
same day discharge. Patients were excluded if they had any of the
following: an unsuitable radial pulse, planned femoral access, prior
coronary artery bypass surgery, or the requirement for an overnight
hospital stay for planned complex/high risk PCI, renal impairment,
or social reasons. The final decision regarding route of arterial access
was left to the operator.
Results In the one year study period, 1548 patients were managed in
the radial lounge. 1109 patients underwent coronary angiography,
114 (10.2%) of whom also had a pressure wire or intravascular
ultrasound, and 439 underwent PCI. This represented approx-
imately 88% of our unit9s elective angiograms and 60% of our
elective PCIs. Among the patients who underwent angiography, 938
(84.5%) were performed radially and 1076 (97.0%) were discharged
from the radial lounge on the same day as their procedure. Among
the PCI patients, 359 (81.8%) were performed radially and 372
(84.7%) were discharged the same day. The PCI group included 326
(74.3%) patients who had a single vessel treated, 105 (23.9%) who
had two vessels or a bifurcation with a significant side branch
treated, and 8 (1.8%) patients who had three vessels treated. There
were no deaths or arrhythmias in the radial lounge. Requirement for
overnight admission was significantly more common after femoral
access compared with radial access for both angiography (4.1% vs
2.8%; p<0.05) and PCI (21.3% vs 14.2%; p<0.01).
Conclusions A dedicated radial lounge free of cardiac monitors is a
safe environment in which to manage most patients before and after
elective coronary angiography and PCI. The lack of monitoring
necessitates patient selection but this does not prevent the lounge
being suitable for the majority of elective patients. Femoral access is
associated with a significantly greater requirement for overnight
admission.

79 REMAINING CLOTHED FOR RADIAL DIAGNOSTIC
CORONARY ANGIOGRAPHY: AN IMPROVEMENT IN THE
PATIENT JOURNEY

doi:10.1136/heartjnl-2011-300198.79

S Eve, M Sinha, T A Wells. Salisbury District Hospital, Salisbury, UK

Background Patients undergoing invasive diagnostic coronary
angiography (DCA) for the first time often display high levels of
anxiety at the time of their procedure as they are unfamiliar with
the cardiac catheter laboratory set up. It is therefore part of the
cardiac catheter laboratory staff9s role to reduce patient fears and
hence improve their journey through the cardiac catheter laboratory.
Several Cardiac centres have recently introduced radial lounges
whereby patients feel less “hospitalised” by not needing to undress
for their procedure.
Methods Following infection control approval, between mid-August
2010 and the end of October 2010, patients undergoing radial DCA
at Salisbury District Hospital were offered the option of remaining
clothed for their procedure. Each patient was given an information
leaflet included in which was explained possible downsides to being
dressed including if CPR were needed then clothes would be cut,
failure of radial access and the subsequent need for femoral access,
and the possibility of soiling the clothes with either blood or iodine.
The only caveat stated was that female patients were not allowed to
wear an underwire bra. Following their DCA, patients were then
asked to fill in an anonymous questionnaire in which they were
asked about their experience and whether not having to undress
made them feel more relaxed.
Results 57 consecutive patients underwent (DCA) during this time
period (100% uptake) with an average age of 68.1 6 9.6 years. 71%
were male and 21% (12/57) had undergone a DCA previously. Of

these 12 patients 92% (11/12) stated that not having to undress was
a good idea while an identical number felt much more relaxed than
their previous DCA experience. Of the 45 patients that had not had
a previous DCA, 96% (43/45) stated that not having to undress was
a good idea while 96% (43/45) felt that this had made them feel very
relaxed during their pathway. The other two patients felt that it
made no difference. No patients required cross-over to femoral
access and there were no blood or iodine stains on any clothes.
Having patients remain dressed did not reduce fluoroscopic image
quality and there were no issues with infection.
Conclusion Offering patients the option of having their radial DCA
done without undressing is safe and helps to improve the patient
journey through the cardiac catheter laboratory by making them
feel more relaxed and less hospitalised. This is now standard at our
Institution.

80 PPCI: IS THERE A ROLE FOR THE ACS ANP?

doi:10.1136/heartjnl-2011-300198.80

V Oriolo, J Tagney. Bristol Heart Institute University Hospital Bristol NHS FT, Bristol, UK

Introduction Primary Percutaneous Coronary Intervention (PPCI) is
now considered the treatment of choice for patients experiencing ST
Elevation Myocardial Infarction (STEMI) (European Society of
Cardiology/European Association for Cardio-Thoracic Surgery
2010). One of the many benefits claimed is reduced length of stay
due to decreased morbidity (Zahn et al 2000, Kalla et al 2006). To
assess performance of one English PPCI 24/7 provider organisation
against the national average length of stay (LOS) for patients post
PPCI, a retrospective baseline audit was conducted. This demon-
strated an average LOS of 4.4 days which is above the National
Infarct Angioplasty Project 2008 average LOS of 3 days. A 48 h nurse
led discharge (NLD) protocol was therefore developed and intro-
duced by the acute coronary syndromes advanced nurse practitioner
to streamline the patient journey. This instructed the nurse and/or
physician to ensure appropriate investigation and documentation
was carried out in a timely manner to avoid unnecessary delays in
patient discharge.
Method Suitability criteria for the 48-h NLD protocol were estab-
lished, which included: absence of acute complications (eg,:
bleeding, haemodynamic instability, ongoing chest pain, ejection
fraction <40%, respiratory compromise); appropriate support at
discharge. Following the baseline audit, data were electronically
collected prospectively for 5 months, measuring date of admission
to date of discharge to the usual place of residence. After 5 months
the audit was repeated to assess the average length of stay for
patients presenting with STEMI.
Result Between 1st April 2010 and 31st August 2010, a total of 274
patients were admitted with STEMI. Of these, 122 (45%) met the
NLD criteria and were discharged by the ACS ANP. The remaining
152 (55%) were discharged by the medical physicians. It was noted
that introduction of the protocol also facilitated a structured
approach to discharge for the medical team. The average LOS for all
PPCI patients (n¼274) decreased from 4.4 days to 3 days (30%). For
patients that were seen and discharged solely by the advanced nurse
practitioner (n¼122), the average LOS decreased from 4.4 days to
2.0 days (55%).
Conclusions/Implications In the current financial climate, a decrease
in LOS can have a significant impact on any organisational resources
thus increasing efficiency saving and patient throughput. This
demonstrates part of the added value the advanced nurse practi-
tioner brings to patient care and to tertiary centres that provide a
24/7 PPCI service.
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Abstract 80 Figure 1 PPCI nurse LED discharge protocol.

81 DYSSYNCHRONOUS THREE PLANE MOTION AND IMPAIRED
LEFT VENTRICULAR TWIST IN PATIENTS WITH HEART
FAILURE AND NORMAL EJECTION FRACTION

doi:10.1136/heartjnl-2011-300198.81

1Y T Tan, 2F W G Wenzelburger, 3F Leyva, 3J E Sanderson. 1Department of Cardio-
vascular Medicine, Birmingham, UK; 2Institute for Science and Technology in Medicine,
Keele University, Stoke on Trent, Keele, UK; 3Department of Cardiovascular Medicine,
University of Birmingham, Birmingham, UK

Background The pathophysiology of heart failure with normal
ejection fraction (HFNEF) is complex and not fully understood.
Recent publications showed a loss of apical rotation and longi-
tudinal function particularly on exercise in these patients. Whether
a deterioration of basal rotation and a dyssynchrony of different
three plane motions on exercise might contribute to symptoms in
these patients is not known.
Method 72 Patients (age 7367 years, 48 female) with breathlessness
on exertion and normal EF (6067%) underwent cardiopulmonary
exercise test to rule out alternative clinical reasons (VO2max
18.464.9 ml/min/kg). Data were compared to 38 age-matched
control subjects (age 7167 years, 29 female, EF 6367%) with a
normal exercise tolerance (VO2max 28.665.1 ml/min/kg). All
underwent full Doppler 2D-echocardiography at rest and on supine
exercise. Echo images were analysed off-line. Apical and basal rota-
tion, longitudinal and radial displacement were measured by speckle
tracking. Speckle tracking pictures and colour TDI curves were
loaded into custom made software. The software interpolated all
curves and calculated twist as the difference of rotation at apex and
at base. The software offered timing information to calculate SD
and time delays for different motions.

Results As previously described apical rotation was reduced at rest
and on exercise Basal rotation was comparable at rest but signifi-
cantly reduced on exercise in patients. The SD for four different
systolic peak motions (basal and apical rotation, longitudinal and
radial displacement) was comparable at rest but on exercise controls
showed a significantly reduced SD compared to patients showing a
greater ability to synchronise motions. Furthermore a ratio of
untwist during IVRT and longitudinal extension (Ratio Untwist
/Extension in IVRT) showed a significant deeper slope on exercise
for patients indicating a loss of synchrony in diastole, too. All results
are presented in Abstract 81 table 1.

Abstract 81 Table 1

Patients
Rest

Controls
Rest p value

Patients
Exercise

Controls
Exercise p value

Apical Rotation (8) 9.964.4 13.464.0 <0.001 12.564.7 16.663.9 <0.001

Basal Rotation (8) �8.363.3 �8.063.4 0.676 �7.763.2 �9.763.0 0.011

Twist (8) 18.065.7 21.064.9 0.01 19.565.9 25.966.0 <0.001

SD Systolic Motions (ms) 48.6632.9 43.1625.3 0.38 40.1627.1 25.9615.5 0.01

Ratio Untwist/Extension
in IVRT (8/mm)

25.3651.4 7.1610.7 0.059 9.6614.7 3.363.8 0.034

Conclusion Patients with HFNEF show a deterioration of basal
rotation and a systolic and diastolic three plane dyssynchrony
particularly on exercise. This might further contribute to the dete-
rioration of early diastolic suction and therefore decrease stroke
volume on exercise. This might be a major contribution to their
symptoms.

82 MANAGEMENT OF ADVANCED HEART FAILURE IN THE UK:
TRENDS IN HEART TRANSPLANTATION AND MECHANICAL
CIRCULATORY SUPPORT

doi:10.1136/heartjnl-2011-300198.82

1A Emin, 2C A Rogers, 3H L Thomas, 4S Tsui, 5S Schueler, 5G MacGowan, 6A Simon,
7R S Bonser, 4J Parameshwar, 8N R Banner. 1Clinical Effectiveness Unit, The Royal
College of Surgeons of England, London, UK; 2Clinical Trials and Evaluation Unit,
University of Bristol, Bristol, UK; 3NHS Blood and Transplant, Bristol, UK; 4Cardio-
pulmonary Transplantation, Papworth Hospital NHS Foundation Trust, Cambridge, UK;
5Cardiopulmonary Transplantation, Freeman Hospital, Newcastle, UK; 6Heart and Lung
Transplantation, Royal Brompton and Harefield NHS Trust, Middlesex, UK; 7Cardio-
pulmonary Transplantation, Queen Elizabeth Hospital, University of Birmingham,
Birmingham, UK; 8Royal Brompton and Harefield NHS Trust - on behalf of the UK VAD
Forum and UKCTA Steering Group, Middlesex, UK

Introduction Patients with advanced heart failure due to systolic
ventricular dysfunction require “pump replacement” therapy.
Previously, heart transplantation (HTx) met this need but waiting
times have increased due to shortage of donor hearts. Consequently,
more patients require a ventricular assist device (VAD) as a bridge to
transplant (BTT). We report UK activity, trends and outcome for
HTx and BTT VAD.
Methods Data were acquired from a comprehensive national data-
base using 3 eras for analysis: E1: 5/2002e12/2004, E2: 1/2005e12/
2007 & E3: 1/2008e6/2010. Paediatric and multi-organ transplants
were excluded from the transplant cohort. Patients who received
prior short-term support (bridge to bridge) were excluded from the
VAD group.
Results 1278 patients were listed for HTx over the 3 eras: E1 155 per
year, E2 165 per year, E3 148 per year. The number of adult HTx fell
from 132 per year in E1 to 94 per year in E3. The median waiting
time for non-urgent HTx increased from 87 days in E1 (95%CI 55 to
119) to 321 days in E3 (95%CI 203 to 439) (p<0.001). 239 patients
needed left VAD support as BTT; 75 (31%) also received a right VAD.
Activity rose from 26 per year in E1 to 41 per year in E3. Device
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