETING & AGM PROGRAMME 6–8 October 2022

SAVR group (p=0.171). Two-year outcomes including all-cause and cardiovascular mortality, 
and readmissions were similar in both groups (log rank p>0.05 for all comparisons). Predictors 
of all-cause 2-year mortality differed between groups although low baseline haemoglobin and 
post procedure stage 2-3 acute kidney injury were predictors following both SAVR and TAVR. 
Moderate-severe PPM however, was a predictor of all-cause 2-year mortality after SAVR (HR 
1.78; 95% CI 1.10-2.88, p=0.018), but not after TAVR (p=0.737).

Conclusions: SAVR and TAVR offer similar mid-term outcomes in MO patients with severe AS, 
however, TAVR offers advantages in terms of periprocedural morbidity and reduced incidence 
of moderate-severe patient prosthesis mismatch.

15. Prevalence and characteristics of abnormalities on cardiac MRI in unselected 
patients after recovery from acute SARS-CoV-2 infection and correlation 
with markers of immunity and coagulation: the Study of HEarT DiseAse and 
ImmuNiTy After COVID-19 in Ireland (SETANTA)

1,2R Colleran, 1R J Byrne, 3A Cradock, 4D O’Ciardha, 5S McKeogh, 1,6H Wilson, 7A Mansur, 7L McGovern, 
7J Bisset, 8G Cantwell, 9M Hannan, 10M Fitzgibbon, 11J O’Donnell, 1,2H Rai, 1,2RA Byrne
1 Dept. of Cardiology & Cardiovascular Research Institute Dublin, Mater Private Network, Ireland
2 School of Pharmacy & Biomolecular Sciences, RCSI University of Medicine & Health Sciences, 

Ireland
3 Department of Medicine, University College Dublin, Ireland
4 Institute of Population Health, Trinity College Dublin, Ireland
5 Solas Medical Centre, Dublin, Ireland
6 School of Nursing & Midwifery, RCSI University of Medicine and Health Sciences, Ireland
7 Mater Private Network, Ireland
8 Drs Cantwell and Dr Spillane, Family and General Medicine, Dublin
9 Department of Pathology, Mater Private Network, Ireland
10 Mater Private Network, Ireland and School of Medicine, University College Dublin, Ireland
11 Irish Centre for Vascular Biology, RCSI University of Medicine and Health Sciences, Ireland

Introduction: Previous studies have reported ongoing cardiac inflammation as assessed by 
cardiac magnetic resonance imaging (CMR) in a significant proportion of patients several 
months after recovery from SARS-CoV-2 infection, many of whom had no or minimal 
symptoms at the time of infection. The aim of SETANTA was to investigate the prevalence 
of cardiac abnormalities by CMR in unselected patients in Ireland after acute SARS-CoV-2 
infection and the correlation with immunological response and biomarkers of coagulation. 

Methods: This was a prospective, observational, community-based study (clinicaltrials.
gov identifier NCT04823182). Consecutive patients recovered from recent SARS-CoV-2 
infection at 3 primary care sites were invited to participate. Key inclusion/exclusion criteria and 
outcomes of interest are shown in Figure 1.

Results: 100 participants were enrolled (Feb-Sept 2021) at a median of 188 (IQR, 125, 246) 
days after positive SARS-CoV-2 swab. At index infection, 18% and 35% reported severe and 
moderate symptoms, respectively; 14% were hospitalized; 3% were admitted to intensive 
care for ventilatory support. At enrolment, 83% had ongoing symptoms. 85% had detectable 
SARS-CoV-2 antigens. CMR and laboratory findings are shown in Figure 1. Clinical follow up to 
12 months is ongoing.

Conclusion: Among an unselected cohort of patients recovered from acute SARS-CoV2 
infection, we report a low prevalence of cardiac abnormalities by CMR, despite a high 
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prevalence of moderate/severe symptoms at presentation and a high prevalence of persistent 
symptoms. Correlation with biomarkers of immunity and coagulation add results of follow up 
at 12 months will be available for presentation at ICS 2022.

16. The effects of nocturnal blood pressure dipping pattern on cardiac structure 
assessed using transthoracic echocardiography (TTE) and cardiovascular 
magnetic resonance (CMR)

1A Radhakrishna, 1A Brennan, 1B Wong, 2M Ledwidge, 2K McDonald
1 St Vincent’s University Hospital, Dublin, Ireland
2 University College Dublin, Ireland

Introduction: The presence of a non-dipping nocturnal blood pressure pattern has been 
associated with adverse cardiovascular events such as heart failure and ischemic heart 
disease. However, the relationship between dipping pattern and cardiac remodelling is poorly 
defined. Our aim was to investigate the effects of nocturnal dipping pattern on cardiac 
structure using transthoracic echocardiography (TTE) and cardiovascular magnetic resonance 
(CMR).

Methodology: We performed a sub-analysis of the PARABLE trial (NCT04687111) consisting 
of patients at risk of developing heart failure. Nocturnal BP patterns were evaluated using 24-
hour ABPM and can be categorized into (1) dippers (≥10% reduction in average SBP at night) 
and (2) non-dippers (<10% reduction in SBP at night).TTE and CMR data were available for 
246 and 147 trial patients respectively.

Results: Table 1 summarises the baseline characteristics between dippers and non-dippers. 
There were more diabetics and increased beta-blocker use in the non-dipper group. Non-
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dippers had significantly higher left ventricular mass (LVM) compared to dippers (217.7±59.3 g 
vs 197.6±54 g; p=0.011). Interventricular septal diameter was also significantly higher in non-
dippers than dippers (12.3±2.6 cm vs 11.6±2.3 cm; p=0.049). Diastolic assessment revealed a 
lower E/A ratio in non-dippers versus dippers (0.9±0.2 vs 1±0.3; p=0.003), suggesting a higher 
risk for diastolic dysfunction. There were no significant differences in LV volumes between 
the two groups. However, LV ejection fraction was found to be lower in non-dippers compared 
to dippers (61.4±6.1% vs 63.6±6.4%; p=0.042). CMR LAVI was also significantly higher in 
non-dippers compared to dippers (50.8±10.1 ml/m2 vs 47.2±10.8 ml/m2; p=0.042). Linear 
bivariate analysis revealed a negative correlation between percentage of nocturnal dip and 
LAVI (r=-0.233, p=0.005). There was a positive correlation between LAVI and LVM on CMR 
(r=0.306, p<0.0001) but not between LAVI and LVM on TTE ( r=0.095, p=0.226). TTE-derived 
LAVI was significantly underestimated compared to LAVI from CMR (34.4±5.3 ml/m2 vs 
49.2±10.5 ml/m2 ;p<0.0001). Substituting CMR-derived LAVI with TTE-derived LAVI produces 
a significantly positive correlation with LVM on TTE ( r=0.216,p= 0.012). Of note, there was 
a positive correlation between LAVI and LVM on CMR (r=0.306, p<0.0001) but not between 
LAVI and LVM on TTE ( r=0.095, p=0.226). TTE-derived LAVI was significantly underestimated 
compared to LAVI from CMR (34.4±5.3 ml/m2 vs 49.2±10.5 ml/m2 ;p<0.0001). Substituting 
CMR-derived LAVI with TTE-derived LAVI produces a significantly positive correlation with 
LVM on TTE ( r=0.216,p= 0.012).

Conclusions: Non-dippers were associated with the most adverse cardiac remodelling despite 
having comparable overall SBP and DBP to dippers, suggesting a complex mechanism 
beyond absolute BP level, possibly involving the neurohumoral system. LAVI measured by 
CMR has a positive correlation to echo-derived LVM and can be of incremental value over 
TTE when assessing for early LV remodelling in patients with abnormal nocturnal BP. This 
study highlights the importance of ABPM use in identifying those with subclinical target organ 
damage for risk stratification and individualized treatment strategies.

Abstract 16 – Table 1: Baseline Characteristics (n=246) 
Dippers (N = 89) Non-Dippers (N = 157) P value

Age (years) 71.2 ± 8.3 72.2 ± 7.2 0.295
Female sex – No (%) 37 (15%) 56 (22.7%) 0.359
Median NT-proBNP pg/mL 131 ± 163.5 153 ± 323.5 0.107
Mean 24-hour systolic BP - mmHg 129.1 ± 10.8 128.7 ± 11.5 0.801
Mean 24-hour diastolic BP - mmHg 69.1 ± 7.1 68.9 ± 7 0.868
Mean daytime systolic BP - mmHg 136.3 ± 11.6 130.1 ± 11.3 <0.0001
Mean daytime diastolic BP - mmHg 74.1 ± 8 70.5 ± 7 <0.0001
Mean nocturnal systolic BP -mmHg 115.9 ± 10.3 126 ± 13.2 <0.0001
Mean nocturnal diastolic BP - mmHg 60.2 ± 6 65.9 ± 7.8 <0.0001
Diabetes mellitus – No (%) 15 (6.1%) 44 (17.9%) 0.049
Coronary artery disease – No (%) 31 (12.6%) 73 (29.7%) 0.075
Atrial fibrillation – No (%) 6 (2.4%) 18 (7.3%) 0.230
Chronic kidney disease – No (%) 18 (7.3%) 28 (11.4%) 0.644
ACE-inhibitors 31 (12.6%) 65 (26.4%) 0.310
Angiotensin Receptor Blockers (ARB) 36 (14.6%) 62 (25.2%) 0.883
Beta blockers 36 (14.6%) 99 (40.2%) 0.001
Calcium channel blockers 34 (13.8%) 73 (29.7%) 0.207
Aldosterone antagonists 9 (3.7%) 10 (4.1%) 0.291
Thiazide diuretics 29 (11.8%) 44 (17.9%) 0.452
Loop diuretics 3 (1.2%) 9 (3.7%) 0.409
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Abstract 16 Figure 1: Summary of CMR and Echo Data 
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17. Heart rate recovery following active stand test in patients with versus without 
severe aortic stenosis

1L Brandon, 1R Armstrong, 1B Kerr, 1, 2C Finucane, 2M Afonso Shirsath, 1M Hensey, 1S O’Connor, 1,2RA Kenny, 
1,2A Maree
1 St James Hospital, Dublin, Ireland
2 Trinity College, Dublin, Ireland

Introduction: Untreated symptomatic severe aortic stenosis (AS) has a 50% two-year 
mortality rate and valve replacement is the only meaningful treatment. Autonomic nervous 
system (ANS) dysfunction determined by speed of heart rate recovery post active stand 
test (HRR10-20) is associated with increased all-cause mortality. Aortic stenosis in known to 
modulate autonomic function but its impact on HRR10-20 has not been determined.

Aims: To determine whether HRR10-20 differs between patients with and without 
symptomatic severe AS.

Methods: Patients (n=20) with symptomatic severe AS were enrolled prospectively and 
compared with an age and sex-matched control group (n=40) from the Irish Longitudinal 
Study on Aging (TILDA). Autonomic function was evaluated using non-invasive digital 
photoplethysmography that records beat to beat changes in HR and BP for three minutes 
following an active stand and HRR10-20 was calculated. Statistical analysis was carried out 
using STATA software 14.6.

Results: Table 1: Patient demographics Study group (n=20)Control group (n=40) Age, 
mean78.678.6 Male, n(%)12 (60)24 (60) Smoking history, n(%)10 (50)18 (45) IHD, n(%)10 
(50)3 (7.5) DM, n(%)5 (25)10 (25) HTN, n(%)17 (85)38 (95) AF, n(%)5 (25)3 (7.5) Anti HTN 
agent, n(%)18(90)30 (75) Antithrombotic agent, n(%) 17(85)38 (95) Abbreviations: AF = 
Atrial fibrillation, DM= Diabetes mellitus, HTN= Hypertension, IHD = Ischaemic heart disease. 
Patients were Caucasian, 60% male and mean age was 78.6 years (table 1). Speed of heart 
rate recovery post active stand (HRR10-20) was significantly impaired in patients with 
symptomatic severe AS compared to controls, 2.06 bpm(95% CI -2.58 to + 6.70) v -2.6bpm 
(95% CI -4.2 to -1.07), p=0.016, respectively (figure 1) . A Box plot of results HRR10-20: 
Abbreviations; HRR = heart rate recovery.

Conclusion: Patients with symptomatic severe aortic stenosis have impaired autonomic 
function determined by HRR10-20 when compared to patients with preserved aortic valve 
function. HRR10-20 may be a simple marker to assess for autonomic dysfunction in this 
cohort of patients, perhaps putting them at risk of higher all-cause mortality. It remains to be 
seen if this resolves with aortic valve replacement, we plan to re-evaluate HRR10-20 post 
aortic valve replacement in our study group.
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Abstract 17 Figure 1: Box plot HRR10-20 
 

 
Abstract 17 -Table 1 – Patient Demographics 

Study group 
(n=20)

Control group 
(n=40)

Age, mean 78.6 78.6

Male, n(%) 12 (60) 24 (60)

Smoking history, n(%) 10 (50) 18 (45)

IHD, n(%) 10 (50) 3 (7.5)

DM, n(%) 5 (12) 10 (25)

HTN, n(%) 17 (85) 38 (95)

AF, n(%) 5 (25) 3 (7.5)

Anti HTN agent, n(%) 18 (90) 30 (75)

Antithrombotic agent, n(%) 17 (85) 38 (95)

Abbreviations: AF = Atrial fibrillation, DM= Diabetes mellitus, 
HTN = Hypertension, IHD = Ischaemic heart disease.
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18. Moderate alcohol consumption is associated with progression of left 
ventricular dysfunction in pre-heart failure

1, 2B Wong, 1, 2A Moore, 1A Radhakrishna, 1, 2K McDonald, 2M Ledwidge
1St Vincent’s University Hospital, Dublin, Ireland
2University College Dublin, Ireland

Background: There is limited evidence of the longitudinal impact of alcohol use and 
progression of structural cardiac changes amongst European populations at risk of heart 
failure (CV risk factors) or with pre-heart failure (asymptomatic but with cardiac changes, and 
no heart failure [HF]). Furthermore, the 2021 European guidelines describe beneficial effects 
in the general population of light alcohol (<140 g/week for men and <70g/week for women) 
usage on risk of HF, despite contrary emerging evidence.

Aim: To understand the dose-response relationship between alcohol consumption and 
progression of pre-HF in a European population.

Methods: This is a secondary analysis of the St Vincent’s Screening TO-Prevent Heart Failure 
(STOP-HF) trial amongst patients who are at risk of HF or with pre-HF, with documented 
alcohol intake and echocardiography at both baseline and follow up ≥18 months. Excluded 
were ex-drinkers and patients with symptomatic HF. The main outcome measure was the 
relationship between progression of cardiac functional changes (progression of pre-HF) or 
onset of symptomatic HF, stratified according to whether patients were classified as at risk of 
HF or with pre-HF at baseline, and 3 categories of alcohol dose: no alcohol usage; low alcohol 
use (up to 1 unit daily or 70g/week); moderate-high alcohol usage (>1 unit daily or >70g/week). 
Progression of pre-HF was defined as follow up left ventricular dysfunction (EF <50%) and a 
decline of at least 5% and/or lateral E/e’ >13 increase of at least 2 units. Prespecified covariate 
adjustment included age, gender, obesity, hypertension, diabetes and vascular disease.

Results: Of 744 patients included in the analysis (mean age 66.5 (9.8) years), 395 (53.1%) 
were female, 556 (74.7%) had hypertension, 145 (19.5%) had diabetes and 260 (34.9%) had 
pre-HF at baseline. Overall, a total of 201 (27.0%) patients reported no alcohol usage, 356 
(47.8%) reported low (≤70g/ wk) alcohol intake and 187 (25.1%) reported moderate-high 
alcohol usage with >70g/ wk alcohol intake. There was no difference in reported alcohol usage 
between those at risk of HF and pre-HF patients. Those with moderate-high alcohol usage 
were younger, more likely to be male and had higher body mass index than patients with 
low alcohol usage. Over a median follow up period of 5.44 [IQR 4.33;6.73] years, 84 (11.3%) 
patients had progression of pre-HF or developed symptomatic HF. Moderate-high alcohol 
usage was associated with an adjusted 4.5 fold (95% CI 1.7- 15.9, p=0.004) increased risk of 
progression of pre-HF/HF amongst those with pre-HF at baseline compared to those who 
reported no alcohol intake. (Figure 1) Increased HF progression was also evident in moderate 
(70-140g/week) and high (>140g/week) alcohol use subgroups. Conversely, in patients at risk 
of HF, at baseline had no association of moderate-high alcohol usage with progression of HF. 
Finally, there was no protective associations of low alcohol usage (<70g/week) and progression 
of HF in any patient group.

Conclusion: Moderate alcohol (>70g/week; more than 1 bottle of 12.5% wine/week) usage 
appears to be associated with progression of pre-HF and HF in European patients in the 
STOP-HF study (Figure 1) and we did not observe protective benefits of low alcohol usage. 
These data are in accordance with recent evidence from Asian populations. European HF 
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guidelines should reconsider advice suggesting any protective effects of alcohol on risk of 
heart failure.

Abstract 18, Figure 1: The association of moderate alcohol intake on progression of LV 
dysfunction in those with Pre-Heart Failure. 
 

19. Identification and evaluation of novel protein biomarkers for atrial fibrillation

1C Tonry, 1A Russell-Hallinan, 2N Glezeva, 3P Collier, 4K McDonald, 4M Ledwidge, 5BC Collins, 1C Watson
1 Wellcome-Wolfson Institute for Experimental Medicine, Queens University Belfast, Northern Ireland
2 STOP- HF Unit, St Vincent’s University Healthcare Group, Dublin, Ireland
3 Department of Cardiovascular Medicine, Cleveland Clinic, Ohio, USA
4 Heart Failure Unit, St Vincent’s University Hospital Healthcare Group, Elm Park, Dublin, Ireland 
5 School of Biological Sciences, Queen’s University Belfast, Northern Ireland

Background: There is a need for improved biomarkers to diagnose atrial fibrillation (AF) 
earlier and reduce risk of future serious comorbidities. Quantitative protein profiling of atrial 
appendage tissue from patients with atrial fibrillation (AF n=10) and age/sex matched controls 
with normal sinus rhythm (control, n=10) was performed using mass spectrometry. Similarly, 
serum samples, collected longitudinally from patients with and without AF (n=186), were 
analysed to establish a comprehensive dataset that depicts changes in both the atrial tissue 
and circulating proteome as result of AF.

Methods: Sections of formalin fixed paraffin embedded (FFPE) tissue were mechanically 
homoginsed in Preomics™ LYSE buffer. Protein lysates were digested with trypsin and Lys-C 
using the Preomics ™ iST kit. Serum samples were enriched for low abundant serum proteins 
using High Select™ Top Abundant Protein Depletion Resin (Thermo). Unbiased, deep proteomic 
profiling of individual tissue and serum samples was performed using the diaPASEF workflow 
on a timsTOF Pro mass spectrometer. Nonparametric statistical tests were applied for 
subsequent data analysis in R and SPSS (version 27). Pathway analysis was performed using 
Ingenuity Pathway Analysis (IPA) software.

Results: Label-free MS analysis led to the identification of over 6,000 proteins in FFPE 
tissue and over 500 serum proteins. More than 300 proteins were found to be significantly 
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differentially expressed between AF and control samples at tissue level, with stringent cut off 
criteria applied (observed fold change of ≥ 1.5 or ≤-1.5 and p-value ≤ 0.005). Pathway analysis 
revealed that significantly up and down-regulated proteins mapped to Epithelial Adherens 
Junction Signalling and Atherosclerosis Signalling canonical pathways. The most up-regulated 
protein in AF correlated with tissue BNP levels (r=1.0, p<0.0001) and markers of tissue 
ischaemia (r=1.0, p<0.0001). The most down-regulated protein was inversely correlated with 
tissue levels of TGFb, the primary pro-fibrotic cytokine in the heart (r = -0.9, p=0.037). Thirty-
one significantly changed tissue proteins were also identified in serum samples and were 
found to be associated with (i) new-onset AF, (ii) paroxysmal AF and (iii) risk of future stroke 
and/or heart failure in patients with AF.

Conclusions: The dataset has highlighted significant proteins associated with AF. We have 
verified that circulating levels of a number of these proteins are significantly associated with AF 
and, importantly, may be predictive of future cardiovascular comorbidities in patients with AF.

20. Interleukin-10 -1082 g/a polymorphism and its association with early or 
severe presentation of coronary artery disease: a systematic review and 
meta-analysis

1,2H Rai, 3M Joner, 1H Wilson, 1L McGovern, 1G Richards, 1R Colleran, 1RA Byrne
1 Cardiovascular Research Institute Dublin, Mater Private Network Dublin, Ireland
2 School of Pharmacy and Biomolecular Sciences, RCSI University of Medicine and Health Sciences, 

Dublin, Ireland
3 Deutsches Herzzentrum München, Technische Universität München, Munich, Germany

Introduction: Interleukin-10 (IL-10) is an anti-inflammatory cytokine with potent deactivating 
properties on macrophages and T cells and plays an important role in atherosclerotic plaque 
maturation and rupture. A guanine (G) to adenine (A) substitution in the IL-10 gene at -1082bp 
(rs1800896) has been associated with reduced in IL-10 production in vitro. We aimed to test 
the association of IL-10 -1082G/A with early or severe presentation of coronary artery disease 
(CAD) using a systematic review and updated meta-analysis of published association studies.

Methods: Relevant studies were identified following a comprehensive online search on 
PubMed, EMBASE, MEDLINE and Scopus databases and stratified into two groups based on 
mode of CAD presentation: early or severe and non-severe. Study level odds ratios (ORs) and 
their 95% confidence intervals (CI) were pooled using random effects employing a Z test.

Results: A total of 24 studies were included for quantitative synthesis with a sample of 19,135 
(11,143 cases/7,992 controls). A significant association was derived for IL-10 -1082G/A and 
early or severe CAD via dominant, recessive, and allelic genetic model comparisons [OR 1.24 
(95% CI 1.02, 1.50), p= 0.03; OR 1.32 (95% CI 1.03, 1.69), p= 0.03 and OR 1.18 (95% CI 1.02, 
1.36), p= 0.02 respectively]. In contrast, no significant association was seen for the pooled 
group or non-severe CAD (p= NS). Sensitivity analysis was performed for both subgroups 
across all three genetic model comparisons. Sensitivity analysis was performed where 
studies were excluded one after another, and the analysis was repeated after each omission. 
In the early or severe CAD subgroup, lower bound of the 95% CI generally remained over 1.0, 
indicating no significant deviation from the main association. (Figure 1, Panel A) Similarly, we 
observed consistency for the non-severe CAD subgroup, which remained non-significant after 
each omission. (Figure 1, Panel B)

Conclusions: IL-10 -1082G/A appears to be associated with early or severe presentation of 
CAD. Further studies are warranted to confirm this association.
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Abstract 20 Figure 1 – CAD Presentation 

21. Role of Lipoprotein (a) in the development of young (<45 years) ST-elevation 
myocardial infarction

1C McCaughey, 1R Kumar, 2B Khan, 1G Murphy, 1S Teehan, 1C Daly
1St James’s Hospital Dublin, Ireland
2Trinity College, Dublin, Ireland

Introduction: Lipoprotein (a) [Lipo (a)] is a low-density lipoprotein (LDL) with an additional 
apolipoprotein (a) moiety, which has been associated with increased risk of ischaemic heart 
disease (IHD). The role in the development of acute ST-Elevation Myocardial Infarction in 
‘young’ (≤ 45 years) patients has not previously been studied. This novel observational study 

Aims to determine the association between elevated levels of Lipo (a) and development of 
STEMI ≤ 45 years, using comparisons with both those presenting with STEMI >45 years and 
previously healthy controls undergoing computed tomography coronary angiography (CTCA).

Methods: All STEMI presentations to a single tertiary centre over a 75-month period were 
retrospectively reviewed. Patients ≤ 45years at time of presentation were invited to attend for 
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a global cardiovascular risk assessment (medical history, Body Mass Index (BMI) and waist 
circumference (WC) measurement, repeat blood lipid analysis, lipo (a) level and Familial 
Hypercholesterolaemia (FH) screening). Consecutive patients >45years presenting with STEMI 
were prospectively recruited, with clinical measurements obtained at index presentation. 
Patients with non-obstructed coronary arteries, coronary artery dissection, or coronary 
vasospasm without thrombosis at angiography were excluded. Patients without a prior 
diagnosis of ischaemic heart disease (IHD) undergoing computed coronary angiography were 
prospectively recruited, with clinical characteristics and lipoprotein (a) levels obtained. Degree 
of stenosis was used to stratify patients with normal coronaries (<20%), non-obstructive 
coronary artery disease (CAD) (20-70%), or obstructive CAD (>70%).

Results: Over a 75-month period 9% of STEMIs (244/2630) were young. The recruitment of 
patients <45 years with STEMI (n=58) is described in Figure 1. In total, 51 consecutive patients 
>45 years who presented with STEMI and 91 patients who presented for CTCA were recruited. 
Baseline characteristics and Lipo (a) results for each cohort are summarised in Table 1. Of 
patients undergoing CTCA, 47% (43/92) had normal coronaries, 32% (29/92) NOCA and 
21% (19/92) had obstructive CAD. STEMI patients <45 years had a significantly higher rate 
of elevated Lipoprotein (a) (31/58; 53%) compared with >45years (16/50; 32%; p=0.025) 
and those undergoing CTCA (26/91; 29%; p=0.002). Lipoprotein (a) level was significantly 
higher in those <45 years (184 (73-236.8); (Q1-3)) compared those >45 years (184 (73-236.8); 
p=0.025), and those presenting for CTCA (50 (24-198); p=0.007), (figure 2). There were no 
significant differences in rates of detectable (>20nmol/L) Lipoprotein (a) (p=0.667) or rates of 
markedly elevated Lipoprotein (a) (>Cohort Q3) between groups (p=0.064).

Conclusion: Patients presenting with young (<45 years) STEMI have both higher rates of 
elevated Lipoprotein (a) and higher absolute levels of Lipoprotein (a), compared with those 
presenting at an older age and those with no history of IHD. These findings suggest that 
elevated levels of Lipoprotein (a) have a positive, non-linear association with the development 
of STEMI at younger ages.

Abstract 21 Table 1 – Baseline Characteristics and Lipoprotein (a) Results for Patients 
Presenting with STEMI and CTCA 

STEMI (n=109) CTCA (n=92)

≤45 
(n=58)

>45 
(n=51) Total p-value Normal 

(n=43)
NOCAD 
(n=29)

OCAD 
(n=19) Total p-value

Age (SD)† 41 (3.7) 62 (14) 51 (14) <0.005* 45 (12) 57 (10) 61 (11) 52 (13) <0.005*

Male 50 (86) 42 (82) 92 (84) 0.584 17 (40) 18 (62) 13 (70) 48 (52) 0.052

HTN 18 (31) 24 (47) 42 (39) 0.088 13 (30) 18 (62) 17 (90) 48 (53) <0.005*

Dyslipidaemia 20 (35) 16 (33) 36 (33) 0.589 25 (58) 24 (83) 13 (68) 62 (68) 0.090

Family History 27 (47) 17 (35) 44 (41) 0.071 32 (74) 23 (79) 7 (37) 62 (68) 0.003*

Diabetes 9 (16) 9 (18) 18 (17) 0.64 3 (7) 1 (3) 4 (21) 8 (9) 0.094

Smoker 41 (70) 32 (63) 73 (67) 0.047* 11 (26) 13 (45) 10 (53) 34 (37) <0.005*

IHD 6 (10) 10 (20) 16 (15) 0.410 NA

Elevated 
Lipoprotein (a) 
(>72nmol/L)

31 (53) 16 (32) 47 (44) 0.029* 6 (14) 12 (41) 8 (42) 26 (29) 0.014*

Lipoprotein (a) 
level (nmol/L)¥

184 (73-
236.8)

78 (35-
188)

115 (45-
226) 0.025* 33.5 (26-

55)
160 (40-

239)
99 (20-

223)
50 (24-

198) 0.080

Markedly elevated 
Lipoprotein (a) 
(>Q3)

14 (24) 5 (10) 19 (17) 0.292 2 (5) 5 (17) 4 (20) 11 (12) 0.111

Undetectable 
Lipoprotein (a) 
(<20nmol/t)

17 (29) 21 (42) 38 (35) 0.862 13 (30) 11 (38) 4 (20) 11 (12) 0.666
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Table 1: Baseline characteristics and lipoprotein (a) results of those presenting with STEMI, stratified by those <45 years 
and >45 years, with previously healthy patients undergoing CTCA. Except where otherwise stated, values are shown as 
count with column percentage in brackets. Family History significant for development of IHD <55 years (males) or <65 
years (females).
†Values shown as mean (SD). ¥ Values shown as median (IQR) *Significant at <0.05 level
STEMI= ST-Elevation Myocardial Infarction; CTCA=CT Coronary Angiography; IHD= Ischaemic Heart Disease; HTN= 
Hypertension; NOCAD= Non-obstructive Coronary Artery Disease (20-50%); OCAD= Obstructive Coronary Artery 
Disease (>70%)

Abstract 21 Figure 1: Flow diagram of study recruitment 
 

 

Abstract 21 Figure 2: Comparisons 
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22. Proteomics identification and evaluation of a collagen sub-type with potential 
to support improvements in diagnosis and management of heart failure

1C Tonry, 2N Glezeva, 3L Kerrigan, 4P Collier, 4C Moravec, 4M Ledwidge, 2K McDonald, 5BC Collins, 
1C Watson
1 Wellcome-Wolfson Institute for Experimental Medicine, Queens University Belfast, Northern Ireland 
2 Heart Failure Unit, St Vincent’s University Hospital Healthcare Group, Elm Park, Dublin, Ireland 
3 Queen’s University Belfast, Northern Ireland
4 Department of Cardiovascular Medicine, Cleveland Clinic, Ohio, USA 
5 School of Biological Sciences, Queen’s University Belfast, Northern Ireland

Introduction: Heart failure (HF) is an extremely debilitating condition that currently affects at 
least 16,500 people in Northern Ireland. Ischemic heart disease and cardiac fibrosis are the 
primary causes of end-stage HF. Greater understanding of molecular changes associated 
with this underlying pathophysiology could lead to the identification of novel biomarkers and 
therapeutic targets for improved diagnosis and management of HF.

Methods: Unbiased, deep proteomic analysis of individual left ventricular tissue samples from 
patients with HF (n=30) and patients without HF (NF; n=9) was performed using the diaPASEF 
workflow on a timsTOF Pro mass spectrometer. Validation of notable protein expression 
changes were performed by ELISA. Protein expression changes and correlations with clinical 
data were assessed using appropriate non-parametric testing of log-transformed data. 
Differentially expressed proteins were identified based on an observed fold change of ≥ 1.5 or 
≤-1.5 and q-value ≤ 0.005.

Results: HF patients included patients with hypertrophic obstructive cardiomyopathy (HOCM; 
n=12), dilated cardiomyopathy (DCM; n=9) and ischemic cardiomyopathy (ISCM; n=9). One 
hundred and eighteen proteins were identified as being significantly associated with HF, 
irrespective of the underlying aetiology. Among these, a collagen sub-type, with a reported 
role in myocardial development, (referred to as “COL-CT”), was identified as being significantly 
elevated in HF (p=0.012), with greatest increase observed in patients with ISCM. Existing 
transcriptomic data for these samples corroborated these findings at gene level. Measurement 
of “COL-CT” is more predictive of HF than combined measurement of the cardiac-specific 
collagen subtypes I and III (AUC 0.847 vs AUV 0.778). HF-associated changes in “COL-CT” 
protein expression were validated in silico in an independent LV tissue dataset (n=7 NF v n=20 
HF, p<0.001), and further confirmed in-house by ELISA-based analysis of serum samples from 
an independent patient cohort (n=50 NF v N=54 HF, p= 0.0004). “COL-CT” is enriched in atrial 
regions of the heart and serum levels were found to be significantly positively correlated with 
left atrial volume (p<0.0001).

Conclusions: “COL-CT” has yet to be fully investigated in the context of myocardial disease. 
Here we report a significant association between “COL-CT” and HF. These observations have 
been validated in multiple independent clinical cohorts, in various sample types. Circulating 
levels of “COL-CT” in serum provide evidence that “COL-CT” may have clinical utility as a 
minimally invasive biomarker for HF. Moreover, strong association with ISCM and a likely role 
in cardiac fibrosis suggest that “COL-CT” should be further investigated as a therapeutic target 
for management of HF.
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23. The virtual consultation; an established vehicle for heart failure management 
and communication between primary and secondary care

1, 2B Wong, 1, 2J McCambridge, 1M Barrett, 1C Halley, 2M Ledwidge, 1, 2K McDonald
1 St Vincent’s University Hospital, Dublin, Ireland
2 University College Dublin, Ireland

Background: We have previously reported our preliminary experience showing how the heart 
failure (HF) virtual consultation (VC) service has been developed into a successful eHealth 
tool for the delivery of specialist care and a mode to transfer HF knowledge and management 
into the community. The service has developed and is now part of the HF care framework 
for Dublin and the Southeast and is part of the evolving integrated care programme for 
cardiovascular disease. We herein present data reflecting the evolution of this service over the 
last several years underlining its value in HF management

Methods: Data including demographics, co-morbidity, medication, frailty, reason for referral, 
and the impact of the HFVC on what the GP would have done in the absence of this service, 
were prospectively collected on all cases discussed in VC between 2015-2021. Secondly, we 
collected data from the St Vincent’s Hospital Group HF unit (HFU) to compare the clinical 
frailty score (CFS) of patients reviewed in the HFU versus the VC service.

Results: Between 2015-2021, 1681 cases were discussed. Table 1 demonstrates VC baseline 
characteristics. Overall, most cases were New Diagnostic Case (39%), followed by Re-
discussion (33%) and New Case Consultation (27%). Re-discussion cases have increased 
since VC first started. Mean age was 76.2 (SD 11.3) years old, with almost equal males and 
females (51% and 49%). In total, 333 GPs used the service. The majority of cases being 
discussed were from outside of Dublin (75%). VC patients were complex, with a mean of 7.1 
(SD 3.4) co-morbidities, and on a mean of 9.3 (SD 4.0) medications. VC patients had a mean 
clinical frailty score of 3.8 (SD 1.7) which is significantly (P = 0.006) higher compared to the 
HFU (2.8 [SD 1.4]). In total, there were 955 (57%) medication adjustments advised, 343 (20%) 
echocardiograms and 145 (9%) natriuretic peptides (NP) requested as an outcome from the 
VC. Overall, there were 217 (13%) onward referrals of any sort. This included hospital outpatient 
(n = 98, 6%), HFU (n = 52, 3%) and HF specialist nurse (n = 16, 1%). Figure 1 demonstrates 
“What the GP would have done if there was no VC service”. Without the VC service, there 
would have been 93% of onward referrals to the hospital. This would have included outpatient 
clinics (n =641, 50%), HFU (n = 441, 34%), and acute (n = 92, 7%) or emergency services (n = 
18, 1%). Figure 2 demonstrates the incremental use of GP requested NP and echocardiography 
as a potential marker of improved HF diagnostic knowledge transfer to the community.

Conclusions: HFVC is now established, in particular for more frail patients. There has been 
an increase in re-discussion cases, which demonstrates that VC can be used as a tool for 
continued care, in addition to a service that reduces onward hospital referrals. We have 
witnessed evolving practice change in community reflecting improved understanding of 
community HF care. This platform should be looked at in general cardiology and other chronic 
disease management settings.
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Abstract 23: Table 1: Baseline Characteristics 

n % Mean (SD)
Type of Case NCC 450 27.0%

NDC 661 40.0%

REDISC 557 33.3%

Sex Female 757 49.0%

Male 790 51.0%

Age at VC 1608 76.2 (11.3)

Number Comorbidities 1179 7.1 (3.4)

Number Medications 1157 9.6 (4.5)

Frailty Score 1219 3.8 (1.7)

Referral Source

Carlow/ Kilkenny 660 39.4%

Dublin 423 25.3%

Leitrim 2 0.1%

Offaly 15 0.9%

Portlaoise 4 0.2%

Westmeath 6 0.4%

Wexford 184 11.0%

Wicklow 379 22.7%

Symptoms presenting 
to GP (Yes)

Dyspnoea 751 44.7%

Ankle Oedema 402 23.9%

Fatigue 287 17.1%

Dizziness 89 5.3%

Orthopnoea 95 5.7%

Cardiac testing before 
VC

Had NP before VC 765 45.5%

Had Echo before VC 898 53.4%

Outcome from VC – 
medication adjustment 
or investigations

Medication Adjustment 955 56.8%

Echo 343 20.4%

Coronary Angio 37 2.2%

Cardiac MRI 27 1.6%

Cardiac CT 22 1.3%

Referral Outcome 
from VC

OPD 88 5.2%

CNS 16 1.0%

HFU 52 3.1%

CTC 2 0.1%

Local HFU 5 0.3%

Local OPD 10 0.6%

Other 1 0.1%

Other Speciality 13 0.8%

Outreach 19 1.1%

STOP-HF 4 0.2%

VC 7 0.4%

What Would GP Have 
Done Without VC 
Service?

OPD 641 50.0%

HFU 441 34.3%

AMAU 92 7.1%

ED 18 1.4%

Med Change 40 3.1%

Other 54 4.2%
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Abbreviations: NCC = New Cardiological Consultation, NDC = New Diagnostic Case, REDISC = Re-discussion case, NP = 
Natriuretic peptide, OPD = Outpatient, CTC = Cardiothoracic conference discussion, HFU = Heart failure unit, VC = Virtual 
consultation. AMAU = Acute Medical Assessment Unit, ED = Emergency Department.

Abstract 23 Figure 1: What the GP would have done if there was no VC service 
 

Abstract 23 Figure 2: Proportion of GP requested Natriuretic Peptide (2a.) and Transthoracic 
echo (2b.) prior to VC consultation 
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24. Systematic review of strength of evidence supporting the approval and 
clinical use of high-risk medical devices in cardiovascular medicine: an update 
from the CORE-MD consortium

1L McGovern, 2G Siontis, 2A Frenk, 3T Melvin, 3G McGauran, 4R Geertsma 5P Schnell-Inderst, 6AG Fraser, 
2S Windecker, 1R Byrne 
1 Cardiovascular Research Institute (CVRI) Dublin, Mater Private Network, RCSI, Dublin, Ireland
2 University Hospital (BUH), Bern, Switzerland
3 The Health Products Regulatory Authority (HPRA), Dublin, Ireland
4 RIVM: National Institute for Public Health and the Environment, Utrecht, Netherlands
5 UMIT TIROL, Austria
6 University Hospital of Wales, Cardiff, UK/ European Society of Cardiology (ESC)

Introduction: Implementation of the new Medical Device Regulation (MDR) 2017/745 by the 
European Union (EU) challenges the medical community to engage with regulators, notified 
bodies and industry to develop transparent, rigorous and proportionate methods to evaluate 
the clinical safety and efficacy of medical devices and monitor their performance. Against this 
background, as part of the EU Horizon 2020 funded project – CORE-MD – we performed a 
systematic review of clinical evidence available for selected class III implantable devices used 
in cardiovascular medicine. 

Methods: A systematic literature review was conducted using Ovid, MEDLINE, Embase, and the 
Cochrane Central Register of Controlled Trials (CENTRAL) of studies of prospective design 
evaluating pre specified high-risk medical devices in the field of cardiovascular medicine 
between January 2000 and August 2021. We included selected high- risk devices that 
received CE Mark approval from the year 2000 onwards. The date of CE-Mark approval was 
defined through press releases available online, information provided by regulatory sources 
such as notified bodies, and personal communications with the corresponding manufacturers. 
We focused on any study of prospective design (non-randomised or randomised clinical trials 
of any design) in humans. We excluded retrospective studies, case reports, reviews, systematic 
reviews, meta-analyses, and expert opinion documents. We performed title and abstract 
screening, full-text review, risk of bias evaluation and data collection independently and in 
duplicate. Results The following classes of high-risk medical devices in the cardiovascular field 
were evaluated: left atrial appendage occlusion (LAAO), transcatheter aortic valve implantation 
(TAVI); transcatheter mitral valve repair/replacement (TMVR); leadless pacemakers; 
subcutaneous implantable cardioverter-defibrillators (S-ICD), bioresorbable scaffolds for 
percutaneous coronary intervention; and surgical heart valve replacement for native aortic and 
mitral valve pathologies. For the latter group, a total of 17 surgical aortic valves and 4 surgical 
mitral valves were included. An interim report of the systematic review of the CORE-MD 
consortium with a focus on surgical heart valve replacement will be available for presentation 
at ICS 2022. To date, the literature search has identified 3696 and 4901 potentially eligible 
papers in the surgical mitral valves category and surgical aortic valves categories, respectively.

Conclusion: The goal of the CORE–MD consortium is to develop awareness of and expertise 
within the clinical community in Europe in relation to the regulation of high-risk medical 
devices. Data from the systematic review of high-risk cardiovascular devices will enable 
comparison of strength of evidence within and across classes of devices in cardiovascular 
medicine and facilitate comparison against high-risk devices in other medical specialties 
including orthopaedics and diabetes.



6–8 October 2022 IRISH CARDIAC SOCIETY 73RD ANNUALSCIENTIFIC MEETING & AGM PROGRAMME | 61

25. A snapshot of cardiovascular health in bone marrow transplant recipients 
in Ireland

1R Evans, 2C Armstrong, 2E Vandenberghe, 1R Murphy
1Department of Cardiology, St James’s Hospital, Dublin, Ireland
2Department of Haematology, St James’s Hospital, Dublin, Ireland

Introduction: Bone Marrow Transplantation has been completed in Ireland in a single site, St 
James’s Hospital, since 1984. The European Society for Blood and Marrow Transplantation 
(EBMT), Transplantation Complication Working Party (TCWP) published recommendations in 
2016 on screening and preventative practices on cardiovascular disease in post-Bone Marrow 
Transplant (BMT) patients, as there is evidence of both earlier onset and overall increased risk 
of cardiovascular disease in this patient cohort. There is a paucity of evidence identifying the 
prevalent risk factors amongst the Irish cohort of BMT recipients, and the affect these risks 
have on their cardiovascular outcomes.

Aim: The aim of this study is to identify the current modifiable cardiovascular risk profile of 
patients attending the post-BMT Long-Term Outcomes clinic, over a 3-month period, and their 
subsequent cardiovascular outcomes.

Methods: Retrospective data collection from patient medical records was completed. Inclusion 
criteria of allogeneic transplant prior to 2020, and over the age of 18 at time of BMT. Data was 
analysed using IBM SPSS.

Results: 141 patients (median age at transplant of 44 years) met inclusion criteria, with a mean 
follow-up post-BMT of 8.21 years (range 1.30-35.95 follow-up years). 60% of the cohort were 
overweight. There was a 10% pre-BMT prevalence of diagnosed hypertension and a 28% post-
BMT prevalence of diagnosed hypertension. Of those with an active diagnosis of hypertension, 
62% were uncontrolled on review in clinic. 25% of patients not formally diagnosed with 
hypertension were found to be hypertensive on review in clinic. Untreated or uncontrolled 
hypertension was statistically more likely in those >6 years post-BMT (47.5% vs 28.8%; 
p=0.029) (Figure 1). There was a 7% pre-BMT prevalence of diagnosed dyslipidaemia and 
a 25% post-BMT prevalence of diagnosed dyslipidaemia. Of those with an active diagnosis 
of dyslipidaemia, 30% were uncontrolled on review in clinic. 16% of the patient cohort are at 
high risk of developing dyslipidaemia. There was a 10% prevalence of diabetes mellitus and 
a 15% prevalence of iron overload. There was a 5% incidence of non-fatal major adverse 
cardiovascular/cerebrovascular events (MACE) since transplant.

Conclusion: Modifiable cardiovascular risk factors are prevalent amongst the post-BMT 
cohort. These patients are at higher risk of poor cardiovascular outcomes due to their post-
BMT status and thus require close monitoring of these modifiable risk factors. This could 
be included as a routine aspect of their post-BMT clinic reviews. There is scope for further 
research in this area, including formalising a screening process to ensure prompt diagnosis of 
modifiable cardiovascular risk factors. Identification of management structures, such as joint 
haematology-cardiology clinics, could ensure earlier patient intervention, avoiding additional 
pressure on general cardiology outpatient services.
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Abstract 25 Figure 1: Prevalence and control of hypertension by years after transplation 
 

26. Ambulatory cardiology unit – an innovative, safe, high quality service, reducing 
hospital admissions

F Corvan, M McKane, P McGrath, F Campbell, C McMullan, M Connolly, J Tweedie

Southern Health and Social Care Trust, Northern Ireland

Introduction: The COVID-19 pandemic emphasised the need for re-design of Acute and 
Emergency Medicine service provision. Ambulatory Emergency Care (AEC) refers to 
investigation, care and treatment of patients for whom admission to hospital would have 
been the default if the service did not exist. In 2021, Southern Health and Social Care Trust 
introduced an innovative Ambulatory Cardiology Unit (ACU) to address an unmet need, 
reducing pressure on inpatient beds and Emergency Department. National guidelines have 
identified patients suitable for ambulatory care.

Methods: A pre-intervention audit was undertaken to identify patients who could be managed 
in an ambulatory setting avoiding hospital admission. After introducing ACU a post-
intervention audit was conducted evaluating: 1) Patient safety 2) Impact on flow 3) Return 
on investment. Critically, an anonymous patient survey was simultaneously conducted to 
determine patient satisfaction with the new service.

Results: A 3 month pre-intervention audit identified 115 patients who would be suitable for 
ambulatory care. The mean length of stay of these patients was 2.96 days. Post-intervention 
audit: In the first 3 months of ACU, 137 patients were referred to the unit from Emergency 
Department. 18% of these patients had been referred to Cardiology services in the previous 
12 months and were awaiting outpatient assessment. Following triage, 90% of referrals were 
accepted. The remaining 10% did not meet clearly defined inclusion criteria. Figure 2 shows 
accepted referrals to ACU. Patient safety: There was less than 2% re-attendance with no 
adverse patient outcomes identified at 30 days. Flow: Mean time from triage to review was 4 
days (inclusive of bank holidays and weekends). Following appropriate same day investigations, 
66% of patients were suitable for discharge with a diagnosis and management plan. Return 
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on investment: Over 3 month period 400 bed days were saved with projected £860,000 
savings in the first year of service. There was a 15% reduction in the number of patients 
admitted to Cardiology and a 24% reduction in Acute Medical Unit referrals to Cardiology. 
Patient satisfaction: 99% of patients report all their questions were answered, 94% were very 
satisfied with their ACU experience, 99% would recommend the service to friends and family. 
Comments included “One stop shop. Service is a great idea”; “An efficient service which was 
quickly organised”; “To have everything dealt with on one day was great.”

Conclusion: This data confirms that an Ambulatory Cardiology Unit is not only safe and 
effective with positive patient experiences; it also provides potential for efficiency savings and 
reduced admissions in a healthcare system facing ever more demands on limited resources. 
Future considerations for expansion include pathways for direct access from General Practice 
and consultant of the week model to e-Triage referrals for more rapid assessment than 
traditional outpatient clinic review.

Abstract 26 Figure 1. What we do in ACU 
 

 

Abstract 26 Figure 2: Accepted Referrals to ACU 
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27. Fish in a barrel or sitting ducks? Preventive cardiology in the diabetic clinic; 
can proformas improve our shot?

1N Connolly, 2R Kelly, 1P Bergin, 3S Gholami
1 St James Hospital Dublin / Naas General Hospital, Ireland
2 Tallaght University Hospital / Naas General Hospital, Ireland
3 St Vincent’s University Hospital / Naas General Hospital, Ireland

Introduction: Type 2 diabetes (T2DM) is increasingly prevalent and one of the leading causes 
of cardiovascular disease. The European Society of Cardiology (ESC) provides a range of 
guidelines that have specific relevance to the diabetic population. Adequate risk assessment of 
this cohort is essential in providing targeted lipid therapy and lipid treatment goals for primary 
as well as secondary prevention of Atherosclerotic Cardiovascular Disease (ASCVD). Heart 
failure (HF) prevalence in T2DM is four-times higher than that of the general population. ESC 
guidelines recommend SGLT2 inhibitors for the prevention of HF hospitalisation irrespective of 
ejection fraction. SGLT2/GLP1 are also recommended to reduce CV events in established CV 
disease, or very high/high CV risk. Renin-Angiotensin-Aldosterone System inhibitors (RAAS-I) 
are the preferred antihypertensive agents in diabetic patients, especially with microalbuminuria 
is present and are shown to reduce urinary protein excretion and slow progression of kidney 
disease, an independent predictor of ASCVD.

Aim: To retrospectively measure guideline assessed risk stratification and subsequent 
guideline-direct medical therapy (GDMT) using a basic electronic proforma with an algorithm 
to highlight opportunities for service improvement.

Methods: Data was collected retrospectively from electronic patient letters/results in the 
T2DM clinic, Naas General Hospital, from Jan-Mar 2021. Data included; age, risk factors, 
relevant medical history, evidence of target organ damage, medications and lab results (renal/
lipid profiles, HbA1c, microalbuminuria) [Table1]. Microsoft Excel was used to identify; ASCVD 
risk, indications for RAAS-I, indications for SGLT2/GLP1 and whether patients were receiving 
GDMT to target, based on ESC Guidelines.

Results: 221 patients were included; average age 62.6 years, 57.5% Male. Calculated 
ASCVD risk; 62.9% very high, 33.5% high and 3.6% moderate [Table1]. 27.6% of patients 
had documented ASCVD and 40.3% had existing target end-organ damage. Overall 48% 
of patients were meeting lipid therapy goals but only 43.2% of very high risk category 
patients met the latest targets [Table2]. 45% of patients with a history of HF were on SGLT-
2. 44.1% of high/very high risk were not recorded as on SGLT2/GLP1. 83.3% of patients on 
antihypertensive therapy were on RAAS-I.

Conclusion: An overwhelming majority of patients attending the T2DM clinic (96.4%) were 
classified as high or very high ASCVD risk. Such a congregation of modifiable risk factors 
in one clinical setting provides a “fish-in-a-barrel” opportunity for CV disease prevention. 
However, unfamiliarity with guidelines amongst NCHDs and subsequent underestimation of 
risk means the opportunity for GDMT is often missed, leaving this risk population as “sitting 
ducks”. The use of a basic electronic proforma can readily establish patients at high and very 
high risk of ASCVD, as well as prompting when treatment goals are not being achieved. In 
addition it is possible to identify where the use of RAAS-I/SGLT2/GLP1 treatments could be 
beneficial and are not yet part of that patient’s care. Overall T2DM patients stand to benefit 
from the highlighted opportunities to reduce their cardiovascular risk.
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Abstract 27 Table 2. Guideline Directed 
Therapy Attainment 

Total %

Meeting Lipid Therapy Goal 106 48.0

Very High Risk (Target 
LDL<1.4) 60 43.2

High Risk (Target LDL<1.8) 42 56.8

Moderate Risk (Target 
LDL<2.6) 4 50.0

   
Anti-hypertensive therapy 
recorded 91  

HTN on ACE/ARB 76 83.5

Alternative anti-HTN 
without ACE/ARB 15 16.5

   
Microalbuminuria   

On ACE/ARB 25 83.3

Alternative anti-HTN 
without ACE/ARB 5 16.7

   
SGLT-2 or GLP-1 Therapy 121 54.8

Total SGLT-2 74 33.5

Total GLP-1 78 35.3

Total on both SGLT-2 and 
GLP-1 31 14.0

   
Very High Risk on SGLT-2/
GLP-1 75 54.0

Very High Risk without SGLT-
2/GLPS-1 64 46.0

Very High or High Risk 
without SGLT-2/GLP-1 94 44.1

   
CCF(HFpEF/HFrEF) on 
SGLT-2 9 45.0

Abstract 27 Table 1. Demographics and 
Calculated ASCVD risk 

 Total %

Male 127 57.5

Female 94 42.5

HTN 143 64.7

Chol 127 57.5

Known Fam Hx IHD 2 0.9

ASCVD 61 27.6

Known IHD or Carotid 
Disease 44 19.9

Prior CVA incl TIA/Stroke 14 6.3

PVD 12 5.4

CCF(HFpEF,HFrEF) 20 9.0

Known reduced EF < 35% 4 1.8

Target Organ Damage 89 40.3

Retinopathy 24 10.9

Peripheral Neuropathy 19 8.6

Microalbuminuria 68 30.8

CKD (eGFR<60) 57 25.8

CKD (eGFR<30) 9 4.1

T2DM >10 44 19.9

Calculated ASCVD Risk Total %

Very High Risk 139 62.9

High Risk 74 33.5

Moderate Risk 8 3.6
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28. Humoral response to SARS-CoV-2 vaccination among heart transplant 
recipients aged 18-70 years of age administered two doses of an adenoviral 
vector (ChAdOx1 nCoV-19) vaccine and a messenger RNA (BNT162b2) 
booster

1R Tanner, 1Starr, 1C Perez-Garcia, 2G Chan, 1E Dempsey, 3E Heffernan, 1J O’Neill, 2B Lynch, 
2,4M Hannan,1,4E Joyce
1 Department of Cardiology, Mater Misericordiae University Hospital, Dublin, Ireland
2 Department of Microbiology, Mater Misericordiae University Hospital, Dublin, Ireland
3 Department of Immunology, Mater Private Hospital, Dublin, Ireland
4 School of Medicine, University College Dublin, Ireland

Introduction: Solid-organ transplant (SOT) recipients have an excess mortality risk from 
severe acute respiratory syndrome coronavirus (SARS-CoV-2), while simultaneously initial 
reports have suggested blunted responses to messenger RNA (mRNA) vaccination. A paucity 
of data on adenoviral vector vaccines and heterologous booster use in SOT recipients exists. 
Hence, we undertook a two-phase study to firstly describe the safety and humoral response 
to two doses of the adenoviral vector ChAdOx1 nCoV-19 vaccine in our heart transplant 
population. The second phase sought to examine the humoral response to a heterologous 
mRNA booster in this patient cohort 

Methods: Heart transplant recipients aged 18 to 70 years of age were prospectively enrolled in 
this study. Participants had a serum blood sample drawn after each vaccination dose to test for 
total antibodies against the receptor-binding domain (RBD) of the spike (S) protein (anti-spike 
antibodies) using the quantitative Elecsys anti-SARS-CoV-2 S immunoassay. A screening 
questionnaire complemented with a serum sample testing for anti-nucleocapsid antibodies 
was employed to detect prior SARS-CoV-2. Participants were excluded if they had a history of 
SARS-CoV-2 infection or if they contracted the virus during the study period. Results A total 
of 92 heart transplant patients (mean age 50±12 years, 29% female) were enrolled in the 
first phase of the study. All included patients had a negative anti-nucleocapsid antibody result 
and no history of SARS-CoV-2. At a mean of 12±2 weeks after the initial ChAdOx1 nCoV-19 
vaccine 24% of patients (n=22) had a detectable antibody response, increasing significantly 
to 34.8% (n=32) 29 (IQR 28-31) days following dose 2, (p<0.001). In those patients eligible 
for phase 2 (n=80), 3rd dose “booster” vaccination resulted in 56% (n=45) of the study 
cohort producing a positive antibody response 30 (IQR 28-33) days after inoculation (Figure 
1). No serious adverse reaction to vaccination during phase 1 or 2 was recorded. Chronic 
kidney disease (CKD) stage ≥3 (OR 4.7, 95%CI 1.5-15, p=0.009) and mycophenolate use (OR 
4.1, 95%CI 1.2-14, p=0.02) were independently associated with a non-detectable antibody 
response after the initial 2 doses of the viral vector ChAdOx1 nCoV-19 vaccine. Conclusions / 
implications Heart transplant recipients who received 2 doses of the ChAdOx1 nCoV-19 viral 
vector vaccine and a mRNA booster vaccine failed to develop a detectable antibody response 
in 44% of cases. These findings highlight the importance of maintaining protective measures 
for transplant recipients, particularly those on more intensive immunosuppressive regimens, 
both at a personal and public health level, as well as investigating additional strategies to 
protect this vulnerable patient cohort.
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Abstract 29 Figure 1. 1a) Frequency of a detectable antibody response after each vaccination 
for 80 heart transplant recipients, 1b) Interval change in anti-spike antibody titres between the 
2nd ChAdOx1 nCoV-19 vaccine and the 3rd dose mRNA (BNT162b2) booster vaccine. 

Note: each frequency represents more than one person. Dotted line = threshold for detectable antibody response to 
SARS-C0V-2 vaccination (≥0.8 U/mL) 

29. AI-AIF: artificial intelligence-based arterial input function correction for 
quantitative stress perfusion cardiac magnetic resonance

1CM Scannell,1E Alskaf, 2N Sharrack, 2S Plein, 1A Chribri
1 Kings College London, UK
2 University of Leeds, UK

Background: The quantification of myocardial blood flow (MBF) from stress perfusion cardiac 
magnetic resonance (CMR) has the potential to facilitate the widespread clinical adoption 
of stress perfusion CMR. However, one of the major challenges of MBF quantification is the 
estimation of the arterial input function (AIF) as required for the tracer-kinetic modelling. 
Since high concentrations of contrast agent are recorded at the peak of the AIF, the non-linear 
relationship between the concentration of gadolinium and the measured MR signal leads to 
signal saturation. Current solutions require modifications of the image acquisition and thus 
have limited clinical adoption. Therefore, there is a clear unmet need for an AIF estimation 
approach that is both widely available and easy to integrate in clinical routine, ideally working 
with the standard images routinely acquired. In this work, we propose the artificial intelligence-
based AIF (AI-AIF). In particular, we show that a deep learning model can be trained to predict 
the unsaturated AIF from a standard images, using the reference modified dual-sequence 
acquisition AIFs (DS-AIFs) for training.

Methods: This was a multicentre retrospective study, including data from two UK centres 
with institutional ethical approval. The training dataset was a retrospective sample of patients 
exclusively from centre 1 (n = 218), and a test set was comprised of both an independent 
cohort of consecutive patients from centre 1 and an external cohort of patients from centre 
2 (n = 44) to test the generalisation of the model. A 1D U-Net convolutional network was 
used with 5 resolution steps of two 1D convolutional blocks with batch normalisation, ReLU 
activations, and dropout (probability = 0.2). 1D max-pooling and transposed convolutions are 
used for down and upsampling respectively. The model was trained for 200,000 iterations 
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(including data augmentation), with a batch size of 10 using the ADAM optimization algorithm 
(learning rate, 0.001) to minimise the mean squared error between the predicted and reference 
standard unsaturated AIFs. MBF was quantified in a fully-automated manner and compared 
between the DS-AIF and AI-AIF methods using the Mann-Whitney U test and Bland-Altman 
analysis. Data are presented as median (inter-quartile range).

Results: There was no statistical difference between the median MBF quantified with the 
DS-AIF (2.77 ml/min/g (1.08)) and quantified with the AI-AIF (2.79 ml/min/g (1.08), p = 0.33. 
Figure 1 shows an example patient’s predicted AI-AIF compared with the DS-AIF (a) and 
pixelwise MBF maps with both the DS-AIF and AI-AIF (b). Additionally, the Bland-Altman 
analysis (shown in Figure 2) shows minimal bias between the DS-AIF and AI-AIF methods for 
quantitative MBF with a mean bias of -0.11 ml/min/g.

Conclusion: Quantification of stress perfusion CMR is feasible with a single-sequence 
acquisition and a single contrast injection using an AI-based correction of the AIF.

Abstract 29 Figure 1. (a) A representative AIF curve from the test set showing both the 
DS-AIF and AI-AIF curves in comparison to the saturated standard AIF. (b) A comparison of 
quantitative MBF maps with both the DS-AIF and AI-AIF for a representative patient. It shows 
a close agreement between the methods, and similar diagnostic information being preserved 
with the use of the AI-AIF.
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Abstract 29 Figure 2. The Bland-Altman comparison of overall per-patient MBF values 
between the DS-AIF and AI-AIF approaches. 

30. Impact of metabolic surgery on left ventricular structure and function: 
differential impact in preserved versus reduced left ventricular ejection 
fraction

1D Hughes, 2R Wilson, 1Y Saijo, 1N Chan, 1A Kumar 1RA Grimm, 1B Griffan, 1WH Tang, 1SE Nissen, 
2A Aminian, 1B Xu 
1 Cleveland Clinic, Heart and Vascular Institute, Cleveland, United States of America
2 Cleveland Clinic, Bariatric and Metabolic Institute, Cleveland, United States of America

Introduction: Metabolic surgery has been proven to be the most effective long-term weight 
management strategy and has shown benefit in reducing the incidence of heart failure. 
However, the relationship between weight loss and left ventricular (LV) structure and function, 
including LV global longitudinal strain (GLS), is not well defined. This study evaluated LV 
structure and function before and after metabolic surgery to investigate its impact.

Methods: Between March 2005 and February 2019, patients having metabolic surgery at 
our center with transthoracic echocardiography (TTE) pre- and post-surgery, were recruited. 
Demographic, surgical and clinical data were obtained from electronic patient records. 
Echocardiographic variables were collected from the TTE studies, and global longitudinal strain 
(GLS) was analyzed with Velocity Vector Imaging (VVI, Siemens, v2.0, Pennsylvania, USA).

Results: There were 398 patients included in the study with pre- and post TTE imaging: of 
these, 349 (88%) had preserved LVEF (≥50%) and 49 (12%) had reduced LVEF (<50%). For 
the entire cohort, there were significant decreases in weight (124.8 kg to 96.1 Kg, P<0.001), 
body mass index (BMI) (45.6 to 34.0 kg/m2, P<0.001), body surface area (BSA) (2.5 to 2.2, 
P<0.001) and markers of cardiovascular risk factors. These changes did not differ significantly 
when stratified by baseline LVEF. Table 1 outlines the main demographic and clinical variables 
stratified by baseline LVEF. Patients with preserved LVEF were older (60.7 years versus 54.8 
years, P <0.001) and more likely to be female (72% versus 51%, P=0.003), compared to the 
subgroup with reduced baseline LVEF. Participants with reduced LVEF were more likely to have 
symptoms classified as New York Heart Association (NYHA) 2 (41% versus 22%, P=0.004) or 
NYHA 3 (24% versus 11%, P=0.026), compared to patients with preserved baseline LVEF. There 
were no significant differences between the subgroups in the rates of diabetes mellitus (59% 
versus 59%, P=0.953), hypertension (87% versus 88%, P=0.899) or hyperlipidemia (78% 
versus73%, P=0.608). Table 2 shows the echocardiographic variables for the two subgroups. 
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For those with preserved baseline LVEF, there were a number of statistically significant positive 
changes in the left ventricular structure including: decreases in the septal wall thickness from 
1.3 cm to 1.2 cm (P<0.001) and a decrease in the LV mass by 14.8 grams (P<0.001). Mean LVEF 
increased marginally, but not statistically significantly from 59.4% to 60.1% (P=0.105). The 
average GLS improved significantly from -16.2% to -18.4%. (P<0.001). For those with reduced 
LVEF, the improvements in the LV structure variables were more marked, with the septal and 
posterior walls decreasing in thicknesses from 1.2 cm to 1.0 cm (P<0.001) and 1.2 cm to 1.0 
cm (P<0.001), respectively. The LV mass decreased by an average of 45.9 g from 297.5 g to 
251.6 g (P<0.001). Mean LVEF increased significantly from 34.4% to 39.3% (P=0.003), and the 
average GLS also improved from -12.3% to -14.2% (P<0.001).

Conclusion: This study has demonstrated the novel findings associated with improvements in 
LV structure and function after metabolic surgery. There were significant decreases in LV wall 
thickness and LV mass, along with improvements in LVEF and LVGLS. Differential impact is 
observed, with greater improvements in those with reduced baseline LVEF.

Abstract 30 Table 1. Baseline Demographics and Clinical Characteristics.

Preserved EF (>50%) Reduced EF (<50%) P Value

Variable , Mean (SD) unless stated (n = 349) (n = 49)

Age, Years 60.7 (11) 54.8 (12) <0.001

Female, n (%) 252 (72) 25 (51) 0.003

Race, No. (%) 

White 223 (64) 30 (9) 0.716

Black 104 (30) 15 (31) 0.907

Multi-racial / other 22 (6) 4 (8) 0.622

Medical History, No. (%) 

Diabetes Mellitus 205 (59) 29 (59) 0.953

Hypertension 304 (87) 43 (88) 0.899

Hyperlipidemia 268 (78) 36 (73) 0.608

Ischemic Heart Disease 11 (3) 4 (8) 0.085

Liver Disease 90 (26) 7 (14) 0.079

Chronic Kidney Disease 59 (17) 14 (29) 0.048

Smoking History, No. (%)

Never 169 (48) 21 (43) 0.465

Former 166 (48) 27 (55) 0.323

Active 14 (4) 1 (2) 0.496

NYHA Class, No. (%) 

Class 1 214 (61) 14 (29) <0.001

Class 2 76 (22) 20 (41) 0.004

Class 3 39 (11) 12 (24) 0.026

Class 4 14 (4) 3 (6) 0.094

Time to post-operative echo, Days 1176.1 (871) 960.4 (795) 0.103
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Abstract 30 Table 2. Echocardiographic Variables pre and post Metabolic Surgery, Stratified by 
Baseline LVEF. 

Pre-Operative Post-Operative P Value

Preserved Ejection Fraction 
(≥50%) Mean (SD) (n = 349) (n = 349)

 - LVEF, % 59.4 (5.1) 60.1 (7.6) 0.105

 - LV mass, g 212.6 (76.0) 197.8 (75.3) <0.001

 - LV mass indexed, g/m2 84.9 (26.8) 92.1 (31.7) <0.001

 - Septal wall thickness, mm 1.3 (0.3) 1.2 (0.3) <0.001

 - Posterior wall thickness, mm 1.1 (0.2) 1.1 (0.2) <0.001

 - Average LVGLS, % -16.17 (2.5) -18.42 (2.8) <0.001

Reduced Ejection Fraction (EF) 
(<50%) Mean (SD) (n = 49) (n = 49)

 - LVEF, % 34.4 (11.1) 39.3 (13.5) 0.003

 - LV mass, g 297.5 (114.6) 251.6 (103.7) <0.001

 - LV mass indexed, g/m2 117.0 (40.1) 113.2 (41.6) 0.403

 - Septal wall thickness, mm 1.2 (0.3) 1.0 (0.3) <0.001

 - Posterior wall thickness, mm 1.2 (0.2)  1.0 (0.2)  <0.001

 - Average LVGLS, % -12.3 (3.2) -14.2 (4.2) <0.001

31. Incidental coronary artery calcification on non-cardiac computed tomography: 
a 5 year follow up study

1K Millar, 2G Giblin, 1N Fitzpatrick, 1BF McAdam
1Beaumont Hospital Dublin Ireland
2Gerard Giblin Mater Misericordiae Hospital, Dublin, Ireland

Introduction: The presence of coronary artery calcification (CAC) on CTPA is an established 
risk factor for Acute Coronary Syndrome (ACS). CT angiography is highly sensitive for the 
detection of significant coronary artery disease (CAD). Visual ranking of CAC on low dose 
CT Thorax has been shown to be reliable when compared to ECG-gated calcium scoring 
CT scans. However, CAC that is present on CTPA is frequently underreported or indeed 
unreported. In 2015, we carried out a single-centre retrospective review to evaluate the 
incidental prevalence and burden of coronary artery calcification on CTPA used for patients 
presenting with chest pain suspicious for PE. This is a retrospective study of the 101 patients 
who were part of the 2015 study over a 5-year follow-up period. The primary endpoint was 
the incidence of MACE in patients who were found to have CAC compared with those without 
evidence of CAC on CTPA.

Methods: The medical notes of all 256 consecutive patients who had CTPAs performed in 
our institution between 01/07/2014 to 30/09/2014 were reviewed for investigation of chest 
pain and dyspnoea with Wells criteria suggestive of PE. The inclusion criteria were: 1.Patients 
who had a CTPA during the study period. 2. Patients who were aged between 40 and 70 at 
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the time of their CTPA being filmed. The exclusion criteria were: 1.Patients who were aged less 
than 40 or over 70 and 2.Patients who did not have any follow up in our institution. A cohort of 
100 patients that met the inclusion criteria was identified. They were grouped into patients with 
evidence of CAC and without evidence of CAC (NCAC) on CTPA (Table 1).

Results: 100 patients met our inclusion criteria. 30% were female. The median age was 57 
with an interquartile range of 16.05. Patients with incidental evidence of CAC tended to be 
older than those with NCAC. There was no significant difference in the gender distribution 
between both groups. The primary outcome of 5 Year MACE occurred in 22 patients in the 
CAC group and only 2 patients in the NCAC group (46.81% vs. 3.77%, P=<0.001). Six patients 
(12.76%) in the CAC group had an ACS in the follow up period compared with 0 in the NCAC 
group (P=0.008). 10 patients in the CAC group underwent revascularization in the follow up-
period compared with 0 in the NCAC group, with 8 (17.02%) undergoing PCI (P= 0.008) and 
2 undergoing CABG (P=0.214). 28 patients (59.56%) in the CAC group attended a cardiology 
outpatients appointment in the follow-up period compared with fifteen (28.3%) in the NCAC 
group (P=0.002). 29 patients (61.7%) in the CAC group underwent coronary angiography 
compared with eight patients (15.09%) in the NCAC group (P=<0.001). 31 patients (65.96%) 
in the CAC group had a TTE in the follow-up period, compared with 36 (67.92%) in the 
NCAC group (P=0.017). One patient (2.13%) had a CTCA in the CAC group compared with 3 
(5.66%) in the NCAC group (P=0.621). Seven patients (14.90%) in the CAC group had a CMRI, 
compared with 6 (11.32%) in the NCAC group (P=0.767) (Table2).

Conclusion: In summary, the presence of coronary artery calcification on non-gated CT 
pulmonary angiography is a predictor for future MACE, acute coronary syndrome and need for 
medical treatment and percutaneous coronary intervention. This is a significant finding and 
highlights the importance of reporting radiologists being alert to the presence and absence of 
coronary artery calcification on non-gated, non-cardiac focused thoracic imaging.

Abstract 31 Table 1: Baseline Characteristics 

CAC(n=47) NCAC (n=53) P Value*

Age 60.69 ± 7.5 54.14 ± 8.33 <0.001

Sex M(%)/F(%) 34 (72.34%)/13 
(27.66%)

36 (67.92%)/17 
(32.08%) 0.6

Antiplatelet Agent 30 (63.83%) 18 (33.96%) 0.003

Statin 32 (68.09%) 17 (32.08%) <0.001

± Values Refer To Standard Deviation From The Mean.
*P Value from Mann Whitney U Test/Fishers Exact/Chi Squared/T-Test as detailed in methods.
*P Value <0.05 was determined to be statistically significant.
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Abstract 31 Table 2: Endpoints 

CAC (n=47) NCAC (n=53) P Value*

Primary Endpoints:

MACE (%) 22 (46.81%) 2 (3.77%) <0.001

ACS (%) 6 (12.76%) 0 (0%) 0.008

PCI (%) 8 (17.02%) 0 (0%) 0.008

CABG (%) 2 (4.26%) 0 (0%) 0.214

Secondary Endpoints:

Other Cause of Death 
(%) 15 (31.91%) 17 (32.08%) 0.829

Cardiology OPD (%) 28 (59.56%) 15 (28.30%) 0.002

TTE (%) 31 (65.96%) 36 (67.92%) 0.017

EST (%) 2 (4.26%) 2 (3.77%) 1.00

CTCA (%) 1 (2.13%) 3 (5.66%) 0.621

CMRI (%) 7 (14.90%) 6 (11.32%) 0.767

Angiography (%) 29 (61.70%) 8 (15.09%) <0.001

Safety Endpoint:

All-Cause Mortality 21 (44.68%) 18(33.96%) 0.312

*P Value from Mann Whitney U Test/Fishers Exact/Chi Squared/T-Test as detailed in methods.
*P Value <0.05 was determined to be statistically significant.

MODERATED POSTER SESSION 3

32. The heart-brain axis: could high sensitivity troponins predict cardiac disease in 
acute ischaemic stroke? A single-centre retrospective observational study

A Duncan, D Khalil, O Lynch

OLOL Hospital, Drogheda, Co. Louth, Ireland

Background and Aims: Measuring troponin levels is currently recommended by the AHA 
and ESO as a baseline investigation in the management of patients presenting with acute 
ischaemic stroke. This study aims to investigate the value of high-sensitivity troponins in the 
setting of an acute ischaemic stroke as a surrogate biomarker for predicting underlying cardiac 
disease.

Methods: This is a single-centered retrospective observational study. The inclusion criteria 
consisted of a confirmed acute ischaemic stroke radiographically on MRI or CT during the 
calendar year 2020. Exclusion criteria consisted of the absence of any one of the following; 
troponin levels measured on acute presentation, Echocardiogram, or extended rhythm 
monitoring. The primary outcome is to investigate potential predictors of high Troponin levels 
using a regression model. The secondary outcomes include investigating the length of stay 
(LOS) as a potential predictor of diagnosing atrial fibrillation/flutter (AF).
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Results: There was a total of 222 confirmed ischaemic strokes in our center. 127 patients 
met the eligibility criteria. The most common missing investigation leading to exclusion was 
an echo (50 patients). 5 patients died within 24 hours of presentation. 21.5% of patients 
had a raised Troponin at the time of acute presentation. A logistic regression model shows 
that increasing age (p-value 0.014) and a diagnosis of AF (p-value 0.018) are significant 
predictors of a raised troponin. There were no statistically significant associations between sex, 
the vascular territory of stroke, or echo findings. The R-squared value of our model is 0.38. 
Patients were 3.3 times more likely to be diagnosed with AF if they had a raised troponin level. 
In patients with a normal troponin, there was a statistically significant association (p-value 
0.026) between an increased left atrial volume (>34ml/m^2) and AF diagnosis. This was 
not seen in patients with a raised troponin. The Cox Regression model compares the group; 
raised vs. normal troponin. While investigating the risk of being diagnosed with AF as a hazard 
and controlling for all other variables, this model shows that those patients who had normal 
troponin were more likely to receive a diagnosis of AF as the LOS increased (Graph 1).

Conclusion: A raised Troponin in the setting of an acute ischaemic stroke could potentially be 
a biomarker for AF. This has important prognostic outcomes and changes management in 
the sub-acute setting. Other surrogate markers seemed to play little role in prediction with the 
data we have observed in our cohort of patients with a raised troponin. Increased LOS did not 
lead to higher rates of diagnosis of AF in patients with a raised troponin level.

Abstract 32 Graph 1: LOS & AF Diagnosis
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33. The therapeutic benefit of upgrade to cardiac resynchronization therapy in 
patients with pacing induced cardiomyopathy

1R Kerley, 1C O’Dowling, F Campos, 2R Murphy, 3K Walsh, 1G Fahy
1 Cork University Hospital, Cork, Ireland
2 St James’s Hospital, Dublin, Ireland
3 Hospital of the University of Pennsylvania, Electrophysiology Division, USA

Background: Pacing induced cardiomyopathy (PICM) is an important cause of heart failure 
in patients with a right ventricle (RV) pacing burden. Recent evidence suggests upgrade to 
cardiac resynchronization therapy (CRT) may reverse PICM.

Objective: To assess the extent and identify predictors of improvement following upgrade to 
CRT in patients with PICM.

Methods: We retrospectively analysed 43 patients undergoing CRT upgrade for PICM over a 
ten-year period 2011-2021 at our tertiary referral centre. All patients who underwent device 
upgrade from a dual or single chamber ventricular pacemaker to CRT were included. PICM 
was defined as a decrease of ≥10% in left ventricular ejection fraction (LVEF), resulting in 
LVEF <50% among patients experiencing ≥ 20% RV pacing without an alternative cause for 
cardiomyopathy.

Results: LVEF significantly improved from 28.7% pre-upgrade to 44.3% post CRT upgrade (p < 
0.01). Most LVEF Improvement occurred within the first 3 months with a mean LVEF improving 
from 28.7% to 41.5%. Of 37 patients with severe LV dysfunction, 34 (91.9%) improved to a 
LVEF >35% with a median time of 9.4 months and 13 patients (35.1%) improved to a LVEF > 
50% with a median time of 14.0 months. (Table 1). The LV end diastolic diameter improved 
from 5.9 cm pre-upgrade to 5.4 cm post upgrade which was statistically significant (p < 
0.01). In linear regression, ACE inhibitor or ARB use was associated with significant LVEF 
improvement (+7.21%, p = 0.05). We observed a low rate of complications and one in four CRT 
upgrades required venoplasty (10/43, 23.3%).

Conclusion: We provide definitive evidence for the therapeutic role of CRT upgrade in the 
management of patients with PICM. Our data shows that 91.4% of patients with severe PICM 
will see recovery of the LV function to an EF >35%. 

Abstract 33 Figure 1 – LVEF Response to Upgrade
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Abstract 33 Table 1. Factors associated with Improvement in LVEF Post Upgrade 

Univariate Multivariate

LVEF 
Increase 95% CI p 

Value
LVEF 

Increase 95% CI p 
Value

Female 0.30 -5.76 to 6.29 0.93

Age -0.22 -0.47 to 0.03 0.08 -0.18 -0.43 to 0.08 0.18

Coronary Artery Disease -0.21 -5.74 to 5.33 0.94

Atrial fibrillation 0.67 -4.86 to 6.20 0.81

Clinical Heart Failure 7.45 -0.86 to 15.76 0.08

Beta blocker use 0.71 -6.39 to 7.82 0.84

ACE inhibitor or ARB use 7.16 1.42 to 12.91 0.02 7.21 -0.10 to 14.53 0.05

MRA use 7.54 2.33 to 12.74 0.01 4.51 -1.57 to 10.59 0.14

Loop diuretic use 0.89 -4.91 to 6.69 0.76

Pacemaker Indication – 
complete heart block -3.87 -12.42 to 4.68 0.37

CRT Defibrillator 
Implantation 3.49 -2.75 to 9.74 0.27

Right ventricular pacing 
percentage -0.05 -0.08 to 0.17 0.46

LBBB -1.64 -9.61 to 6.33 0.68

RBBB 7.63 -1.59 to 16.85 0.10

Time to PICM -0.01 -0.04 to 0.02 0.64

Time from PICM to 
upgrade (yrs) -0.43 -1.22 to 0.36 0.27

Need for venuloplasty 
during upgrade 2.50 -4.00 to 9.00 0.44

Native QRS 0.01 -0.14 to 0.16 0.90

Pre upgrade paced QRS 0.06 -0.05 to 0.18 0.26

Post upgrade paced QRS -0.06 -0.17 to 0.06 0.30

Change in QRS post 
upgrade -0.06 -0.18 to 0.05 0.28

Pre-upgrade EF -0.42 -0.72 to -0.11 0.01 -0.26 -0.65 to 0.13 0.18

Pre-upgrade LVIDd 2.31 -1.15 to 5.77 0.18

PICM indicates Pacing Induced Cardiomyopathy; LBBB, left bundle branch block; RBBB, right bundle branch block; MRA, 
Mineralocorticoid receptor antagonist; ACE, angiotensin receptor antagonist; ARB, Angiotensin Receptor Blocker; EF, 
ejection fraction.
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34. Are we using too low thresholds of nt-probnp to screen patients aged 75 
years and older for assessment in our one-stop rapid access heart failure 
diagnostic clinic?

D Mac Elhatton, P Campbell, A Gray

Southern Health and Social Care Trust, Northern Ireland

Introduction: It is widely accepted that levels of natriuetic peptides are known to vary 
significantly with age. In view of this many services set a higher threshold of NT-proBNP 
level in elderly patient groups when outlining criteria for assessment in a Heart Failure (HF) 
diagnostic clinic. The prescience, or otherwise, of this approach has come into sharp focus with 
the onset of the ageing population and subsequent increased demand on services. Our one-
stop Rapid Access HF clinic (RAHFC) utilises the NICE guideline recommended pathway of 
echocardiogram and HF specialist review within 2 weeks when NT-proBNP ≥2000pg/ml, and 
within 6 weeks when NT-proBNP 400-2000pg/ml, regardless of age. We sought to review 
whether, in those aged 75 or over, the threshold of NT-proBNP levels ≥400 was justified by 
determining if it remained useful in diagnosing HF in this age group.

Methods: Using the Northern Ireland Electronic Care Record we analysed our RAHFC registry 
to determine the percentage of patients aged 75 and over who were diagnosed with heart 
failure according to the aforementioned NICE recommended NT-proBNP level subgroups. 
Patients with a diagnosis of heart failure were sub classified as preserved, mildly reduced or 
reduced ejection fraction. 18 patients were excluded due to incomplete information i.e. no NT-
proBNP level, no transthoracic echocardiogram or no clinic letter available.

Results: Between 17/02/2020 and 14/04/2022, 641 patients attended our RAHFC. 50.70% 
were aged 75 years or older at the time of referral. We found % heart failure diagnosis in 
patients aged 75 and over attending our RAHFC was 76.87% overall; 68.13% in those with 
NT-proBNP 400 – 2000pg/ml and 86.13% in patients with NT-proBNP over 2000pg/
ml (Chart 1). 31.92% of patients aged 75 or over had heart failure with preserved ejection 
fraction, with 17.26% in the mildly reduced ejection fraction group and 27.69% with a reduced 
ejection fraction respectively (Chart 2). 23.13% of these patients had a diagnosis other than 
heart failure (Chart 2). The majority of these patients (56.34%) had atrial fibrillation, renal 
dysfunction or valvular heart disease as their primary diagnosis (Table 1). Some 42.25% of the 
non-heart failure group went on to have some form of follow up with the cardiology services.

Conclusion: Our results indicate that even in an elderly population a modest elevation in NT-
proBNP may indeed reflect underlying heart failure. We are therefore not inclined to increase 
our clinic acceptance criteria as this would deprive a significant proportion of elderly patients 
of a heart failure diagnosis and the many benefits that accompany early optimisation of their 
management. Of the non-heart failure cohort the raised levels of NT-proBNP were likely 
accounted for by renal dysfunction, atrial fibrillation and valvular disease in a large group. 
Interestingly a significant minority of non-heart failure patients went on to have cardiology 
follow up. This could be in keeping with raised NT-proBNP levels showing a poor prognostic 
value more broadly.
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Abstract 34 Chart 1: Percentage diagnosis of heart failure at RAHFC for patients aged 75 and 
above by NT-proBNP subgrouping 
 

76.87%

68.13%

86.13%

0.00%

10.00%

20.00%

30.00%

40.00%

50.00%

60.00%

70.00%

80.00%

90.00%

100.00%

Percentage Diagnosis of Heart Failure at 
RAHFC for patients aged 75 and above by NT-

proBNP subgrouping

Overall NT-proBNP 400-2000 NT-proBNP over 2000

Abstract 34 Chart 2: diagnosis at RAHFC for patients aged 75 and above by classification of 
heart failure 
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Abstract 34 Table 1: Non-heart failure diagnoses at RAHFC

Other Diagnosis at RAHFC No. of patients

Renal Dysfunction 14
AF 12
Valvular Heart Disease 11
Hypertension 6
Angina 4
COPD 4
Amyloidosis 3
AF & Valvular Heart Disease 3
Dependant oedema 2
Lung cancer 2
Anaemia 1

Other Diagnosis at RAHFC No. of patients

Bronchiectasis 1
Complete heart block 1
Hypertrophic cardiomyopathy 1
Iatrogenic oedema 1
Lymphoedema 1
Occupational lung disease 1
Pulmonary hypertension 1
Sarcoidosis 1
Takotsubo cardiomyopathy 1
Total 71
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35. Aspirin: a snapshot of current practice in cardiovascular disease prevention

C Powell, A Wyse, M Widdowson

Tallaght University Hospital, Dublin, Ireland

Introduction: Aspirin remains a pillar of secondary prevention in cardiovascular disease (CVD), 
where its evidence-based usage has been established for nearly 50 years. The compound’s 
plethora of historical applications include primary prevention of CVD. In the wake of the 
ASCEND, ASPREE and ARRIVE trials, the 2021 ESC guidelines on CVD prevention issue a class 
III indication for aspirin in primary prevention in individuals with low/moderate CVD risk and 
in those ≥70 years of age, acknowledging unacceptable bleeding risk. Contrastingly, evidence 
remains nebulous on aspirin’s use in apparently healthy individuals <70 years of age with high 
CVD risk, where decisions should be individualised. The aim of this audit is to identify patients 
prescribed aspirin for both primary and secondary CVD prevention in order to ascertain if 
ongoing treatment is recommended based upon the 2021 ESC guidelines on CVD prevention.

Methods: This retrospective study was conducted at Tallaght University Hospital Acute Medical 
Unit. Data was collected over a one-month period from April–May 2022, employing chart 
review, supplemented with data from radiology, cardiology and laboratory online systems. 
All patients prescribed aspirin were eligible for inclusion. Secondary prevention was defined 
as prior myocardial infarction, coronary revascularisation, stroke, transient ischaemic attack, 
peripheral vascular disease or carotid stenosis. SCORE2 (non-diabetics <70yrs) and ADVANCE 
(diabetics <70yrs) CVD risk calculators were deployed in the primary prevention cohort. Data 
was anonymised using a unique reference number for each patient, with the coding sequence 
stored strictly at the heart failure clinic.

Results: In total, we assessed 62 patients who were prescribed aspirin. This was an elderly 
population (mean age 72, SD 9.8), with a high prevalence of diabetes (48%). 21 (34%) were 
female. 19 (31%) of patients did not have a secondary prevention indication for aspirin 
therapy. Of these 19 with a primary prevention strategy, 11 (58%) were ≥70 years of age, 
automatically contraindicating aspirin for use in this context. CVD risk calculation was applied 
to the remaining 8 patients <70 years of age. 2 were deemed high-risk, 2 moderate-risk and 4 
low-risk for a CV event. Of those patients prescribed aspirin for primary prevention only 42% 
were co-prescribed a statin. 35/62 (56%) of the total cohort were co-prescribed proton pump 
inhibitor.

Conclusions: Contravening contemporary evidence, aspirin use in primary prevention of CVD 
remains prevalent. While knowledge gaps and nuances to treatment in certain cases exist, 
clinicians should strive to avoid prescription of aspirin where it has potential to harm. Along 
with research to address aspirin’s merit in high-risk individuals <70yrs, education is required to 
empower educated, safe and effective decision making.
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36. Phenotypic predictors of genotype positivity in probands with hypertrophic 
cardiomyopathy (HCM)

D Ranganathan, M Killian, D Moore, M Gallagher, C McGorrian, J Galvin

Mater Misericordiae University Hospital, Dublin, Ireland

Introduction: HCM is the most common inherited cardiomyopathy and a leading cause of 
sudden cardiac death (SCD). With growing access to genetic testing, and incorporation of 
genetics in diagnosis and personalised management, it is critical to better understand the 
phenotypic predictors of pathogenic or likely pathogenic (P/LP) variants. This has implications 
for family screening, as well as resource planning.

Aims: To the yield of genetic testing in unexplained left ventricular hypertrophy (LVH) and to 
further identify the phenotypic predictors of genotype positivity in HCM patients.

Method: A retrospective single centre study of 213 patients, who had undergone 
comprehensive HCM testing was carried out. Thirteen patients were excluded (6 - SCD, 7 - 
significant, non-HCM gene). Demographic information was obtained from clinic data and each 
patient’s LVH pattern was then classified as sigmoid, concentric, reverse or apical based on 
trans-thoracic echocardiogram (TTE). Pathogenicity of variants was classified according to the 
American College of Medical Genetics (ACMG) criteria.

Results: A total of 200 patients were included in the analysis, of which 167 had TTE 
undertaken in the study centre, allowing for further detailed phenotype analysis. In the 200 
patients, the mean age was 53.85 (SD 14.04) with 151 (75.5%) being male, 66 patients (17.5%) 
had an underlying diagnosis of hypertension (HTN) with an average of 1 anti-hypertensive 
agent (58.7%), 30 patients had a family history of SCD (17.5%), 41 patients (24.6%) had 
underlying atrial fibrillation, 53 patients had a history of ventricular arrhythmia (26.5%), 61 
patients had an implantable defibrillator (31.8%), 3 patients had an aborted cardiac arrest 
(1.5%), 7(3.5%) patients had septal myomectomy and 4(1%) patients required a cardiac 
transplant. Echocardiographic analysis showed a mean interventricular septal thickness 
in diastole (IVSd) of 19.8mm (SD 4.3) and the left ventricular internal diameter in diastole 
(LVIDd) was 44.2mm (SD 8.3). Genetic testing was appropriate in 195 patients (97.5%), with 
the remainder 4 patients had IVSd <15mm and 1 patient had moderate aortic stenosis. A core 
HCM panel (17 genes) was performed in 192 patients, 6 patients had extended HCM (69 
genes) and 2 patients had global CM panel (109 genes), with a yield, of LP/P in 58 (30.2%), 
3 (50%) and 1 (50%) within each respective panel. No gene, including likely benign (LB) and 
benign (B), was identified in 98 patients (49%). MYBPC3 and MYH7 were the most frequently 
identified variants (Figure 1). Sub-analysis of 167 patients with TTE showed the concentric 
pattern of LVH was most frequent at 31.7% (53 patients) followed by reverse, apical and 
sigmoid patterns (Table 1). Younger patients, females, family history of SCD, normotensive with 
reverse pattern LVH (p value <0.001) predicted LP/P variant identification (Table 2).

Conclusion: Genetic testing was appropriately offered and comparable to international 
guidelines (33.3% ESC, 32% AHA). In patients with unexplained LVH being younger, female, 
having a family history of SCD, normotensive and a reverse pattern LVH on TTE predicted a 
higher yield of LP/P variant identification. This study has implications for supporting better 
phenotype-based genetic counselling and resource usage for HCM patients.
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Abstract 36 Figure 1 – Frequency of variants identified 

Abstract 36 Table 1 – LVH Pattern 

Abstract 36 Table 2 – Phenotype and variant association 
 



82 | IRISH CARDIAC SOCIETY 73RD ANNUALSCIENTIFIC MEETING & AGM PROGRAMME 6–8 October 2022

37. Characterization, short term outcome and anatomical distribution of rotational 
and focal activities in persistent atrial fibrillation

1A Mittal, 2SJ Lennon, 4J Mannion, 1M Isaak, 1J O’Brien, 1G Jauvert, 1, 2E Keelan, 1, 2J Galvin, 1, 3G Szeplaki, 
1U Boles
1 Atrial Fibrillation Institute, Mater Private Hospital, Heart & Vascular Centre, Dublin, Ireland
² Mater Misericordiae University Hospital, Dublin, Ireland
³ Royal College of Surgeons in Ireland, Dublin, Ireland
⁴ Beaumont Hospital, Dublin, Ireland

Introduction: Pulmonary vein isolation has become the cornerstone treatment of Atrial 
Fibrillation (AF), although its efficacy varies for up to 72% in cases of paroxysmal AF and 
around 50% in persistent AF after single procedure. Improving outcomes post ablation in 
persistent AF (Pe AF) has been challenging, despite of the applications of various strategies. 
Automated detection and ablation of repetitive rotational and focal activities RAs/ FAs in 
persistent AF has been valued of possible viable therapeutic targets.

Purpose: We sought to study frequency and anatomical distribution of FAs/RAs across left 
atrium (LA) post PVI. Also, to compare standard approach of Pulmonary vein Isolation (PVI) 
with additional ablation lines vs PVI and FA/RA ablation to compare follow-up AF free burden.

Methods: We retrospectively studied 60 cases with Pe AF who had first time RF ablation 
treatment (20 cases had FAs/RAs mapped and ablated in plus; 40 cases had standard 
ablation approach. Following PVI, sequential high-density mapping performed with 
multielectrode catheter applied for 30 seconds at each anatomical location in LA only. Follow 
up information were gathered at 3rd, 9th, and at 12th months post index procedure using 
electronic hospital records. All data were analysed using SPSS software program (IBM Inc).

Results: Cohort demographics were comparable in both groups. In total 279 area of interest 
mapped in 20 pts (average 13.95 applications per patient), with a total of 84 FAs and 3 RAs 
detected. LAA hosted majority of FAs/RAs among all 9 segments of LA (anterior, posterior, 
septal, lateral, LAA, roof, floor, RPVA and LPVA) (Figure 1). There was no significance difference 
in the maintenance of SR between RFs/FAs ablation and control group with standard PVI 
(p-0.13). The mean (CI at 95%) in months for SR in RAs/ FAs ablation group was 7.35 (5.6 
– 9.1 months), whereas in control group was 8.73 (7.3 – 10.1) months (Figure 2A). There was 
no significant difference in the number of additional ablation lines created in both groups (6, 
30% vs 9, 23%: p-0.54). In control group the PVI alone group appeared to maintain SR longer 
than PVI plus additional line, however this did not fully reach significance (p-0.07). In RAs/ FAs 
group, PVI alone trended on maintaining SR for longer however it did not reach significance 
(p-0.09). On sub-analysis, we found no significant difference in maintaining sinus rhythm by 
adding FAs/RAs ablation to posterior box isolation (p-0.28) (Figure 2B).

Conclusion: Anatomically, LAA hosts majority of FA/Ras areas in LA. Short term outcome at 
12 months revealed, additional ablation of FA/RAs confined to LA has higher trend to maintain 
sinus rhythm compared to standard ablation approach in Pe AF cases despite of statistical 
insignificance. Large, randomized, and prospective trials to identify the role of FA/RAs ablation 
in LA are awaited.
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Abstract 37 Figure 1: Graphic representation of frequency and distribution of FAs/RAs across LA

FA-focal activity; RA-rotational activity; LA- left atrium; LAA-left atrial appendage; LPVA-left pulmonary vein antrum; 
RPVA-right pulmonary vein antrum

38. Impact of SGLT2 inhibitors on diuretic requirement and renal function in a 
routine community heart failure population

1R Doyle, 1J Abboud, 1M Barrett, 1C Halley, 2K McDonald, 1D O’Callaghan
1 St Vincent’s University Hospital Dublin, Ireland
2 University College Dublin, Ireland

Aims: Sodium-glucose Cotransporter-2 (SGLT2) Inhibitors are now advised as standard 
front line therapy for heart failure reduced ejection fraction (HFrEF) patients irrespective of 
whether diabetes is present or not. There has now been a multitude of positive trials in favour 
of SGLT2 inhibitor use with little information on how routine community HFrEF populations 
respond to this intervention in the setting of already taking maximum tolerated conventional 
disease modifying therapies. One of the proposed mechanisms for the positive SGLT2 
inhibitor effect on HFrEF patients is an evoked diuretic response, however data from clinical 
trials or heart failure population studies to support a reduction in standard diuretic therapy 
with SGLT2 inhibitor use is lacking. We therefore set out to assess whether there was changes 
in our patient’s diuretic requirement after initiation of SGLT2 inhibitor and whether the SGLT2 
inhibitors had any effect on their renal function.

Methods: All patients commenced on SGLT2 inhibitors as additional medical therapy for 
HFrEF in a twelve-month period were included in the study. SGLT2 inhibitor therapy was 
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initiated once patients were fully optimised on conventional medical therapy and stable from a 
heart failure perspective. Data surrounding patient requirement for loop diuretics and thiazide 
diuretics for symptom and volume control after initiating an SGLT2 inhibitor was collected. 
Data on baseline serum creatinine at time of initiation of an SGLT2 inhibitor was collected 
and compared with their creatinine level at their most recent heart failure review. All data was 
obtained from the patients electronic patient record.

Results: There were 184 patients commenced on SGLT2 in the 12-month period studied of 
which 78% (144 patients) were male and 26% (48 patients) were diabetic. The average age 
was 69 years old. Of the 184 patients, 135 patients (73%) were taking loop diuretics with 59% 
taking bumetanide and 41% taking frusemide. 5 patients were also taking an additional thiazide 
diuretic (metolazone). There was a significantly higher proportion of patients (44%) who had 
lower diuretic requirement at follow up, then those that remained unchanged (41%) or those 
that required more diuretic therapy (15%). 35% of patients at least halved their diuretic dose 
with just 6% doubling or more their diuretic dose. 182 patients (99%) had their creatinine 
measured at initiation and 174 patients (95%) had their creatinine measured at follow up visits 
with an average follow up period of 4.5months (Table 1). Table 2 presents patient changes in 
serum creatinine levels seen in our patients from time of initiation of the SGLT2 to their follow-
up visits with the mean change being 4.77μmol/L at follow-up.

Conclusion: The majority of patients who were put on SGLT2 inhibitors for HFrEF 
pharmacotherapy either had a significant reduction or no change in their diuretic requirement 
at their most recent follow up visit. The 4.77μmol/L mean change in serum creatinine was a 
small but statistically significant change seen in serum creatinine over the follow up period but 
this change in creatinine is unlikely to have any clinical significance.

Abstract 38 Table 1: Patient Characteristics 

ACE-I/ARB/
ARNI* Beta Blocker MRA**

Prescription rates at conventional heart 
failure therapies at time of SGLT2 Initiation

180 (98%) 
(80% on ARNI) 165 (90%) 147 (80%)

*ACE./ARB/ARNi = Angiotensin-converting-enzyme inhibitor/angiotensin II receptor 
blocker/ angiotensin receptor neprilysin inhibitor 
**MRA = Mineralocorticoid receptor antagonist

Number of 
patients (%)

Average % 
change (+/-SD)

Min:Max 
change in 
diuretic

Statistical 
significance 
using One-
Way Anova

Patients who required 
less diuretic 60 (44%) 72% (+/- 31%)

17% to 100% 
decrease in 
diuretic F-ratio value 

is: 244.05

The p value 
is: <0.00001

Patients whose 
diuretic dose remained 
unchanged

55 (41%) 0% (+/- 0%) 0%

Patients who required 
more diuretic 20 (15%) 69% (+/- 43%)

14% to 200% 
increase in 
diuretic
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Abstract 38 Table 2: patient changes in serum creatinine levels 

Number of 
Patients with 
recorded value 
(% of patients)

Mean Standard 
Deviation

Mean difference in 
creatinine from initial 
to follow-up (95% 
Confidence Interval)

Two tailed 
P value 
(paired t 
test)

Creatinine at 
SGLT2 initation 182 (99%) 112 

μmol/l
+/- 39 
μmol/l 4.77 μmol/l (-1.75 

—> 7.79 C.I.) 0.0021
Creatinine at 
follow up visit 174 (95%) 117 

μmol/l
+/- 39 
μmol/l

Average follow up duration (months) 4.5 months

Standard deviation +/- 3 months

Range of follow up in months 1 month —> 16 months

39. Pre-clinical heart failure: a description of Stage A and B heart failure in the 
community

A Moore, M Ledwidge, K McDonald

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

Introduction: A greater focus on prevention is needed to manage the epidemic of heart failure 
(HF). The 2022 AHA/ACC HF guidelines revised the definition of Stage B (pre-HF) to now 
include previously identified Stage A (at-risk) patients with an elevated BNP (35pg/mL). Whether 
this newly identified Stage B population is equivalent to the original has yet to be examined.

Methods: We retrospectively analysed clinical characteristics, serial echocardiographic, brain 
natriuretic peptide (BNP) and outcome data of 1,425 patients who returned for two visits in the 
St Vincent’s Screening TO Prevent HF (STOP-HF) Programme. Patients were categorised as 
Stage A or Stage B at baseline using original and revised guideline definitions.

Results: Baseline Data A population of 1,425 was analysed. On average, visit 2 was completed 
5.3 years after visit 1. The average age at visit 1 was 64 years with females accounting for 
54% (n=776). At visit 1, 72% (n=1,026) were classified as Stage A and 28% Stage B. Average 
BNP of a Stage A patient was 29pg/ml versus 64pg/ml for Stage B. Stage B patients had 
higher comorbidity rates, especially atrial fibrillation (19% vs 5%), hypertension (79% vs 68%) 
and ischemic heart disease (20% vs 8%). Progression/Regression Amongst Stage A patients 
between visit 1 and visit 2, 74% (n=757) remained in Stage A, 25% (n=252) progressed to 
Stage B and 2% (n=7) progressed to Stage C. Amongst Stage B patients, 65% (n=259) 
remained in Stage B, 11% (n=44) progressed to Stage C, and 24% (n=95) regressed to Stage 
A. Multivariate analysis showed the key drivers of progression were age (p=0.001), vascular 
disease (p=0.025), triglycerides (p=0.02) and BNP (p=0.007). Events A Stage B patient at visit 
1 was twice as likely to develop any type of cardiovascular (CV) event versus a Stage A patient 
(IRR = 2.279) and 53% more likely to develop HF (p=0.0003). Reflecting the new AHA/ACC 
definition of Stage B we compared the event rates of Stage A patients with a BNP >=35pg/
ml to the original Stage A and B populations. The addition of BNP was a poor predictor of 
CV events. CV rates amongst Stage B were higher versus Stage A with a BNP>=35pg/ml 
(IRR=2.39). BNP was a useful predictor of CV within Stage B. Incorporation of a BNP >=35pg/
ml revealed a Stage B population more likely to experience any CV events (IRR = 1.31) or HF 
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events (IRR = 1.41). A Stage B patient with a BNP of >=35pg/ml versus a Stage A patient with a 
BNP >=35pg/ml, was three times more likely to have a CV event (IRR = 3.135).

Conclusions/Implications: We reviewed a large sample of preclinical HF community patients. 
We found significant progression/regression and identified predictors of progression. We found 
Stage A patients with a BNP >=35pg/ml are not equivalent to Stage B patients as suggested 
by the new AHA/ACC guidelines. This suggests additional analysis is needed to further define 
the Stage B (pre-HF) population. Finally, we identified that BNP plays a significant role in 
differentiating risk in a patient with an abnormal TTE.

40. Preliminary data assessing change in left ventricular ejection fraction in patients 
initiated on SGLT2 inhibitor therapy – an ongoing observational study

1D O’Callaghan, 1J Abboud, 1R Doyle, 1M Barrett, 1C Halley, 2K McDonald
1 St Vincent’s University Hospital, Dublin, Ireland
2 University College Dublin, Ireland

Aims: Sodium-glucose Cotransporter-2 (SGLT2) Inhibitors are now advised as standard front 
line therapy for heart failure reduced ejection fraction (HFrEF) patients irrespective of whether 
diabetes is present or not. There has now been a multitude of positive trials in favour of SGLT2 
inhibitor use with little information on how routine community HFrEF populations respond 
to this intervention in the setting of already taking maximum tolerated conventional disease 
modifying therapies. We therefore set out to assess changes in left ventricular ejection fraction 
(LVEF) for patients attending our outpatient heart failure unit who were recently commenced 
on SGLT2 inhibitors.

Methods: All patients commenced on SGLT2 inhibitors as additional medical therapy for 
HFrEF in a twelve-month period were included in the study. SGLT2 inhibitor therapy was 
initiated once patients were fully optimised on conventional medical therapy and stable from 
a heart failure perspective. The patients most up-to-date echocardiogram prior to being 
initiated on a SGLT2 inhibitor was compared with the patients most recent echocardiogram 
after initiation. For it to be included the repeat echocardiogram must have occurred at least 
one month after initiation of the SGLT2 inhibitor and the patient had to be still prescribed their 
SGLT2 inhibitor. All data was obtained from the electronic patient record.

Results: There were 184 patients commenced on SGLT2 in the 12-month period studied 
of which 78% (144 patients) were male and 26% (48 patients) were diabetic. The average 
age was 69 years old. Of the 184 patients enrolled, 176 patients (96%) had a recent 
echocardiogram prior to their SGLT2 inhibitor commencing and the mean left ventricular 
ejection fraction (LVEF) was 31%. There are 90 patients to date who have had a follow-up 
echocardiogram after initiating their SGLT2 inhibitor and the mean LVEF of these was 39% 
(carried out at a mean time interval of 6months). The difference in LVEF being significant (p 
value of 0.0001). 69 out of the 90 patients (77%) had an overall improvement in their LVEF 
and 48 patients (53%) had an LVEF improvement that was ≥5%. Of these 90 patients with a 
repeat echocardiogram, 48 patients (59%) had an initial LVEF that was <35%, and, of these 48 
patients, 27 patients (56%) had LVEF ≥35% after the addition of the SGLT2 inhibitor which had 
brought these patients out of the territory for requiring an implantable cardiac defibrillator.

Conclusions: We have seen evidence of interval improvements in the LVEF of our cohort of 
HFrEF patients attending our heart failure unit who had been commenced on SGLT2 inhibitors as 
additional HFrEF therapy. Whilst half of our patients have yet to have a repeat echocardiogram, 
this initial analysis of the first 90 patients is promising and our observational study is ongoing.
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41. Promise or peril: the ECG in hypertrophic cardiomyopathy

H Cronin1, C Vaughan2, M Gallagher1, C McGorrian1, J Galvin1

1 Mater Misericordiae University Hospital, Dublin, Ireland
2 Mercy University Hospital, Cork, Ireland

Introduction: Hypertrophic cardiomyopathy (HCM) has been well characterised as a condition 
of unexplained left ventricular hypertrophy. The phenotypic variability and inhomogeneous 
nature of the condition have resulted in difficulties with diagnosis and management. Despite 
the significant progression in cardiac imaging and genetics, the electrocardiogram (ECG) 
remains the cornerstone of initial evaluation, especially in asymptomatic individuals. The ECG 
is also widely used in pre-participation sports screening.

Purpose: Both early and contemporary studies concluded that the ECG is normal in just 
6-10% of patients with echocardiographic evidence of HCM. This was formalised in the ESC 
2014 HCM guidelines. This study sought to reassess the prevalence of a normal ECG in a 
HCM cohort, hypothesizing that it was much higher than previously described.

Methods: 112 patients with were randomly selected from the database of a specialist 
cardiomyopathy clinic. Their most recent ECG, clinical and imaging data were reviewed. All 
patients were carriers of pathogenic sarcomere gene mutations. Patients with phenocopies or 
metabolic conditions were excluded. ECG data for 100 age and sex matched controls was also 
analysed. ECG interpretation was performed using established international criteria.

Results: 18% of patients with a clinical diagnosis of HCM by conventional diagnostic standards 
(LV wall thickness >15mm) had a normal ECG. A further 7% had a normal ECG with a mild 
HCM phenotype (LV wall thickness of 13-14mm). All were sarcomere gene mutation carriers. 
The most common abnormality observed was T wave inversion (TWI) in 28%. A recurrent 
finding in the HCM group was isolated TWI in lead aVL. This occurred in 27% of patients in 
the absence of any other repolarisation abnormalities, compared with 1% of controls. The 
significance of this finding is unclear. 27% of HCM patients displayed voltage criteria for left 
ventricular hypertrophy by either Cornell or Sokolow-Lyon criteria, with just 4% meeting criteria 
for both. 13% of HCM patients had corrected QT prolongation, in the absence of medications 
responsible for this.

Conclusion: The ECG continues to play a pivotal role in HCM diagnosis but its sensitivity to 
detect disease has been over-estimated. Approximately 18% of patients with clinically evident 
HCM will have a normal ECG, along with a further 7% of patients with mild disease expression. 
The limitations of its use as a screening tool must be appreciated by all clinicians and a high 
degree of suspicion should remain in the setting of familial disease.
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42. Use of a home monitoring application to develop and test AI-driven, 
personalized heart failure care at home – initial experience of the STABILISE-
HF study and ‘PASSION-HF’ decision engine

1S Taha, 1M Barrett, 1M Murphy, 2K McDonald
1St Vincent’s University Hospital Group, Dublin, Ireland
2University College Dublin, Ireland

Introduction: The demand for scheduled outpatient care is increasing worldwide, with heart 
failure (HF) care posing a particularly challenging problem. Telemonitoring and eHealth 
strategies may provide a solution to the increasing burden of care by shifting care away from 
specialist and tertiary services, and move care nearer to the patient. SanaCoach HF is an 
existing basic telemonitoring application (‘app’), currently in clinical use in the Netherlands, 
which allows patients to submit measurements such as weight, blood pressure and symptom 
scores for review by a supervising clinical team. In our study, we applied a basic therapeutic 
algorithm (based on the ESC HF guidelines) to see if automated titration of medications could 
be integrated into this platform and perform routine aspects of HF care without need for 
healthcare provider (HCP) input.

Methods: Each patient was instructed to input vital signs, symptom scores, and weight 
through their use of the ‘SanaCoach HF’ app. Further parameters such as cardiac imaging 
data, baseline medications and laboratory results were manually inputted by local HCPs. 
Patients submitted a ‘monitoring session’ for evaluation every 2 weeks. Based on a predefined 
therapeutic algorithm, including above measurements and patient symptoms, a background 
application (PASSION Graphic User Interface) made a recommendation on either 1.Disease-
modifying therapy change a.Addition of new agent b.Increase in dose of existing agent 2.No 
medication change a.Contact HCP for discussion

Results: Data from the first 3 months of the ongoing STABILISE-HF study were included, 
comprising 21 patients and 45 ‘sessions’. On review of these sessions, 35 (77.8%) of the reviewed 
sessions were deemed appropriate responses, and 10 (22.2%) were deemed to not be the 
ideal response. Of these 10 ‘inappropriate’ responses, 4 were merely because the patient had 
reached optimal medical therapy, which is not accounted for in our model (Figure 1). Table 1, 
below, demonstrates a summary of the outputs generated by the AI model. Interestingly, there 
is a relatively high prevalence of a recommendation for increasing mineralocorticoid receptor 
antagonist (MRA) dose (26.7% of all outputs), consistent with published literature indicating 
undertreatment with these agents in real world data. 20% of all recommendations are to 
commence a sodium-glucose co-transporter 2 inhibitor (SGLT2i), reflecting the novelty of this 
agent and the fact that stable outpatients were recruited at routine visits.

Conclusion: In this early experience of eHealth supported heart failure home monitoring, 
our model generated a correct suggested therapy change in 77.8% of cases, suggesting that 
home titration using a closed / self-sufficient system may potentially safely replace healthcare 
provider-guided medication titration. Enriching the dataset further with more clinical data will 
allow refinement of the algorithm and hopefully allow the creation of a comprehensive ‘Doctor-
at-home’ system.
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Abstract 42 Table 1. Summary of decision engine outputs 

Recommendation n %

Contact specialist immediately 8 17.8%

Commence

Beta blocker 0

ACEi / ARB 1 2.2%

MRA 1 2.2%

Ivabradine 3 6.7%

ARNI

SGLT2i 9 20%

Increase

Beta blocker 6 13.3%

ACEi / ARB 3 6.7%

MRA 12 26.7%

Ivabradine 0

ARNI 2 4.4%

SGLT2i 0

Abstract 42 Figure 2 – Reasons for inappropriate decision engine outputs
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43. Dressler’s Syndrome post left atrial appendage occlusion: a rare diagnoses 
resurfaces

1J O’Regan, C O’Sullivan

Cardiology Department Bon Secours Hospital, Cork, Ireland

Abstract: Three weeks post-procedure, an 85 year old male developed a new pericardial 
effusion. Infectious and malignant causes were excluded. Cytology demonstrated mixed 
inflammatory cells and a diagnosis of DS was made. One-month and six-month clinical review 
with trans-oesophageal echocardiogram (TOE) showed sustained resolution of the pericardial 
effusion. DS is a rarely reported complication of LAAO.

Background: Dressler’s Syndrome also known as post myocardial infarction syndrome is a 
secondary pericarditis that can occur after cardiac myocyte damage. Such damage can occur 
after a myocardial infarction or routine endovascular surgery. It can present with or without 
pericardial effusion. DS has a significantly declining incidence due to the improved and more 
aggressive revascularisation techniques currently in use. This case was an iatrogenic cause via 
an intracardiac intervention. This intervention was a left atrial appendage occlusion (LAAO) 
with the AMPLATZER amulet device. LAAO is indicated for patients who are at risk of bleeding 
and who cannot tolerate long term oral anticoagulation. DS is a rare complication of the 
LAAO procedure with one study documenting a <1% incidence. Along with one case report 
highlighting DS as a complication post ligation of the left atrial appendage with a LARIAT 
suture. These were the only recorded associations found on literature review. The aim of this 
case report is to increase the awareness of DS as a potential complication to medical and 
surgical staff conducting LAAO in the process of improving patient care. Case

Presentation: An 85 year old man with a history of ischaemic stroke, dyslipidaemia, gout 
and pernicious anaemia presented with a background of melena secondary to peptic ulcer 
disease (PUD) and epistaxis while on Apixaban 2.5mg twice daily oral anticoagulation for 
permanent atrial fibrillation. A successful procedure was carried out and the patient was 
recommenced on Apixaban 2.5mg twice daily for six weeks. Three weeks post procedure, 
the patient presented with fever, pleuritic chest pain and dyspnoea. On TOE, a significant 
pericardial effusion was noted. The pericardial effusion was monitored and was found to 
be increasing in size along with a deteriorating blood pressure of below 90 systolic. An 
emergent pericardiocentesis using the subxiphoid approach was performed. a further 24 
hours with a follow up echocardiogram indicated.

Investigations: Figure 1- TOE demonstrates the LAAO device being inserted. Figure 2,3 - 
Four week post procedure TOE highlights the new pericardial effusion with no rupture of the 
device in situ.

Discussion: The patient was noted to suffer from the autoimmune condition pernicious 
anaemia. Autoimmune conditions are frequently encountered in tandem with each other, with 
one paper stating the a second autoimmune condition will be present in 25% of patients. While 
gout is not autoimmune, it is inflammatory. Chronic inflammation can similarly predispose a 
patient to dysfunction in the inflammatory response. It may be theorised that in this case, the 
patient was at a higher risk of developing a disease like DS given their clinical history.

Conclusion: The association of DS as a complication post LAAO is exceptionally rare. Its 
uniqueness may be attributable to several causal factors including its ability to mimic more 
common conditions, along with its declining incidence via improved revascularisation techniques.
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Abstract 43 Image 1: Day zero. Amplatzer Amulet Device placement 
 

Abstract 43, Image 2: 4 weeks post procedure.  Nil device issue 
 

Abstract 43 Image 3: 4 weeks post procedure. Pericardial Effusion. 
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44. In-hospital outcomes for patients undergoing percutaneous or surgical 
coronary revascularization and aortic stenosis intervention: a propensity score 
matched analysis from a national health database

1A McInerney, 2M García Márquez 2J Luis Bernal, 2C Fernández-Pérez, 1G Tirado-Conte, 1P Jimenez-
Quevedo, 1A Fernandez-Ortiz, 1I Nuñez-Gil, 1N Gonzalo, 2N del Prado, 2J Escaned, 2J Elola, 1L Nombela-
Franco
1Cardiovascular Institute, Hospital Clínico San Carlos, IdISSC, Madrid, Spain
2Fundación Instituto para la Mejora de la Asistencia Sanitaria, Madrid, Spain

Introduction and objectives: Concomitant coronary artery disease is prevalent among patients 
with symptomatic severe aortic stenosis. We aimed to investigate the periprocedural outcomes 
among patients undergoing transcatheter aortic valve replacement with percutaneous 
revascularization (TAVR/PCI) versus surgical aortic valve replacement with concomitant 
coronary artery bypass grafting (SAVR/CABG).

Methods: Using discharge data from the Spanish National Health Care system, 6194 patients 
were identified (5217 SAVR/CABG and 977 TAVR/PCI) between 2016 and 2019. A propensity 
score matched analysis resulted in 774 pairs of patients. The primary outcome was in-hospital 
mortality.

Results: In-hospital mortality was more common in the matched SAVR/CABG group 
(3.4 %versus 9.4%, p<0.001) as was acute kidney injury (4.3% versus 16.0% p<0.001) 
periprocedural stroke (0.9% versus 2.2% p=0.004), blood transfusion (9.6% versus 21.1%, 
p<0.001) and hospital acquired pneumonia (0.1% versus 1.7%, p=0.001). Permanent pacemaker 
(PPM) implantation was higher in TAVR/PCI patients (12.0% versus 5.7%, p<0.001). Lower 
volume centres (<130 procedures per year) were associated with higher in-hospital mortality 
than high volume centres for both TAVR/PCI (3.6% versus 2.9%, p<0.001) and SAVR/CABG 
(8.3 versus 6.8% P<0.001).

Conclusions: This nationwide analysis showed that staged percutaneous revascularization and 
TAVR was associated with less in-hospital mortality and periprocedural complications except 
PPM implantation than concomitant SAVR and CABG. Higher volume centres are associated 
with less in-hospital mortality for both TAVR/PCI and SAVR/CABG and dedicated national 
high-volume heart centres warrant further investigation.

45. Short term outcomes following Transcatheter versus Surgical Aortic Valve 
replacement for the treatment of Bicuspid Aortic Valve Stenosis

B Gibson, R Tanner, B Traynor, I Casserly

Mater Misericordiae University Hospital, Dublin, Ireland

Background: Transcatheter aortic valve implantation is widely accepted as a comparative 
treatment strategy versus surgery for the management of severe tricuspid aortic valve 
stenosis in patients of high and intermediate surgical risk. In spite of this, surgery is still 
considered the gold standard treatment of bicuspid aortic valve stenosis owing to the historical 
exclusion of such patients in clinical trials evaluating TAVI versus surgery.

Methods: We sought to retrospectively evaluate the outcomes of TAVI versus surgery for 
aortic stenosis among patients >18 years of age with bicuspid valve disease, at a single tertiary 
referral centre. Cardiac CT images were reviewed and BAV subtype was characterised by 
Sievers classification (Figure 1; Table 1.)
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Results: 39 patients underwent TAVI and 51 were treated surgically. The mean aortic valve 
area in the TAVI group was 0.68 cm^2 (SD 0.22) with a mean pressure gradient of 53mmHg 
(SD 17.) (Table 1.) While the mean surgical risk estimates [Euroscore II of 2.93 (3) & 2.25 
(3.6) respectively,] and body mass indices [27.6 (6.2) & 27.6 (5.3)] were equivalent, those who 
underwent TAVI were older [mean age 71 (13) vs. 53 (15) p <0.001] and had more comorbid 
conditions including diabetes mellitus (31 % vs 6%, ) coronary artery disease (38% vs 8%) 
and chronic kidney disease [mean serum creatinine 114 (93) vs 84 (21) mmol/L] (Table 2.) 
Patients in the surgical group were more symptomatic than those in the TAVI arm (NYHA 
III - IV: 38% vs 13%.) Two TAVI patients died in-hospital versus none in the surgical arm, with 
no periprocedural deaths recorded. There was no statistically significant difference in death 
at one year between TAVI and surgical patients [ 3 (8%) vs 1 (2%) p 0.19] or pacemaker 
implantation [ 4 (10%) versus 3 (6%) p 0.23.] Two strokes at 30 days occurred following TAVI. 
Procedural outcomes were favourable in the TAVI arm with no recorded instances of annular 
rupture, dissection, septal perforation, valve embolisation or prosthesis malpositioning and no 
statistically significant difference in paravalvular leak compared with surgery [2 (5%) versus 1 
(2%) p 0.41]

Conclusion: We demonstrate the procedural success of TAVI for the treatment of BAV 
stenosis. While mortality was higher in the TAVI group, this did not meet statistical significance. 
Larger randomised studies are needed to explore clinical outcomes further and confirm the 
safety and efficacy of TAVI in this group of patients.

Abstract 45 Figure 1. Sievers Classification of Bicuspid Aortic Valve disease 
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Abstract 45 Table 1 Sievers classification 

TAVI (39) Missing

BAV subtype (%)

0.1 2 (5)

0.2 8 (20)

1.1 27 (70)

1.2 0

1.3 2 (5)

2.0 0

Ascending aorta diameter (cm) (SD) 37.8 (5.19)

Aortic valve area cm^2 (cm) 0.68 (0.22) 1

Preop Mean gradient (mmHg) 53 (17) 2

Preoperative Max. Gradient 87 (27) 3

Preoperative peak velocity (m/s)  4.4 (.91) 7

Post operative mean gradient 12 (5)

Post operative peak velocity 2.3 (.5)

Emergency procedure 2 (5)

Balloon expandable 29 (74) 

Self expanding 10 (26)

Valve size 26 (3)

Predilation 13 (33)

Percutaneus closure 37

Surgical closure 1

Vascular injury requiring intervention 1

Valve thrombosis 1

Repeat procedure 1

Transfemoral Access 33 (86)

Transcaval access 2 (7)

Transcarotid 1 (3.5)

Transeptal 1 (3.5)
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Abstract 45 - Table 2 – Patient Characteristics 

SAVR (51) TAVI (39) P value

Age (SD) 53 (15) 71 (13) <.001

Male (%) 34 (66) 21 (54) 0.216

BMI 27.6 (5.3) 27.6 (6.2) 0.486

DM 3 (6) 12 (31) 0.002

HTN 17 (33) 19 (49) 0.14

CAD 4 (8) 15 (38) <.001

PAD 3 (6) 1 (3) 0.45

PPM 1 (2) 0 -

Previous stroke or TIA 3 (6) 3 (8) 0.733

COPD 5 (10) 7 (18) 0.26

sCr 84 (21) 114 (93) 0.025

NYHA I 7 (14) 2 (5) 0.18

NYHA II 25 (49) 32 (82) .002

NYHA III 16 (30) 5 (13) .039

NYHA IV 3 (7) 0 -

LVEF 50 (14) 50(13) 0.984

Mixed valve disease 15 (29) 8 (21) 0.337

Pre op Gradient max 78 (22) 87 (27) 0.1

Euroscore II 2.25 (3.6) 2.93 (3) 0.351

Length of Stay 11 (7) 3.5 (5) <.001

In hospital ppm 2 (4) 4 (10) 0.23

PPM post discharge 1 (2) 0 -

Repeat procedure 1 (2)  1 (2.5) 0.85

Mortality in-hospital 0 2 -

1 year all-cause mortality 1 (2) 3 (8) 0.191

30 day stroke 0 2 -

Major bleeding 2 0 -

Cardiac tamponade 1(2) 0 -

Preoperative AI (>2+) 15 7 0.21

Mild post AI 4 (8) 5 (13) 0.44

Moderate - severe AI 0 0 -

Moderate to severe PVL 1 (2) 2 (5) 0.407

30 day MI 0 0
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46. Computed tomography coronary angiography use for cardiac allograft 
vasculopathy surveillance: 10 years of experience

C O’Sullivan, R Tanner, J Buckley, D Murphy, L Lawlor, N Mahon, J O’Neill

Mater Misericordiae University Hospital, Dublin, Ireland

Introduction: Cardiac allograft vasculopathy (CAV) is a significant factor limiting survival 
beyond one year in heart transplant recipients. Invasive coronary angiography (ICA) has 
traditionally acted as the gold standard for detecting CAV with computed tomography 
coronary angiography (CTCA) only being used in a limited number of transplant centres. 
Hence, we sought to describe our experience with CTCA for detecting CAV over a 10-year 
period.

Methods: 206 orthotropic heart transplant (OHTx) recipients between 1985 – 2015 were 
retrospectively screened for inclusion. Patients were excluded if the CTCA was performed 
within 5 years of OHTx, and data on CTCA pre-medication and radiation dose were recorded 
when available. CTCA scans were conducted in the period 2011 – 2021. Patients who 
underwent an ICA after CTCA had the results of both tests correlated according to the 
International Society for Heart and Lung Transplantation (ISHLT) CAV grading system. CAV on 
CCTA was defined as, insignificant (<1%), mild (1-49%), moderate (50-70%) and severe (>70%); 
approximate to the ISHLT CAV ICA grading system stages 0-4.

Results: 68 CTCAs were performed on 45 OHTx recipients (median age 54 [IQR 44-63], 27% 
female) during the study period. Mean time from transplant to first CTCA 12.5 +/- 5.2 years 
(range 5-26 years). Patient characteristics are summarised below (Table 1). Oral metoprolol 
(mean dose 60 +/-31mg) was used in 22 of the 23 cases (95%) where pre-medication data 
were available. Ivabradine 5mg was used before two CTCAs. No symptomatic bradycardia 
was reported in response to pre-medication. The mean radiation dose (Dose Length Product) 
per CTCA was 500 +/-253 mGy.cm Of the 68 CTCAs performed, 42 (62%) CT scans had 
insignificant coronary obstructions. Mild, moderate and severe CAV was reported in 19 (28%), 
3 (4%) and 4 (6%) CTCAs respectively. Of the patients with severe CAV on CTCA the mean 
Agatson coronary calcium score was 122 (range 0-528) suggesting it to be a poor metric 
to detect CAV. In total, 17 (25%) patients had an ICA performed after their CTCA, during the 
study period. The majority (n=15, 88%) of CTCA CAV grading correlated with the same disease 
severity noted on ICA. One patient was downgraded from moderate to mild CAV on ICA and 
one patient with reported moderate CAV on CTCA had significant branch vessel (<2mm) CAV 
on subsequent ICA. There were no serious adverse events related to CTCA.

Conclusion: CTCA is safe and reliable alternative to traditional ICA for detecting CAV. 
Furthermore, CTCA facilitated a reduction in the reliance on ICA in this study cohort. The 
non-invasive nature and lower cost of CTCA further support the wider application of CTCA in 
screening for CAV.
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Abstract 46 Table 1. Patient Characteristics

Characteristic N = 45    N (%)

Age (years) 54 (IQR 44-63)

Female 12 (27%)

Duration since OHTx (years) 12.5 ± 5.2

Heart Failure Aetiology

Idiopathic Dilated Cardiomyopathy 23 (51%)

Congenital Heart Disease 2 (4%)

Restrictive/Hypertrophic Cardiomyopathy 5 (11%)

Ischaemic cardiomyopathy 10 (22%)

Chemotherapy Induced Heart Failure 2 (4%)

Valvular Heart Failure 1 (2%)

Unspecified 2 (4%)

Past Medical History

Hyperlipidaemia 16 (36%)

Hypertension 31 (69%)

Type 2 Diabetes Mellitus 10 (22%)

Device therapy (ICD/ PPM) 4 (9%)

Malignancy 15 (13%)

Stroke 3 (7%)

EF >55% 64 (94%)

eGFR prior to CTCA

>60 33

30-59 30

<30 5
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47. The changing uses of computer tomography coronary angiography: impact 
on positive predictive value and downstream invasive investigations

1BWT Soh, 2WH Sim, 1C Balfe, 2L Selvarajah, 1H Muradagha, 2J O’Brien, 1S Arnous, 1T Kiernan
1 Department of Cardiology, University Hospital Limerick, Ireland
2 Department of Radiology, University Hospital Limerick, Ireland

Background: The diagnostic accuracy of computer tomography coronary angiography 
(CTCA) for patient-based detection of significant coronary artery disease (CAD) have been 
demonstrated in earlier studies. While sensitivity and negative predictive value remained 
consistently high, the variability of positive predictive value (PPV) was attributed to the 
heterogeneity of CAD prevalence among different studies. With increasing first-line use 
of CTCA for the initial assessment of stable CAD, the target population is becoming one 
with a lower prevalence of CAD. Contrasting against the high PPV from earlier trials (range 
64–100%), the expected PPV in an emerging low-risk population is lower. The potential 
for overestimating plaque severity results in unnecessary downstream invasive coronary 
angiography (ICA) to confirm significant CAD.

Objective: To analyse the PPV of CTCA for the detection of clinically and haemodynamically 
significant CAD in stable symptomatic patients and to assess the impact of plaque calcification 
on PPV.

Methods: A retrospective analysis was performed on the use of CTCA for the investigation 
of CAD between October 2018 and December 2021. Patients with clinically significant 
CAD detected on CTCA (≥50% stenosis) and follow-up ICA were included. On ICA, 
clinically significant CAD was defined as ≥50% stenosis in a main coronary artery while 
haemodynamically significant CAD was defined as >50% stenosis of the left main stem, >70% 
stenosis in a main coronary artery, or 30% to 70% stenosis with fractional flow reserve (FFR) 
<0.8.

Results: Of 216 CTCAs performed, 33 were clinically significant and had follow-up ICA. The 
mean age was 60.7 (±8.7) years and majority were male 20 (60.6%) (Table 1). The mean 
pre-test probability (PTP) of CAD was 13.9 (±9.2)%. Patient-based detection by ICA revealed 
22 clinically significant and 12 haemodynamically significant CAD bringing the PPV to 
66.7% (95% CI: 49.5–80.3) and 36.4% (95% CI: 22.1–53.4) respectively (Table 2). Subgroup 
analysis by plaque composition showed a trend of reducing PPV for clinically significant and 
haemodynamically significant CAD as plaque composition becomes increasingly calcified 
from non-calcified plaques, to mixed plaques, to calcified plaques (Table 2) (Figure 2).

Conclusions: The PPV of CTCA in the current low-risk population is lower than initially 
reported. Age related plaque calcification negatively correlates with PPV. Additional functional 
imaging or CT-derived FFR in older patients with heavily calcified coronary arteries may reduce 
the volume of unnecessary ICA in an elderly population.
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Abstract 47 Table 1: Patient Characteristics 

Patient Demographic Value Overall (n = 33)

Mean Age (year) 60.7 ± 8.7
Male Sex 20 60.6%
Comorbidities

Diabetes 8 24.2%
Hypertension 23 69.7 %
Hyperlipidaemia 27 81.8%
Active Smoker 17 51.5 %
Obesity 7 21.2%
Family History of Premature CAD 21 63.6 %
Prior CAD/PCI/CABG 0 0.0 %
Prior Stroke 1 3.0%
Prior Peripheral Artery Disease 1 3.0%
Chronic Kidney Disease 1 3.0%
Presentation Symptom

Non-Anginal Chest Pain 21 63.6 %
Atypical Angina 12 36.4 %
Typical Angina 0 0.0 %
Mean Pre-Test Probability (%) 13.9 ± 9.2

Abstract 47: Table 2 – CCTA / ICA Results 

CTCA Results Value Overall (n = 33)

Disease Burden
Single Vessel 17 51.5%
Double Vessel 12 36.4 %
Triple Vessel 4 12.1%
ICA Results

Disease Burden
Single Vessel 27 81.8%
Double Vessel 5 15.2%
Triple Vessel 1 3.0%
PPV Overall Clinically Significant 22 66.7% (95% Cl: 49.5–80.3)
PPV Overall Haemodynamically Significant 12 36.4% (95% Cl: 22.1–53.4)
Subgroup PPV of Clinically Significant (CS) & Haemodynamically Significant (HS) CAD

PPV Non-Calcified CS 5/6 83.3% (95% Cl: 41.8–98.9)
PPV Non-Calcified HS 3/6 50.0% (95% Cl: 18.8–81.2)
PPV Mixed CS 12/1 75.0% (95% Cl: 50.0–90.3)
PPV Mixed HS 6/16 37.5% (95% Cl: 18.4–61.5)
PPV Calcified CS 5/11 45.5% (95% Cl: 21.3–72.0)
PPV Calcified HS 3/11 27.3% (95% Cl: 9.2–57.1)   



100 | IRISH CARDIAC SOCIETY 73RD ANNUALSCIENTIFIC MEETING & AGM PROGRAMME 6–8 October 2022

Abstract 47 Figure 1: CCTA Images 
 

 
Abstract 47 Figure 2: Key Results

48. Acute pericarditis in the era of COVID-19: a single centre study of incidence 
and discharge management

L Healy, R O’Lionaird, A McDaid, B Lauren, S Dragacevac, C McGorrian

Mater Misericordiae University Hospital, Dublin Ireland

Introduction: Pericarditis accounts for approximately 5% of all emergency department visits 
for chest pain. Recently, there has been interest in COVID-19 presenting with pericarditis. We 
performed an audit of all admissions with pericarditis during the period just prior to and in the 
early months of the COVID pandemic in 2019 to 2020 in a single tertiary centre. 

Aims: To examine the incidence and clinical features of patients with a primary discharge 
diagnosis of acute pericarditis between 2019 and 2020. To determine whether investigations 
and management were documented in accordance with the European Society of Cardiology 
position paper. 

Methods: Ethical approval was granted from the medical ethics and research board in the 
Mater Misericordiae University Hospital (MMUH). Discharge summaries of patients admitted 
with a primary or secondary diagnosis of pericarditis from 2019-2021, as identified using the 
Hospital In-Patient Enquiry or HIPE system, were retrospectively reviewed using the “Patient 
Centre” electronic records system in the MMUH. Clinical information was obtained including 
age, gender, previous medical co-morbidities including ASA grade of fitness, and length of stay. 
Clinical investigations were noted, including echocardiogram, serum biomarkers, medications 
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and lifestyle advice documented on discharge. Statistical analysis was performed using Stata 
12, with inferential testing using the Student’s t-test for parametric data, Wilcoxon ranksum 
non-parametric testing and the Chi-square and Fishers exact test, using a significance level 
of P≤0.05. Results In total, 65 discharge episodes with a primary or secondary diagnosis 
were identified in HIPE, with 20 being excluded from the study as they represented inter-
hospital transfers for the Mater PCI services or post operative cardiac surgery patients. Data 
on baseline demographics and investigations are shown in Table 1. The mean length of stay 
in 2019 to 2020 was 5.4+/-9.3 days versus 4.1+/- 4.4 days; (p=0.79). Most patients were 
admitted under the cardiology services (27/45, 67%), the remainder under medical services. 
No difference was observed in length of stay between patients admitted under the cardiology 
team versus the non-cardiology medical team (4.7+/- 4.1 days versus 4.5 +/-9.5 days; 
p=0.0175). Six (6) patients in total had a diagnosis of perimyocarditis with 5 of these patients 
admitted under the cardiology in-patient team. Almost all patients had a serum troponin T 
performed (98%). Troponin was significantly elevated (≥5) in 15 patients (33%). 40 patients 
(89%) had an echocardiogram performed with 22 patients (48%) demonstrating abnormal 
findings. 64% of echos in 2020 were abnormal versus 36% in 2019 (p=0.73). A pericardial 
effusion was the most common abnormal finding (n=15; 68%). Chest x-rays were performed 
on 26 patients (57%), with 10 chest x-rays demonstrating abnormal findings. In terms of 
discharge medications, only 33 (73%) patients were prescribed medications in accordance 
with the ESC guidelines. Specific exercise advice was documented in the discharge summary 
in 6 patients (13.3%).

Conclusion: Our study shows a 1.7-fold increase in the number of patients (28 versus 17) 
presenting with pericarditis in 2020 compared with 2019. Two patients presented with a 
directly positive COVID-19 nasal PCR swab. Investigations were undertaken in keeping with 
ESC guidelines, though the documentation of discharge lifestyle and exercise advice was poor.
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Abstract 48 Table 1: Baseline demographics and clinical features of N=45 patients with a 
primary or secondary discharge diagnosis of pericarditis, from 2019 to 2020 inclusive. 

Characteristic N=45

Male: n (%) 27 (60%)

No. of admissions (2019 versus 2020) 17 versus 28 

Age in years: mean (SD) 53.35 (21.67)

Length of Stay in days: mean (SD) 4.67 (6.86)

Positive COVID PCR on admission: n(%) 2 (4.4%)

Previous diagnosis of diabetes: n (%) 4 (8.9%)

Previous diagnosis of hypertension: n (%) 11

Documented smoker: n (%) 1 (2.2)

Documented previous cardiac disease history: n (%) 8 (17.8)

Exercise level by ASA Grade:

ASA 1 13 (28.9%) 

ASA 2 20 (44.4%)

ASA 3 11(24.4%)

ASA 4 1( 2.2%)

Investigations N = 45

Echocardiogram completed on admission: n (%) 40 (88. 9%)

Chest x-ray completed: n (%) 26 (57.9%)

CRP completed: n (%) (mg/L) 43 (95.6%)

Troponin positive: n(%) 15 (33%)

Troponins completed: n (%) 44 (97.8%)

Abstract 48 Table 2: Discharge prescription and documentation of advice given, for N=45 
patients with a primary or secondary discharge diagnosis of pericarditis, from 2019 to 2020 
inclusive 

Clinical management on discharge 

NSAIDs + colchicine: n (%) 22 (48.9%)

Colchicine only 8 (17.8%)

NSAID only 5 (11.1%)

Corticosteroid + colchicine: n (%) 4 (8. 9%)

Corticosteroid + NSAIDs: n (%) 3 (6. 7%)

Corticosteroid + Aspirin (75mg): n (%) 1 (2.2%)

Corticosteroid alone: n (%) 1 (2.2%)

No medications: n (%) 1 (2.2%)

Sports and exercise discharge advice documented: n (%) 6 (13.3%)
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49. Introduction of a physical activity assessment and exercise prescription to the 
cardiac risk in the young clinic

1R Kearney, 2V Sullivan, 3D Ward, 3H Connaughton
1 Sports Medicine Department, Sports Surgery Clinic, Dublin, Ireland 
2 Cardiology Department, St James’s Hospital, Dublin, Ireland
3 Cardiology Department, Tallaght University Hospital, Dublin, Ireland

Introduction: Physical activity (PA) is associated with reduced cardiovascular (CV) mortality 
and forms a vital part of CV disease management. The World Health Organisation (WHO) 
estimates that physical inactivity is responsible for approximately 30% of CV disease. The 
WHO 2020 Guidelines for PA in adults advocate for at least 150–300 min/week of moderate 
or at least 75–150 min/week of vigorous intensity aerobic activity, in addition to two or more 
days a week of resistance exercise. Unfortunately, only 33% of the Irish adult population 
achieve such PA levels. Despite PA as an evidenced based first-line management in CV 
disease, PA intervention is still far from standard practice. The aim of this quality improvement 
project was to incorporate PA assessment and Exercise Prescription (Ex Rx) as part of 
standard optimal care at the CRY Clinic.

Methods: Patients attending the CRY Clinic between Jan-Sept 2021 self reported PA levels 
using the Nordic Physical Activity Questionnaire (NPAQ-short). An Ex Rx template (Table 1) 
with an exercise intensity guide (Table 2) alongside patient and clinical exercise resources 
were developed. Exercise recommendations from the recent European Society of Cardiologyi 
and the American Heart Association/American College of Cardiology formed the resource 
evidence base. Exercise assessment and prescription education was provided to the CRY 
Clinical Staff. Data was collected using a secure Microsoft excel file over the initial 9 month 
period which included anonymised self reported PA levels and completed Ex Rx.

Results: 763 patient PA and 33 Ex Rx data sets were collected during the 9 month period. 
Results of self-reported PA are summarised in Figure 1. Only 0.4% (33/763) of the total 
patient cohort received an Ex Rx. Ex Rx were provided to a number of patients with a personal 
history or family history of an inheritable cardiac condition (Figure 2).

Conclusions: Compared to the general adult Irish population, self reported adherence to 
the WHO PA Guidelines was 6% lower among the CRY Clinic patient cohort (33% vs. 27%). 
Additionally, reported resistance exercise levels was lower (30%) than aerobic exercise (72%). 
This is despite resistance exercise being additionally beneficial for many cardiac conditions. 
During the period of data collection, access to gyms and group exercise was limited due to 
pandemic government restrictions that likely effected resistance exercise more than aerobic 
exercise. In fact, a significant increase in recreational walking during covid restrictions was 
previously reported. Exercise is often discussed during medical consultation but rarely 
prescribed. In our cohort only 0.5% of patients received an Ex Rx. The reported barriers to Ex 
Rx are lack of time, perceived lack of patient engagement, complex co-morbidities and clinician 
education. Attempts were made in the form of education and resource provision to clinicians 
to challenge perceived barriers. Ex Rx are important in the CRY Clinic not only for the known 
benefits of PA but as inappropriate exercise can be harmful for some cardiac conditions. The 
Ex Rx enabled the benefit of PA to be gained by the safe promotion of appropriate exercise to 
such patients (Figure 2). The introduction of this PA assessment and Ex Rx was a successful 
call to action to incorporate exercise as medicine to the CRY Clinic. ‘Walking is a (wo)mans 
best medicine’ (Hippocrates 460BC).
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Abstract 49 Table 1: Exercise Prescription template using the FITT-VP (frequency, intensity, 
type, time, volume and progress) principle of exercise prescription. 

Exercise type

Frequency 
(per week)

Intensity 

Time 
(mins / session)

Volume 
(weekly mins)

Progression 

As always if you develop any concerning symptoms during exercise please stop and seek medical advice

Abstract 49 Table 2: ‘How do I estimate exercise intensity?’ patient guide as part of the 
exercise prescription template and patient information leaflet. 

Intensity RPE (Rating of 
perceived exertion)

% of HR 
max** Talk test

0 Resting

1

2 Very light No noticeable change in 
breathing or sweating

Low 3 Somewhat light <55% Can talk and sing

4 Light

Moderate 5 Somewhat 
moderate 55–74% Can talk, can’t sing Increased breathing 

and sweating

6 Moderate

7 Somewhat hard Feeling ‘out of breath’ 
and increased sweating

High 8 Very hard 75–90% Can’t talk or sing

9 Extremely hard

10 Maximal exertion

** %HR max will not be an accurate measure of exercise intensity if your heart rate is effected by certain medications or 
conditions
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Abstract 49 Figure 1: Levels of self reported physical activity based on the NAPQ-short 
questionnaire and WHO 2020 Physical Activity Guidelines. 
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Abstract 49 Figure 2: Variety of patients with a diagnosis of a cardiac condition or a 
family history of a cardiac condition receiving an exercise prescription. HCM; hypertrophic 
cardiomyopathy, DCM; dilated cardiomyopathy, ARVC; arrhythmogenic right ventricular 
cardiomyopathy, LQTS; long QT syndrome, Brugada; brugada Syndrome, CPVT; 
catecholaminergic polymorphic ventricular tachycardia, SADS; sudden adult death syndrome, 
Other; Friedreich’s ataxia, ischemic heart disease, supraventricular tachycardia). 
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50. Drug-eluting balloons and drug-eluting stents in the treatment of small 
coronary arteries: a systematic review and meta-analysis of long-term clinical 
outcomes

1G Murphy, 1A Naughton, 1R Durand, 2E Heron, 1C McCaughey, RT Murphy, 1I Pearson
1 St James Hospital, Dublin, Ireland
2 Trinity College, Dublin, Ireland

Introduction: Coronary artery disease is a leading cause of mortality and morbidity worldwide. 
For those undergoing PCI, there are 20-30% with disease of small coronary arteries. It is often 
diffuse and multi-vessel and confers higher rates of major adverse cardiac events (MACE) 
and target lesion failure (TLF) after coronary intervention (2, 3). Best practice guidelines on 
the management of these small vessel interventions remain limited. Drug-eluting balloons 
are a novel therapy which have shown promise in treating in-stent restenosis (ISR). However, 
their use in small coronary arteries compared to drug-eluting stents remains unclear. This 
systematic review and meta-analysis of randomised controlled trials compare long-term 
outcomes (>1 year) of drug-eluting balloons (DEB) Vs. Drug-eluting stents (DES) in the 
treatment of small coronary artery disease (<3mm).

Methods: A systematic review was completed within PRISMA guidelines in August 2021. The 
primary outcome was non-inferiority of DEB Vs. DES in major adverse cardiac events (MACE) 
amongst RCTs. Secondary outcomes include all-cause mortality, MI, vessel thrombosis, major 
bleeding, and target vessel revascularisation at one, two, and three years. Two independent 
reviewers extracted data. All outcomes used the Mantel-Haenszel and Random effect model. 
Odds ratios (OR) were presented with a 95% confidence interval (CI).

Results: Results are illustrated in table 1 to table 11. Of 4661 articles, four RCTs were included 
(1414 patients). DEB demonstrated reduced rates of non-fatal MI at one year, OR 0.44, (95% 
CI 0.2, 0.94) (table 5), and Basket-2 small reported a significant reduction in two-year bleeding 
rates OR 0.3, (95% CI 0.1, 0.91) (table 9). DEBs were non-inferior to DES for all other outcomes.

Conclusion: Long-duration follow-up of DEB and DES use in small coronary arteries 
demonstrates DEB to be non-inferior to DES in all outcomes across all years of follow-up. 
There was a significant reduction in rates of non-fatal MI at one year in the DEB arm and 
a reduction in major bleeding episodes at two years in the Basket Small 2 trial. These data 
highlight the potential utility and long-term safety of novel DEBs in small coronary artery 
disease revascularisation.
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Abstract 50 Table 1 - Results 
MACE 
1 Year 

 
Table 1 
 
2 Year 

 
Table 2 
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Table 3 
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Table 5 
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2 years 
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51. Spontaneous coronary artery dissection; a single Irish center experience

R Gardiner, H Gill, T Kiernan

University Hospital Limerick, Ireland

Introduction: Spontaneous coronary artery dissection (SCAD) is a rare and under-diagnosed 
cause of acute coronary syndrome (ACS), representing 2-4% of cases (1). There are no 
randomised control trials on the subject, therefore management is based on observational 
studies, case reports and extrapolation of advice from established ACS guidelines.

Methods: A search of the McKesson cardiology software identified 13 patients with a SCAD 
diagnosis on angiogram reports from September 2015 to February 2022. The diagnosis was 
made on visual inspection of the images by the operator at the time of angiogram. Patient data 
was collected from both electronic records and patient charts. Microsoft Excel was used to 
generate descriptive statistics of the data.

Results: Patient characteristics are demonstrated in Table 1. The majority of patients were male 
(61.5%), 92.3% had a family history of ACS and 61.5% had a current or past smoking history. 
Laboratory values, culprit vessel and management are shown in Table 2. The left anterior 
descending artery was most commonly affected. There was no incidence of multi-vessel 
SCAD. All patients were treated with aspirin and 92.3% had dual anti-platelet therapy (DAPT), 
which included one patient also taking an anticoagulant. Ticagrelor was used twice as often 
as clopidogrel. Two patients (15.4%) had percutaneous coronary intervention (PCI) with drug-
eluting stents for ongoing chest pain with dynamic ECG changes. Mean duration of in-hospital 
stay was 5.8 days. Over half of patients (53.8%) had a re-look angiogram. This was carried out 
a median of 57 days after the original procedure. There was no incidence of recurrent SCAD in 
the study period. (Figure 2)

Conclusions: SCAD is infrequently encountered in a single Irish centre. In line with current 
international practice, PCI is generally avoided, and patients managed with DAPT, beta-
blockers, ace-inhibitors and statins. However, there is notable heterogeneity of patient 
characteristics, risk factor profiles and follow-up. Although patient numbers in this study are 
small, over half are male. This is in contrast to other studies reporting that females account for 
approximately 90% of cases. Perhaps cases of SCAD in male patients with more traditional 
risk factors for ischaemic heart disease are being under-diagnosed, with the cause of ACS 
being attributed to atherosclerotic plaque rupture. Certainly there is a need for guidelines 
based on randomised control trials for the management of SCAD, particularly in relation to the 
use of anti-coagulation and the optimal duration of DAPT.
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Abstract 51 Table 1. 
Patient Characteristics (N=13)

Age (yrs) 52.7 (+/-11)

Male 8 (61.5)

Hypertension 7 (53.8)

Dyslipidaemia 6 (46.2) 

Diabetes 0

Current smoker 2 (15.4)

Ex-smoker 6 (46.2)

Inflammatory disorder 3 (23.1)

Connective tissue disease 0

Fibromuscular dysplasia 0

Pregnancy-associated 0

Emotional/physical stressor 5 (38.5)

Family history of ACS 12 (92.3)

Values are mean (+/- SD), n (%).
ACS = acute coronary syndrome

Abstract 51 Table 2. 
Presentation and management

Laboratory values:

Peak troponin 1547.2 (+/-1445.6)

HBa1c 35.3 (+/- 3)

Total cholesterol 4.2 (+/- 0.8)

LDL 2.4 (+/- 0.8)

Culprit vessel:

LAD 10 (76.9)

LCx 2 (15.4)

RCA 1 (7.7)

Multivessel 0

Management & follow-up:

IV heparin 10 (76.9)

Low molecular weight 
heparin (therapeutic 
dose)

10 (76.9)

Aspirin 13 (100)

Clopidogrel 4 (30.8)

Ticagrelor 8 (61.5)

NOAC/warfarin 1 (7.7)

Statin 13 (100)

Beta-blocker 11 (84.6)

Ace-inhibitor/ARB 12 (92.3)

PCI with stent 2 (15.4)

Duration of inpatient 
stay (days) 5.8 (+/-3.3)

Re-look angiogram 7 (53.8)

Time to re-look 
angiogram (days)

103.1 (115.5)

57 *

Recurrent SCAD 0

Values are mean (+/- SD), n (%), * = median
LDL = low density lipoprotein, LAD = left anterior 
descending, LCx = left circumflex, RCA = right coronary 
artery, IV = intravenous, NOAC = novel oral anti-coagulant, 
PCI = percutaneous coronary intervention, SCAD = 
spontaneous coronary artery dissection.

 



6–8 October 2022 IRISH CARDIAC SOCIETY 73RD ANNUALSCIENTIFIC MEETING & AGM PROGRAMME | 111

Abstract 51 Figure 1. A 33 year old female 
patient with SCAD of the first diagonal 

Abstract 51 Figure 2. Re-look angiogram 2 
months following SCAD diagnosis showing a 
patent vessel

52. The association of exercise, physiologic remodelling and adverse 
cardiovascular events in older adults with pre-heart failure and preserved 
ejection fraction

1, 3B Dyer, 1, 3J McCambridge, 1, 3B Wong, 2, 3N McVeigh, 2, 3D Murphy, 2, 3J Dodd, 1, 3K McDonald, 1, 3M Ledwidge
1 STOP-HF Unit, St Vincent’s University Healthcare Group, Dublin, Ireland
2 Department of Radiology, St Vincent’s University Healthcare Group, Dublin, Ireland
3 School of Medicine, University College Dublin, Ireland

Background: Left ventricular and atrial remodelling is traditionally considered to be deleterious. 
However, reduction in left ventricular end diastolic volume (LVEDV) has been observed in 
aging adults, associated with lower total arterial compliance and higher vascular resistance. 
Furthermore, endurance athletes and pregnant women develop physiologic remodelling, 
including left atrial enlargement.

Objective: To understand the association of self-reported exercise with LVEDV index (LVEDVi) 
and maximal left atrial volume (LAVimax) measured using cardiac magnetic resonance 
imaging (cMRI) and Doppler echocardiography in older people with pre-heart failure.

Methods: This is a secondary analysis of the Prospective comparison of ARni [angiotensin 
receptor/neprilysin inhibitor] with ArB [angiotensin-receptor blocker] in patients with natriuretic 
peptide eLEvation (PARABLE) study, conducted at a single centre in patients with hypertension 
or diabetes and pre-heart failure with preserved ejection fraction (pre-HFpEF). In addition 
to detailed clinical assessment, including ambulatory blood pressure monitoring, Doppler 
echocardiography and cMRI, patients were categorised as adherent or non-adherent to 
exercise advice. The primary outcomes were differences in LVEDVi and LAVimax. Secondary 
outcomes were systemic vascular resistance, total arterial compliance, left ventricular end 
diastolic stiffness and adverse cardiovascular events.

Results: A total of 230 patients were included, average age 71.6 (7.65) years, body mass index 
(BMI) 29.5 (4.92) kg/m2, of whom 144 (62.6%) were male, 226 (98.3%) had hypertension, 
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58 (%) had diabetes and 95 (41%) were classified as adherent to exercise advice. There were 
no demographic, anthropomorphic, clinical or medication differences between those adherent 
and non-adherent to exercise advice. There were no differences observed between the groups 
in terms of filling pressures. LVEDVi and LAVimax measured using cMRI were significantly 
higher in those adherent to exercise advice versus controls [LVEDVi 77.3 (20.1) mL/m2 versus 
(70.0 (18.2) mL/m2, P=0.005; LAVimax 51.9 (11.3) versus 48.9 (10.3) mL/m2, P=0.041]. These 
differences remained significant with adjustment for age, gender and BMI. Differences between 
the groups were not significant using echocardiography. Measures of total arterial compliance 
were higher and measures of diastolic chamber stiffness, systemic vascular resistance (all 
P<0.05) as well as adverse cardiovascular events over the following 18 months (OR 0.88; 
95%CI: 0.81, 0.97; P=0.008) were lower in those adherent to exercise advice.

Conclusions: Adherence to exercise advice in older adults with pre-HFpEF is associated 
with physiologic remodelling, cardiovascular compliance, and lower adverse cardiovascular 
events. More work is needed to understand the relationship between exercise and physiologic 
remodelling in pre-heart failure with preserved ejection fraction.

53. Treatment intensity of high- and very high-risk patients for the prevention of 
cardiovascular events: baseline characteristics from the Irish cohort of the 
multinational observational SANTORINI study

1,2H, Rai, 3R Sheahan, 4R Murphy, 1,2L McGovern, 5E McFadden, 6A Murphy, 7D Nolan, 1,2R Colleran, 
1,2RA Byrne
1 Cardiovascular Research Institute Dublin, Mater Private Network Dublin, Ireland
2 School of Pharmacy and Biomolecular Sciences, RCSI University of Medicine and Health Sciences, 

Dublin, Ireland
3 Beaumont Hospital, Dublin, Ireland and RCSI University of Medicine and Health Sciences, Dublin, Ireland
4 St James’s Hospital, Dublin, Ireland
5 Cork University Hospital, Cork, Ireland
6 Turloughmore Health Centre, Turloughmore, Co. Galway, Ireland
7 Tramore Medical Clinic, Tramore, Co. Waterford, Ireland

Introduction: Lower goals for low-density lipoprotein cholesterol (LDL-C) are recommended 
for patients with high and very high cardiovascular (CV) risk according to ESC/EAS 
2019 guidelines. Real-world studies in Europe have previously demonstrated suboptimal 
achievement of ESC/EAS guideline LDL-C goals. SANTORINI is the first European 
observational study since the 2019 guidelines to assess whether management of high- and 
very high-risk patients has improved since recent guideline updates. We report baseline patient 
characteristics and lipid lowering therapy (LLT) treatment patterns in patients recruited in the 
SANTORINI trial at investigational sites in Ireland.

Methods: SANTORINI is a multinational, multicentre, prospective, observational, non-
interventional study conducted in 14 European countries (clinicaltrials.gov identifier: 
NCT04271280). Patients aged ≥18 years assessed at high and very high risk and requiring 
LLT were recruited across primary and secondary care settings. The present analysis focuses 
on patient characteristics, medical history, current LLT and other concomitant medications of 
patients enrolled at 6 investigational sites in Ireland. Twelve-month follow-up is ongoing. The 
SANTORINI study was funded by Daiichi-Sankyo Europe.

Results: Amongst a total of 100 patients recruited during May 2020 to Jan 2021, most 
cases were classified as very high risk (65%). 52% of cases were classified based on clinical 
experience, with 47% classified as per ESC/EAS guidelines. Overall, 19% of cases were 
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not receiving any LLT at baseline, 74% were receiving LLT-monotherapy (73% on statin 
monotherapy, 1% on other LLT-monotherapy). Combination therapy with statin plus ezetimibe 
was used in 5% of patients with other LLT combinations in 2%. LDL-C levels at baseline in the 
total cohort was 2.08±0.96 mmol/L, with lower values in very high risk cases as compared to 
high risk cases (1.90±0.85 and 2.39±1.05 mmol/L respectively). Demographics, cardiovascular 
risk factors, prevalence of atherosclerotic cardiovascular disease, as well as proportions of 
patients receiving different LLT regimens in the total cohort as well as in the high and very high 
risk subgroups are shown in Figure 1.

Conclusion: In the current analysis ESC/EAS guidelines are not the most frequently used 
tool for risk classification. Mean LDL-C levels both in high and very high risk patients are 
higher than the recommended goals and the prevalence of combination LLT therapy was low. 
Intensification of LLT in high and very high risk patients seem to be an unmet need in routine 
clinical practice in Ireland.

Abstract 53 Figure 1 – Risk classification 

54. Risky Business: Genotyping in HCM

1H Cronin, 2D Kerins, 1J Galvin, 2C Vaughan
1 Mater Misericordiae University Hospital, Dublin, Ireland
2 Mercy University Hospital, Cork, Ireland

Introduction: Hypertrophic cardiomyopathy (HCM) is the most common cause of sudden 
cardiac death in people < 35 years. To date, the estimation of risk has been based on clinical 
parameters such as LV outflow tract obstruction, ventricular arrhythmias, syncope and family 
history using risk prediction tools such as the ESC HCM SCD score. The use of genetics in 
prognostication or risk estimation is not well established. Using high-throughput sequencing 
technologies, higher proportions of complex genotypes, such as compound heterozygous, 
digenic patients and rare homozygous patients have been reported in up to 7% of cases. The 
impact of this complex genetic architecture on clinical care remains poorly defined. We present 
a case to highlight this complexity.

Background: A 23 year-old white female was referred with a murmur. She had no past 
medical history and no family history of cardiomyopathy or sudden death. Her ECG showed 
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sinus rhythm with subtle non-specific repolarization abnormalities. Echocardiography showed 
asymmetric septal hypertrophy with a maximum wall thickness of 23 mm in the mid-
septum. An LV outflow tract gradient of 83mmHg post-Valsalva was recorded. Cardiac MRI 
demonstrated patchy late gadolinium enhancement in the hypertrophied inferoseptum. A 
stress test confirmed normal exercise capacity and haemodynamic response. A 24 hour Holter 
monitor showed one short run of atrial tachycardia and no ventricular arrhythmias or ectopics. 
Management: Risk stratification was undertaken using the ESC HCM Risk-SCD prediction 
tool. The score was estimated at 4.4% risk of suffering a life threatening event within 5 years. 
This value is in the intermediate range (4-5.9%) where an ICD can be considered but is not 
mandated. After a detailed discussion, the patient declined ICD implantation for cosmetic 
reasons. Genetic testing was performed. Two variants were identified in the MYBPC3 gene. 
The first was MYBPC3 c.3226_3227insT (p.Asp1076Valfs*6), a truncating Class 4 pathogenic 
variant. A second MYBPC3 missense mutation MYBPC3 c.1408C>T, p.(Arg470Trp) was also 
identified and classified as a variant of uncertain significance, although in-silico prediction tools 
consider it deleterious. A second discussion was had with the patient explaining the additive 
risk of her genetic profile combined with the presence of scar in her septum. She agreed to 
ICD implantation. 8 months later, the patient received a shock for ventricular fibrillation during 
sleep. Implications: This case highlights the importance of an integrative risk assessment for 
each patient to include genetics. The ESC HCM-SCD risk prediction score is not impervious 
and, importantly, it does not include scar burden or genetics. It is established that patients with 
more than one mutation in candidate genes have an increased risk and although studies to 
this effect are few in number. An individualized approach needs to be taken in each HCM case.
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55. Early detection of late anthracycline cardiotoxicity in adult survivors of 
childhood malignancy

1,2C McCune, 2M Harbinson, 2L Dixon, 1C Watson
1 Wellcome-Wolfson Institute for Experimental Medicine, Queen’s University Belfast, Northern Ireland 
2 Belfast Health and Social Care Trust, Northern Ireland

Background: Almost 60% of the 2,000 children diagnosed with cancer in the UK and Ireland 
every year are treated with anthracycline chemotherapy. Anthracyclines are WHO essential 
medicines, and 5-year childhood cancer survival rates are approaching 85%, but also carry 
a risk of cardiotoxicity, particularly for childhood cancer survivors (CCS) of whom 30% have 
left ventricular dysfunction at 10 years and 10% have heart failure at 40 years post treatment. 
Current guidelines advocate periodic screening every 1-5 years however this approach is both 
resource intensive and inadequate, diagnosing cardiotoxicity at a late and often irreversible 
stage. Consequently, “Defining Robust Predictors of Cardiotoxicity” was deemed a top ten 
priority for the cardio-oncology field at the Global Cardio-Oncology Summit. 

Purpose: Our research aims to investigate novel imaging and blood biomarkers (established, 
novel and biomarker discovery) in the Northern Ireland population of childhood cancer survivors.

Method: Consenting adult patients will have cardiovascular risk factor screening, a quality-
of-life questionnaire, six-minute walk test (6MWT) and a 24-hour Holter monitor. Patients will 
undergo 3D echocardiography, Global Longitudinal Strain (GLS) and Right Ventricular (RV) 
Strain imaging. Magnetic Resonance Imaging (MRI) will be conducted with feature tracking, 
myocardial tagging and aortic distensibility. Blood will be analysed for established (NTproBNP, 
CRP, and Troponin) and novel (IL6, sST2, MPO) biomarkers. Biomarker discovery through 
proteomic and microRNA analysis will be explored in subgroups of patients with normal 
ventricular function, impaired strain and ejection fraction. The top differentially expressed 
biomarkers will subsequently be validated within the remaining cohort.

Results: 50 patients have been recruited to date (33 female, mean age 26). Half were treated 
before the age of 5. Mean dose was 265mg/m2 (120-480). Time since treatment was mean 
18 years (median 16.5, range 6-33). 7 patients had a blood pressure >140/90mmHg, 18 had an 
abnormal lipid profile, and 1 had an abnormal HbA1c. Mean BMI was 27.1kg/m2 (18-49) with 
23 participants classed as overweight/obese. 21 (42%) patients had a 6MWT distance below 
the lower limit of normal for their age/sex/height/weight. Left ventricular dysfunction was 
detected in 22/50 (44%): 3D ejection fraction was <55% in 7/46, GLS was abnormal in 22/43 
and RV strain was abnormal in 15/31 patients. Troponin was normal in all patients. NTproBNP 
was elevated (>125ng/L) in 10 patients (20%). Elevated NTproBNP was associated with higher 
anthracycline dose (P=0.004, r=0.42). NTproBNP, CRP and Troponin were not associated with 
abnormal echocardiographic parameters. MRI and novel biomarker analysis will be conducted 
on enrolment completion.

Conclusion: Childhood cancer survivors are at increased cardiotoxicity risk. Current results 
indicate that CCS have increased cardiovascular risk and impaired 6MWT. Established 
biomarkers fail to correlate with imaging data and as such support ongoing biomarker research.



116 | IRISH CARDIAC SOCIETY 73RD ANNUALSCIENTIFIC MEETING & AGM PROGRAMME 6–8 October 2022

56. Novel heart failure biomarker CLEC3B is associated with cardiac fibrosis, and 
impacts cardiac fibroblast cell function

1K Edgar, 2N Glezeva, 1C Tonry, 3A Rammos, J Gallagher, 2M Ledwidge, 3K Naka, 2K McDonald, 1D Grieve, 
1C Watson
1 Wellcome-Wolfson Institute for Experimental Medicine, Queens University Belfast, Northern 

Ireland 
2 Heart Failure Unit, St Vincent’s University Hospital Healthcare Group, Elm Park, Dublin, Ireland
3 2nd Cardiology Department, University of Ioannina, University Hospital of Ioannina, Greece

Background: Using a proteomics approach we have recently identified a novel blood-based 
biomarker for heart failure called CLEC3B, which exhibits improved diagnostic accuracy over 
BNP. We have previously investigated CLEC3B expression in human atrial and ventricular 
tissue and shown that it correlates positively with the degree of cardiac tissue fibrosis. The 
purpose of this study was to validate the diagnostic potential of CLEC3B within a symptomatic 
population containing both cases and controls, and to determine its role in development of 
cardiac fibrosis and dysfunction associated with heart failure (HF).

Methods: Through a HORIZON 2020 collaboration, 54 symptomatic patients were recruited 
from St Michael’s Hospital, Dublin and University Hospital of Ioannina (Greece), over a 
6-month period. The recruited cohort consisted of 20 hypertensive or obese non-HF patients 
with symptoms of breathlessness, and 34 patients diagnosed with acute HF. Plasma samples 
were collected and CLEC3B was quantified using ELISA. As the primary cell type contributing 
to cardiac fibrosis is the fibroblast, parallel in vitro studies were carried out using primary 
human cardiac fibroblast cells (HCF). Both CLEC3B gene over-expression and gene knock-
down studies were carried out in HCFs, in the presence or absence of stimulation with the 
pro-fibrotic growth factor TGFβ. The impact of modulating endogenous CLEC3B levels on 
gene and protein expression was studied, including by RNA sequencing, to identify the potential 
role of CLEC3B in fibroblast cells. An in vivo model of angiotensin II induced HF in CLEC3B 
knock out mice was also conducted to study the impact of CLEC3B on cardiac function and 
remodelling (echocardiography, histology, gene and protein analysis).

Results: Within a breathless cohort, circulating CLEC3B levels were significantly reduced 
by approximately 30% in acute HF patients compared to non-HF patients (P<0.0001). 
Receiver operating characteristic (ROC) predictive modelling of plasma CLEC3B in non-HF 
vs. acute HF patients showed area under the curve, AUC=0.92. RNA sequencing analysis of 
HCF cells showed significant changes in over 2000 genes following both CLEC3B over-
expression and knockdown, with different genes being modulated depending on activation 
status of the HCF cells. Our mouse model of angiotensin II induced HF showed that there 
was an impact of global CLEC3B knockout on the expression of genes related to fibrotic 
processes. CONCLUSIONS/IMPLICATIONS: These data show that CLEC3B shows promise 
as a diagnostic tool that could help identify HF patients within a symptomatic breathless 
population. It also highlights that CLEC3B may have an important role in the development and 
progression of fibrosis associated with cardiac remodelling in heart failure, due to the impact 
on function of activated cardiac fibroblasts in both in vitro and in vivo experimental models. 
This aspect opens up the possibility of CLEC3B being a potential novel therapeutic target in 
diseases associated with cardiac fibrosis and remodelling.
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57. Patient tolerance and the clinical effect of SGLT2 inhibitors in a routine 
community heart failure population

1D’ O’Callaghan, 1R Doyle, 1J Abboud, 1M Barrett, 1C Halley, 2K McDonald
1 St Vincent’s University Hospital, Dublin, Ireland
2 University College Dublin, Ireland

Aims: Sodium-glucose Cotransporter-2 (SGLT2) Inhibitors are now advised as standard front 
line therapy for heart failure reduced ejection fraction (HFrEF) patients irrespective of whether 
diabetes is present or not. There has now been a multitude of positive trials in favour of SGLT2 
inhibitor use with little information on how routine community HFrEF populations respond 
to this intervention in the setting of already taking maximum tolerated conventional disease 
modifying therapies. We therefore set out to assess the clinical response (using NYHA and NT-
proBNP change) and tolerability of SGLT2 inhibitors in patients attending our outpatient heart 
failure unit.

Methods: All patients commenced on SGLT2 inhibitors as additional medical therapy for 
HFrEF in a twelve-month period were included in the study. SGLT2 inhibitor therapy was 
initiated once patients were fully optimised on conventional medical therapy and stable 
from a heart failure perspective. For all patients commenced on an SGLT2 inhibitor as part 
of their HFrEF pharmacotherapy we then studied what effect this had on each patients 
NYHA functional class and NT-proBNP levels before and after initiation of SGLT2 inhibitor. 
For all patients we recorded whether a not a patient was still taking their SGLT2 inhibitor at 
most recent follow up appointment at our heart failure unit. Where patients were no longer 
prescribed SGLT2 inhibitors at follow-up, we analysed the reasons documented for this in the 
patients electronic patient record.

Results: There were 184 patients commenced on SGLT2 in the 12-month period studied of 
which 78% (144 patients) were male and 26% (48 patients) were diabetic. The average age 
was 69 years old. Out of the 184 patients, 158 patients (86%) had their initial NYHA class 
documented in their patient record. The average NYHA functional class at time of commencing 
SGLT2 inhibitor for these patients was 1.9. At a subsequent follow-up review, 120 patients had 
a repeat NYHA documented and the average NYHA functional class at this time was 1.7 (with a 
mean time interval of 4.2months). 86 patients (72%) were in the same NYHA functional class, 
28 patients (23%) were now in a lower NYHA functional class whilst 6 patients (5%) were in 
a higher NYHA functional class. The mean NT-proBNP was 1610pg/mL at initiation of SGLT2 
inhibitor and it was 1830pg/mL at the follow-up visit with a mean time interval of 4months. 
The difference in NT-proBNP’s not meeting statistical difference. 166 patients (90%) were still 
prescribed their SGLT2 inhibitor at most recent follow up. The most common reasons patients 
had stopped their SGLT2 inhibitors during follow-up was due to urinary tract infections (3% of 
total patients) and symptomatic hypotension (3% of total patients).

Conclusion: For the majority of patients there was no significant change in their reported 
NYHA class or NT-proBNP levels at follow-up. Overall, we found SGLT2 inhibitors to be a 
well-tolerated with high adherence rates (90%) at follow up and relatively few side effects 
warranting discontinuation.
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58. Strategies to optimise guideline-directed medical therapy in heart failure 
patients with reduced ejection fraction by improving SGLT2i initiation rates in 
nurse-led outpatient heart failure clinics

1BWT Soh, 1R Cusack, 2K O’Brien, 2J Glasgow, 1A Forkin, 1S Abbas, 1S Arnous, 1T Kiernan
1 Department of Cardiology, University Hospital Limerick, Ireland
2 Heart Failure Support Unit, Nenagh Hospital, Ireland

Background: Heart failure with reduced ejection fraction (HFrEF) is a complex disease, with 
multiple comorbidities, making management with guideline-directed medical therapy (GDMT) 
a challenging feat. Nurse-led outpatient HF clinics play a pivotal role in the optimisation of 
GDMT in HFrEF patients, with established benefits in reducing hospitalization and mortality. 
The recent addition of sodium-glucose transport protein 2 inhibitors (SGLT2i) to the 
backbone of HFrEF disease-modifying therapy has further increased the complexities of HF 
management. Prescriber hesitancy of SGLT2i in nurse-prescribers is compounded by concerns 
of treatment side effects, comorbidities, polypharmacy, and patient hesitancy. The lack of 
SGLT2i initiation in nurse-led clinics is under-investigated and may result in lower rates of 
patients receiving appropriate GDMT. Considering the widespread use of nurse-led outpatient 
HF clinics in Ireland, this trend could have widespread implications depending on the rate of 
SGLT2i initiation by nurse-prescribers.

Purpose: To describe the rate of SGLT2i use in a nurse-led outpatient HF clinic (HFSU) and the 
impact of developing local nurse-prescriber guidelines on improving SGLT2i initiation rates. 

Methods: A retrospective closed-loop clinical audit was performed on HFrEF patients actively 
attending the HFSU. HFrEF was defined as left ventricular ejection fraction (LVEF) ≤40% and 
active attendance was defined as a single HFSU engagement within one year, and patients 
who have not died, been transferred to another service, or lost to follow-up. Patients who 
attended the HFSU during the respective phases had information on patient demographic, 
comorbidities, baseline investigations, and pharmacotherapy patterns collected and compared: 
Pre-intervention (January 2021 to December 2021), and Post-intervention (January 2022 to 
April 2022). Nurse-prescriber guidelines and patient information leaflets were developed and 
initiated as an intervention in January 2022.

Results: A total of 320 HFrEF patients were actively attending the HFSU during the Pre- and 
Post-intervention phases (160 Pre-intervention vs 160 Post-intervention) (Table 1). During 
the Pre-intervention phase, SGLT2i was used in 9 patients (5.6%) who were all comorbid with 
type 2 diabetes mellites (T2DM). After intervention, SGLT2i use was significantly higher in the 
Post-intervention group when compared to the Pre-intervention group (9 (5.6%) vs 34 (21.3%), 
P <0.0001) (Table 1). 16 of the 34 patients on SGLT2i in the Post-intervention group were 
comorbid with T2DM.

Conclusions: Prescriber hesitancy of SGLT2i is an ongoing issue in nurse-led outpatient HF 
clinics. Auditing pharmacotherapy patterns can identify current rates of SGLT2i initiation, 
alerting clinicians to inadequate GDMT rates. Local nurse-prescriber guidelines and patient 
information leaflets can effectively increase the rate of SGLT2i initiation by non-physician 
prescribers and extend its licensed use beyond the diabetic cohort.
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Abstract 58 Table 1 – Comparison of Patient Characteristics 

Patient Demographic Pre-Intervention 
(n= 160)

Post-Intervention 
(n= 160) p Value

Mean Age (year) 71.8 ± 12.8 71.0 ± 13.5 0.29

Male Sex 117 (73.1%) 116 (72.5%) 0.45

Baseline Physiologic Function

BMI (kg/m?) 29.5 ± 7.3 29.5 ± 7.2 05

Systolic Blood Pressure (mmHg) 122.3 ± 18.8 123.5 ± 19.0 0.29

Diastolic Blood Pressure (mmHg) 69.9 ± 9.9 70.7 ± 10.5 0.24

Heart Rate (beats per min) 69.4 ± 11.3 69.2 ± 10.8 0.44

Left Ventricular Ejection Fraction (%) 34.2 ± 10.5 34.3 ± 10.5 0.47

Baseline Laboratory Parameters

Haemoglobin (g/dL) 13.4 ± 1.8 13.6 ± 1.7 0.15

Creatinine (umol/L) 112.1 ± 39.6 107.9 ± 35.3 0.16

Albumin (g/L) 37.8 ± 3.6 38.2 ± 3.3 0.15

NT-proBNP (ng/L) 1700.6 ± 3258.3 1386.8 ± 1882.9 0.15

Comorbidities

Hyperlipidaemia 92 (57.5%) 95 (59.4%) 0.37

Hypertension 85 (53.1%) 86 (53.8%) 0.45

Atrial Fibrillation 81 (50.6%) 78 (48.8%) 0.37

Chronic Kidney Disease 67 (41.9%) 64 (40.0%) 0.36

Type 2 Diabetes Mellites 46 (28.8%) 45 (28.19%) 0.44

COPD 33 (20.6%) 31 (19.4%) 0.39

Active Smoker 32 (20.0%) 30 (18.8%) 0.39

NYHA Class

I 76 (47.5%) 81 (50.6%) 0.29

II 80 (50.0%) 77 (48.1%) 0.37

III 4 (2.5%) 2 (1.3%) 0.22

IV 0 (0.0%) 0 (0.0%) N/A
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59. First trifurcated frozen elephant trunk repair of an aortic arch aneurysm in Ireland

N Khan, V Young, S Jahangeer,

St James’s Hospital, Dublin, Ireland

Introduction: We present the case of a 59 year old male with a complex aortic arch 
aneurysm on a background of open descending aorta replacement 11 years previously. An 
arch replacement was carried out using a trifurcated graft with frozen elephant trunk (FET) 
extension, representing the first use of such a graft in Ireland. Management Pre-operative CT 
showed a fusiform aortic arch aneurysm, 6.6cm in diameter, with extensive calcification and 
atheroma at the base of the left subclavian artery (LSA) (Fig 1). The repair was carried out via 
median sternotomy with cardiopulmonary bypass. Tri-cerebral perfusion (direct perfusion of 
all 3 epi-aortic vessels) was used during the arch repair. A large foley catheter was also placed 
into the descending aorta, under endoscopic guidance, to administer distal organ perfusion 
(Fig 2). The FET stent was deployed into the pre-existing descending aortic graft. The left 
common carotid and then the innominate arteries were anastomosed directly to the trifurcated 
graft, and an extra-anatomic bypass of the left subclavian artery (LSA) was finally performed. 
The procedure was tolerated well with no neurologic injury. Post-operative CT showed a 
satisfactory repair (Fig 1). Histology showed granulomatous aortitis. Discussion Increasingly 
sophisticated aortic grafts can provide solutions to challenging anatomy. The calcification and 
atheroma at the base of the LSA posed a potentially prohibitive risk of embolization during 
surgery. The trifurcated graft allowed a more proximal suture line in the aortic arch, thus 
avoiding dissection or suturing in this hostile territory. The use of a FET allowed complete 
repair of the aneurysm to the level of the previous graft, which more traditional methods may 
not have allowed. During arch surgery, organ protection plays a key role. Tri-cerebral perfusion 
allows for complete brain perfusion, irrespective of intracranial arterial anatomy. Conventional 
methods such as antegrade or retrograde cerebral perfusion may be hindered by lack of 
collaterals or presence of venous valves, respectively. The further addition of distal organ 
perfusion via a large Foley catheter allowed total body perfusion, maximising organ protection. 
The chosen sequence of anastomoses further minimised ischaemic time.

Conclusion: Aortic arch surgery represents a challenging but evolving field in cardiac surgery, with 
considerable risk of mortality and neurological complications. Novel technology and techniques 
continue to facilitate safer, more complete repairs for this challenging group of diseases.

Abstract 59 Figure 1 – Pre and Post Operative CT.
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Abstract 59 Figure 2 – A large foley catheter was placed into the descending aorta, under 
endoscopic guidance, to administer distal organ perfusion 
 

60. Cardiac device implantation and complications in the West of Ireland; 6 years 
and a pandemic later

1R Campbell, 2J Birrane, 2Y Smyth, 2B MacNeill, 2J Crowley, 2P Nash, 2B Hynes
1 HSE West, Ireland
2 University Hospital Galway, Ireland

Introduction: The rate of cardiac device insertion continues to rise worldwide, largely due to 
an aging population but also from technical advances. While these devices confer a clinical 
benefit, they are also associated with many complications that can cause significant morbidity 
and financial burden. Our aim was to re-look at rates of implanted cardiac devices in our 
centre and compare it to a previous 2014 study and the most recent ESC quality indicators for 
the care and outcomes of cardiac pacing.

Methods: We collected data retrospectively on cardiac device implantation from January to 
June 2020 in Galway. Patients were identified via device database and complications were 
recorded as per discharge summaries and documentation available on Evolve IT system.

Results: 164 patients underwent cardiac device implantation from January to June 2020 with 
37 (22.6%) of these performed in a private hospital owing to Covid restrictions on activity 
in UHG. 115 (70.1%) were male; with a mean age of 72.4 (+/- 13.4 years), similar to previous 
study (mean 74.8). The most common procedure was pacemaker insertion; 85 (51.8%) with 
the majority being dual chamber at 56 (65.8%), reduced from 2014 at which time pacemakers 
accounted for 85% of procedures. The most common indication for a pacemaker was 
symptomatic bradyarrhythmia or pauses; 50 (30.5%). Temporary pacing was required in 12 
patients (7.3%). ICD accounted for 36 (22%), with 22 (61%) for primary prevention and 14 
(38.9%) for secondary prevention. 4 patients had a CRT device inserted with all of them being 
an upgrade from an existing device. Routine change of generator for end of life accounted for 
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35 procedures (21.3%). Our patient population had an average of 4.6 comorbidities (SD 2.3), 
with hypertension, coronary artery disease and atrial fibrillation being the most common. In 
line with ESC recommendations, most patients (83.5%) received prophylactic antibiotics 1hr 
pre incision, commonly Flucloxacillin. 15 patients (9.1%) experienced a complication (average 
age 72 years), including: lead dislodgement 2 (1.2), pneumothorax 3 (1.8%), hematoma 4 
(2.4%), pericardial effusion 1 (0.6%), ventricular perforation 1 (0.6%) and replant revision 3 
(1.8%). Of the 4 hematoma patients, 1 was on NOAC, 1 therapeutic Enoxaparin and 2 were 
taking Aspirin monotherapy. Among the 3 patients who experienced an infection, 2 had 
hypertension, hyperlipidaemia, diabetes and heart failure. Finally, 94 (57%) received the 
recommended device check within 2-12 weeks of insertion with a mean waiting time of 70 
days (IQR 53.5 – 113.5).

Conclusion: Despite the pandemic, UHG has managed to find alternative solutions to ensure 
an ongoing high volume of device insertions with a relatively low rate of complications in an 
at-risk aging population. Potential areas for quality improvement in the future could include: 
changes to the admission proforma to make important information easier to collect and more 
timely follow-up post-implantation.

61. Survival of patients from the South-East region of Ireland following ST-
elevation myocardial infarction compared with the rest of Ireland

1,2J Laffan, 3A Foley, 4G Blake, 5A Maree, 6J Crowley, 7C McCreery, 8P Kearney, 9T Kiernan, 10P Owens, 
1,3M Kennedy, 1,2RA Byrne
1 RCSI, Dublin, Ireland
2 Dublin Cardiovascular Research Institute, Mater Private Network, Dublin, Ireland; 
3 Beaumont Hospital, Dublin, Ireland
4 Mater University Hospital, Dublin, Ireland
5 St James’ Hospital, Dublin, Ireland
6 University Hospital Galway, Ireland
7 St Vincent’s Hospital, Dublin, Ireland
8 Cork University Hospital, Ireland
9 University Hospital Limerick, Ireland
10 Waterford University Hospital, Ireland

Background: Guidelines advise that patients suffering ST-elevation myocardial infarction (STEMI) 
are revascularized as quickly as possible. If a patient is likely to receive primary percutaneous 
coronary intervention (PPCI) within 120 mins from diagnosis then this is the preferred treatment 
strategy. PPCI can only be delivered in specialist centres and timely access can be determined 
by geographical location. In the south-east region of Ireland, currently only in-hours PPCI care is 
provided in a single specialist centre. We wished to determine whether patients from the South 
East had different survival following STEMI than those in the rest of Ireland.

Methods: All STEMI patients from January 2013 until March 2018 were identified from the Irish 
national acute coronary syndrome (ACS) registry. Ethical approval and a consent declaration 
were obtained before accessing data. STEMI patients treated in the single regional specialist 
centre in the south-east region were identified from an internal hospital database. Patients 
treated in the south-east region comprised those treated at either the single regional specialist 
centre and those patients treated after transfer to specialist centres outside the region. The 
comparator group comprised the remainder of patients with STEMI in the rest of Ireland. 
Survival was determined from the national death register. Proximity to nearest primary PCI 
centre was determined from Google Maps. Statistical analyses were performed using Stata.
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Results: 7,483 patients were included in the analysis – 678 in the south-east region (371 
treated in the regional centre, 307 transferred outside the region), 6,805 in the rest of Ireland. 
Minimum follow up was 3 years, median follow up 5.5 years. Baseline characteristics are 
displayed in Table 1. Patients in the South East had similar survival (83.6%) to those in the rest 
of Ireland (81.9%), Log-Rank p=0.11; HR 0.85 (p=0.088 95%CI 0.69-1.03) (Figure1).

Conclusion: Patients living in the south-east region of Ireland showed similar unadjusted 
survival following STEMI compared to patients living in the rest of Ireland.

Abstract 61 Table 1. Baseline Characteristics 

South East (n=678) Rest of Ireland (n=6,805) p Value

Mean Age 62.2 62.7 0.14

% Male 80.1% 77.5% 0.29

Mean prox to PPCI centre* 49.5km 
*(including Waterford) 112km <0.00

Age >75yrs 13.4% 20% 0.004

ECG to Reperfusion** 120.5min 
**(CUH/SJH/SVH only) 116.9min 0.35

Out-of-hours*** 89.3% 
***CUH/SJH/SVH (0% WFD) 64.1% <0.00

Current Smoker 53.8% 42.2% <0.00

Diabetes 14.9% 21.6% 0.003

 
Abstract 61 Figure 1. Kaplan-Meier unadjusted survival curves, South East vs Rest of Ireland
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62. Brugada and driving: time to rethink driving restriction?

A Shelfah, D Ranganthan, D Jain, S Suleiman, C McGovern, J Galvin, D Ward, T Keelan, D Crinion
1 Tallaght University Hospital, Dublin, Ireland 
2 Mater Misericordiae University Hospital, Dublin, Ireland

Introduction: Brugada syndrome (BrS) is an inherited channelopathy which is usually caused 
by mutation in the SCN5A gene. The coved ST-segment elevation in the right precordial leads 
is diagnostic and can predispose to polymorphic ventricular tachycardia (VT) and sudden 
death (Figure 1). In Ireland, BrS cases with secondary prevention implantable cardioverter 
defibrillators (ICDs) are unable to drive. This recommendation was based on the consensus 
statement of the European Heart Rhythm Association in 2009. However, increasing data 
suggests that educating patients to avoid heavy meals and alcohol before sleep, prompt 
treatment of pyrexia, and avoid certain drugs greatly reduces risk of VT. In addition, Quinidine 
and more recently epicardial ablation have proven effective. Furthermore, our threshold to 
implant a device is higher, due to a clearer definition of arrhythmogenic syncope and the 
reduced use of programmed electrical stimulation (PES). These developments prompted a 
review of current national guidelines, and our own data.

Methods: Retrospective analysis of BrS patients who attend an adult inherited cardiac 
conditions clinic (Tallaght University Hospital and Mater Misericordiae University Hospital). 
Local records and the national device database Heart rhythm Ireland were utilised.

Results: A total of 10 BrS patients with ICDs were identified. Mean age was 50 years, and 
7 were male. One case underwent implantation for primary prevention due to high-risk 
features. Regarding the secondary prevention cohort; 2 had survived a cardiac arrest, 3 had 
syncope without documented arrhythmia, and 4 had non-sustained VT or a positive PES. 
A subcutaneous ICD was utilised for 2 patients. Mean follow up time since implant was 7 
years and 3 months. Defibrillation therapy was required for 2 patients, each of which was 
appropriate and occurred during sleep. Both have been free of ventricular arrhythmias since 
commencement of Quinidine or having undergone an epicardial ablation.

Conclusion: BrS secondary prevention ICDs have rarely been performed in Ireland. In terms of 
risk when driving, ventricular arrhythmias only occurred during sleep, a pathognomonic trigger 
in BrS. Given the improved understanding of BrS and the development of effective treatments, 
several countries have removed the indefinite driving restriction for a category one license. Our 
national data is consistent with this trend and can now be included in a review of Irish driving 
recommendations.

Abstract 62 Figure 1 - coved ST-segment 
elevation in the right precordial leads 
which is diagnostic and can predispose to 
polymorphic ventricular tachycardia (VT) 
and sudden death
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63. Polymorphic VT following anaphylaxis to COVID-19 vaccination

1B Nic Aodha Bhuí, 1J Buckley, 2M Mokoka, 1B MacNeill
1 Galway University Hospital, Galway, Ireland
2 Mayo University Hospital, Mayo, Ireland

Introduction: There is little known regarding the potential cardiovascular effects, of the 
novel SARS-CoV-2 vaccines. There is a documented association between the vaccines 
and myocarditis, especially in young males. To date, a sparsity of evidence exists regarding 
associations of arrhythmias with the SARS-CoV-2 vaccines We present the case of a 42 year 
old lady, who was transferred to our hospital, following an out of hospital cardiac arrest. This 
was on the background of a recent discharge from her local hospital, after an anaphylactic 
reaction to the Pfizer/BioNTech Covid-19 vaccine. She suffered a cardiac arrest and received 
bystander cardiopulmonary resuscitation, with two shocks delivered by an automated 
defibrillator (AED) at the scene. Rhythm strips obtained from the AED, demonstrated 
polymorphic ventricular tachycardia. Cardiac Investigations including Echocardiography and 
CT Coronary Angiography were unremarkable. During her admission, she developed persistent 
episodes of non-sustained ventricular tachycardia, with R-on-T phenomenon. (Figure 1) She 
was transferred to a tertiary cardiology centre for electrophysiology studies. An ajmaline test 
was negative, although ventricular ectopics were noted. There were no ectopics elicited during 
electrophysiology studies. There was a suggestion of a subtle J wave on a number of her 
ECGs and intermittent short PR interval (Figure 2), which would imply an early repolarisation 
syndrome such as J wave syndrome. Of note, during her stay in the coronary care unit, 
she developed intermittent tongue swelling and generalised ?urticarial rash which required 
treatment with steroids and antihistamines. She was transferred to a specialist centre, for 
further diagnostics including cardiac magnetic resonance imaging, electrophysiology studies 
and genetic screening for long QT syndrome. These investigations were all unremarkable, 
including a negative ajmaline test. A single chamber transvenous implantable cardiac 
defibrillator was inserted and she was discharged with beta-blockade. Discussion: Polymorphic 
ventricular tachycardia, has a multitude of causative factors including QT prolonging drugs, 
cardiac ischaemia, underlying genetic arrhythmias such as and catecholaminergic polymorphic 
ventricular tachycardia (CPVT) and inherited sodium and potassium channel mutations, 
most notably, long QT syndromes and Brugada syndrome. It can also be as a result of early 
repolarisation syndromes such as J wave syndrome. Myocarditis has now been linked to the 
covid vaccine, with a generally benign course of illness observed. It is unclear in our case, 
whether an underlying genetic predisposition, in combination with the covid vaccine and 
medications which can cause prolonged QT intervals, provoked this episode of polymorphic 
ventricular tachycardia. This patient, had never observed cardiac symptoms including chest 
pain or palpitations, leading a very active lifestyle prior to this event. We suspect an underlying 
early repolarisation syndrome, as a potential precipitant of this cardiac arrest. There has 
been an estimated rate of 11.1 cases of anaphylaxis, per 1 million Pfizer-BioNTech Covid-19 
vaccines. Cardiovascular compromise, due to anaphylaxis, is well described in the acute setting. 
This patient had symptoms of a prolonged allergic reaction to the vaccine, as noted by her 
continued allergic symptoms days after her initial anaphylaxis. This may have contributed to 
the development of cardiovascular collapse in this case.
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Abstract 63 Figure 1: ECG

Abstract 63 Figure 2: ECG
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64. Six Nations Under-age Rugby and BMI, What price success?

W Fennell

Department of Cardiovascular Science, University College, Cork, Ireland

On March 20th, 2022, the Irish Times featured the personal profiles of the successful Irish 
under 20 years team in the Six Nations contest against France, England, Scotland, Wales and 
Italy. The mean weight was 100 Kgs and 8/31 met the U.S. Center for Disease Control criteria 
for obesity with BMI >30 Kg/M2, (risk category 1,) theoretically putting them at risk for later life 
premature morbidity.

On reviewing the entire six nations forwards cohort, 61/94 had a BMI >30. No backs (n 89) had 
a BMI >30 and mean BMI was 26.4. All 33 prop forwards had a BMI >30 and 11 had a BMI >35, 
(CDC risk category 2,) 18/21 hookers had a BMI >30 whereas 2/20 locks had a BMI above 30 
and 9/32 back row forwards had a BMI >30.

Much of this weight gain is facilitated by “bulking up” with high caloric intake with supplemental 
protein under medical and nutritionist supervision. All of these players would be contracted 
professional or academy members.

For comparison the average BMI for the all age Kerry Gaelic football team in 2019 was 24.7 . 
Rafal Nadal and Roger Federer have BMIs at 24.8. The Liverpool FC team (2022), average BMI 
is 23.1.

The BMI has known limitations in predicting excess body fat in individuals and athletes but has 
proved useful in epidemiological studies and in the clinical management of morbid obesity.

The marked discrepancy between front row forwards and backs does suggest that the BMI 
difference cannot all be attributed to by higher muscle mass alone. With under age players one 
has to ask what are the downsides, if any, of rapid weight gain at this age. It certainly points 
to a need for long term follow-up for all high performance athletes using supervised protein 
supplementation and whose playing time weights exceed the norm for their age and height.
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Constitution & Rules

CONSTITUTION
1. The Society shall be called “The Irish Cardiac Society”. Its object shall be the advancement of 

knowledge of Disease of the Heart and Circulation.

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

3. 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.

4. 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
5. The Society shall consist of the following membership categories : Ordinary , Extraordinary, 

Honorary, International and Affiliate. 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 will be determined at the Annual General Meeting.

ORDINARY MEMBERS
6. Ordinary Members shall be Physicians or Surgeons on the Consultant Staff of a Hospital in 

Ireland or others whose primary interest is in the practice of Cardiology, Cardiovascular Surgery, or 
in research in these and allied subjects.

7. They shall be elected at the Annual General Meeting by an affirmative vote of two- thirds of 
the Ordinary Members present at the Meeting. Every Ordinary Member is required to pay the 
annual subscription to the Society. A member who fails to pay  the annual subscription on two 
consecutive years will be deemed to have resigned from the Society.

8. New Members are proposed and seconded by current Members of the Society.

EXTRAORDINARY MEMBERS
9. A Member will cease to be an Ordinary Member on retirement. He shall automatically thereafter 

become an Extraordinary Member unless he should elect to retire from the Society.

10. 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
11. Men or women of distinction in Medicine, at home or abroad, who have contributed to the 

advancement of Cardiology and / or have been very supportive of the society may be 
recommended by the Council for election as Honorary Members.
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ELECTION OF MEMBERS
12. Ordinary and Extraordinary Members may propose candidates for Ordinary membership and 

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

13. 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 organise further meetings at its discretion.

14. The Chairman of each Meting shall be appointed by the Council.

15. 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.

16. 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.

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

18. 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.

ASSOCIATE MEMBERSHIP
19. Associate Members (Affiliated) are members of Affiliated groups established by the Society who 

are not Ordinary Members.

20. Associate Members are medically qualified individuals or established scientists with a special 
interest in cardiovascular disease.

21. Associate Members shall receive all relevant notices and communications of the Society, either 
directly or as specified via their own Affiliated Group.

22. Associate Members shall not be entitled to attend or vote at the Annual General Meeting, are not 
entitled to be elected or to nominate Officers or Ordinary Members for a position on council.

23. Associate Members shall pay a reduced subscription to be set on an annual basis by council.

INTERNATIONAL MEMBERSHIP
24. International members are those who fulfil the criteria for Ordinary Membership except that they 

are practicing abroad and do not wish to be considered for Ordinary Membership of the Society.

25. International Members are proposed and seconded by two current Members of the Society.

26. International Members will receive all electronic communications of the Society and have full 
access to the resources available on the societies website.

27. International Members shall pay a reduced subscription to be set on an annual basis by council
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ELECTION OF OFFICERS AND COUNCIL
28. 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.

29. 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 six 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 additional members for a period of up to three 
years, if they think there is any special reason for it. Council shall have the power to appoint ex-
offico members as deemed appropriate.

30. 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.

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

SECRETARIES AND TREASURER
32. Two Ordinary Members shall be elected in accordance with Rule 21 as Secretary and Treasurer 

respectively.

33. 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.

34. 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.

35. The Treasurer shall keep the accounts, collect subscriptions and be responsible for the 
expenditure of the Society.
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Thursday, 6 October

Annual Scientific Meeting of the 
Irish Nurses Cardiovascular Association
in association with Irish Cardiac Society

09.30–10.00 Registration and Coffee

10.00–10.10 Welcome & Opening Address
Maria Hayes, President, INCA

10.10–10.20 Welcome
Prof Vincent Maher, President Irish Cardiac Society

10.20–11.00 Echo Interpretation
Michael Clarke, Chief Cardiac Physiologist, St James Hospital, Dublin

11.00–11.40 Cardiac Implications of COVID
Dr. Sajjad Matiullah, Consultant Cardiologist, University Hospital Waterford

11.40–12.10 Integrated Cardiovascular Care-Challenges and Opportunities
Michelle Carey, Nurse Lead, National Heart Programme

12.10–12.45 A Panel Discussion: Creating one vision through the eyes of a prism glass
Michelle Carey, Nurse Lead, National Heart Programme
Dr Heather Cronin, Consultant Cardiologist Integrated Care, Cork
Cathy Farrell, ANP Heart Failure, Integrated Care, Donegal
Mary Jordan, Practice Nurse, RNP, Wexford: GP, Cork

12.45–13.30 Networking/ Poster viewing

13.30–14.10 Integrating palliative care and heart failure: a realist synthesis (PalliatHeartSynthesis)
Dr Tracey McConnell, Prof Joanne Reid & Dr Claire Howie, Queen’s University Belfast

14.10–14.45 Helping the patient bring about behavioural change
Dr James O Mahony PHD, RANP, Cognitive Behavioural Psychotherapist, Cork

14.45–15.15 Improving engagement with Cardiac Rehabilitation
Gemma Caughers, Lecturer, Queens University, Belfast

15.15–15.30 Announcement of Best Poster, Evaluation, Upcoming 25 Year Celebration and Close
Maria Hayes, President, INCA

INCA Meeting at 15.30 (All welcome to attend)
Admission: Free of charge

CPD Accreditation pending: 5 CEU’s NMBI & 5 CPD’s RCSI
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Friday, 7 October 7

23rd Annual Irish Institute of Clinical 
Measurement Science Executive Meeting
in association with Irish Cardiac Society

09.30 Opening of Meeting – Chair of the IICMP

Se
ss

io
n 

I

09.35 RV Strain – Ms Leah Corrigan, Mater Hospital

10.15 Cardio Oncology – Dr Patricia Campbell

10.40 Interesting Echo Cases – Heart Transplant, Ms Aine O Reilly, Mater Hospital
 – Mitral Annular Disjunction, Ms Emma Halton, Beaumont Hospital

11.10 Coffee & trade stands

Se
ss

io
n 

II

11.30 Panel Discussion: Field Safety Notices: What each site does
 – Ms Thelma Morgan, Beaumont Hospital
 – Mr William Neylon, Limerick University Hospital
 – Mr Emmet O Connor, Mater Hospital

12.00 Tricuspid Valve Clip – Dr Roger Byrne, Mater Private Hospital

13.00 Lunch and trade stands

Se
ss

io
n 

III 14.00 New Clinical Measurement Academic Programmes – Dr Jerry Bird, Head of Science ATU & Team

15.00 St Jude Medical Annual Quiz

15.30 Meeting Close
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Irish Cardiac Society 
17–19 Rathmines Road Lower 

Rathmines 
Dublin 6

T  +353 1 668 5001
E  bdalton@irishheart.ie

W  www.irishcardiacsociety.ie
  @irishcardiacsoc
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