
dinitrate, ISDN) were performed with dual sensor pressure-
flow wire (ComboWire®) advanced down coronary artery (C)
and were electronically routed into the intracardiac analyser
(CD Leycom, Netherlands) via which LV haemodynamics –

using pressure-volume (PV) loop catheter in LV apex – were
measured, thus enabling simultaneous recordings. Coronary
blood flow (CBF), wave intensity analysis and LV pressure
volume loops were analysed with specially developed in-house
software (MatLab R2014b) (E); (paired t-test; linear
regression).
Results Accurate delineation and timings of the backward and
forward waves were described relative to cardiac contraction
and relaxation (F). Backward expansion wave (BEW) occurred
during isovolumic relaxation and correlated for the first time
with peak dpdt- (r20.4 p = 0.0015) and found to be load
dependent (F); forward compression wave (FCW) occurred
immediately following peak dpdt+; ISDN drove leftward,
downward shift of PV loop (D) accompanied by two-step car-
diovascular response 1) significant afterload reduction (endsys-
tolic pressure 127+/-±23;98±22 mmHg; p < 0.01)
associated with reduction in cardiac work (pressure volume
area 1.4±0.4;1.1±0.4J) total peripheral resistance and arterial
elastance representing systemic vasodilation and significant
improvement in mechanical efficiency (68 to 74%) 2) Reduc-
tion in preload (14±5;10±5 mmHg; p < 0.01) was associ-
ated with improved passive (EDPVR B) and active (Tau)
diastolic relaxation (38±4;36±4 ms; p < 0.01). Despite a

reduction in perfusion pressure, coronary flow was
maintained.
Conclusion For the first time in humans we relate coronary
flow to cardiac contraction-relaxation and describe how ISDN
exerts an anti-anginal effect by reduction in afterload and pre-
load, therefore cardiac work and improved cardiac efficiency,
maintaining coronary flow despite reduction in perfusion pres-
sure, thus vastly increasing our understanding of the integrated
cardiovascular response.
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Introduction Cardiogoniometry (CGM) is a novel method of
3-D electrocardiographic (ECG) assessment, which has previ-
ously been shown to have significant diagnostic accuracy at
identifying patients with stable coronary artery disease (CAD)
and acute coronary syndromes (ACS). However, there is con-
siderable variation of reported diagnostic accuracy of CGM
depending on the gold standard test used to compare it to.
The aim of our review is to identify what is diagnostic

Abstract 94 Figure 1 A. Flouroscopic image of PV loop in the catheter in the LV with combowire in the coronary artery; B. Externalisation of guide
catheter with PV loop and pressure-flow wire; C. Coronary flow data obtained on the Combomap console (Volcano Corp); D. LV PV loop at rest
(blue) and following administration of nitrates (red) with a reduction in cardiac work; E. In-house softwere developed on MatLab R2014b – snapshot
delineating LEFT coronary blood flow, MIDDLE. LV (black), aortic (red) and distal coronary pressure (blue) and RIGHT PV loop. F. Left upper and
depicting distal coronary pressure and flow, left middle: LV pressure and volume plotted against time and left lower: wave intensity analysis, right
middle forward going waves in coronary circulation depicted in relation to cardiac contraction, right lower: backward travelling (suction) waves in
relation to cardiac cycle
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accuracy of CGM at identifying stable CAD and ACS, and
identify other novel clinical applications of the technology.
Methods Using a pre-defined search strategy, electronic databases
(MEDLINE and Embase) were searched for papers published
between 1946–June 2015 and reference lists were pursued. For
inclusion, papers had to be original research articles that investi-
gated the clinical application of CGM. Sixteen publications were
identified from our search; seven investigated the diagnostic accu-
racy of CGM to identify stable CAD; one investigated the diagnos-
tic accuracy of CGM to identify ACS; one investigated CGM as a
screening tool for cardiac allograft vasculopathy in heart transplant
patients and seven investigated specific CGM parameters without
commenting on diagnostic accuracy. If data was available and suit-
able for collation, it was pooled to calculate a comprehensive over-
view on markers of diagnostic accuracy, which included sensitivity
and specificity.
Results When looking at studies investigating the diagnostic accu-
racy of CGM to identify stable CAD the figures of diagnostic accu-
racy varied: Sensitivity (64–89%) and specificity (64%–82%),
however CGM consistently outperformed 12-lead ECG in terms
of sensitivity (29–76%) and was comparable in terms of specificity
(18–95%). The collated data pooled for our analysis included 772
patients, of which 473 had stable CAD. Our analysis showed CGM
has a sensitivity of 70% and specificity of 82% at identifying stable
CAD, being significantly more accurate than 12-lead ECG. The
one study identified investigating the diagnostic accuracy of CGM
to identify ACS included patients with non-ST segment elevation
ACS and used multiple comparators including 12-lead ECG. It
showed that the sensitivity and specificity of CGM to identify non-
ST segment elevation ACS was 69% and 54% respectively, having
significantly higher sensitivity than 12-lead ECG. The diagnostic
accuracy reported for CGM to detect cardiac allograft vasculop-
athy was 100% and 88% respectively for sensitivity and specificity.
Conclusion CGM has superior diagnostic accuracy to 12-lead
ECG at identifying patients with stable CAD and is signifi-
cantly more sensitive than 12-lead ECG at identifying patients
with non-ST segment elevation ACS. It may have an important
role in screening patients with stable CAD and those with
acute chest pain.
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Introduction There appears to be growing evidence that
increasing consultant-led multidisciplinary team (MDT)-deliv-
ered care is associated with better patient outcomes, quicker
decision making and more efficient uses of resources. There is
still inconsistency across different hospitals, on how consultant
led care can be best delivered when treating inpatients. Our
hypothesis was that compared to a five single on call day
service by separate Cardiologists, a consultant-led oncall week
which consists of a twice daily inpatient ward round by the
same consultant would improve patient outcomes in terms of
discharge rates (DRs), length of stay (LoS), inpatient mortality
rates (MRs) and readmission rates (RRs).
Settings Good Hope Hospital is a 521 bed district general hospital
with 6 consultant cardiologists, and has an inpatient capacity of 6
CCU and 22 cardiology beds. Traditionally, all patients on CCU as

well as new patients on the ward were reviewed by the on call con-
sultant who was on call on a set day of the week. After the initial
post take ward round, these patients were seen on a twice weekly
basis by their admitting consultants and were looked after by junior
doctors In the interim.
Methods This was a retrospective observational study of inpa-
tient average length of stay and discharge rates between April
2012 to March 2015 and included the data of 3289 patients.
The intervention was implemented on 1st November 2013. All
data were collected by the hospital IT department on a daily
basis and reported on a monthly basis. We compared the
inpatient MRs and RRs to assess any adverse effects on the
quality of patient care. Statistical analysis was performed using
student T-test. The p value <0.005 was considered significant.
Results are expressed as means ± SD.
Results The data of 2058 patients prior to the consultants of
the week method were compared to 1771 after the change.
The monthly means ± SD of discharge rates, length of stay,
readmission rate and mortality rate are shown in table 1.
There is a significant increase in discharges and reduction in
length of stay following the intervention. Despite a 15%
increase in patient discharge rate, the readmission rate and
inpatient mortality rate did not change significantly.
Conclusions Focused daily consultant input has a significant
impact on reducing inpatient length of stay, ensuring timely
discharges, and saving the NHS resources in bed days and
creating more beds available for new admissions.

Acute coronary syndromes
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Abstract 96 Table 1 Comparison of monthly patient discharges,
length of stay, readmission rate and inpatient mortality prior to and
after the intervention

Variable Monthly mean (April 2012

to November 2013)

Monthly mean (December

2013 to February 2015)

P

value

Discharged

patients (n)

103 ± 12 118 ± 17 P =

0.008

Length of

stay (days)

7.9 ± 1.0 6.4 ± 1.0 P =

0.0001

Readmission

rate (%)

21.7 ± 7.9% 23.4 ± 6.6% P =

0.56

Inpatient

Mortality (%)

4.3 ± 1.6% 4.2 ± 1.5% P =

0.96
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