
discussion (Figure 1), the MDT outcome, the number and
type of referrals for non-invasive imaging, ischaemia testing
and/or angiography, and all-cause mortality.
Results During the 2019 calendar year, n=2509 patients were
screened in the POAC, with 7% (n=184) deemed high-risk
requiring discussion at the CA-MDT. 67% (n=123) were
deemed fit for surgery without further investigation. 12%
(n=22) had non-invasive ischaemia testing prior to surgery,
most commonly with exercise or dobutamine stress echocar-
diography and 7% (n=13) had invasive angiography +/-PCI
prior to surgery (Figure 2). 3% (n=6) had percutaneous revas-
cularization prior to NCS due to a high-grade angina and/or a
large burden of ischaemia identified on stress imaging or inva-
sive functional assessment with Fractional Flow Reserve (FFR).
Of the revascularized group, 83% (n=5) had surgery, with
one patient being subsequently deemed too high risk for oper-
ative management. There was no significant delay to the
planned NCS with all undergoing this within the initially
planned timeline. Mortality within the entire cohort was
3.8%, with no cardiovascular deaths observed. All deaths were
due to disease progression from cancer.
Conclusion The development of our CA-MDT demonstrates
that a systematic and collaborative approach between cardi-
ology and anaesthetics in the management of high-risk
patients undergoing NCS is both feasible and time efficient;
with no delay in intended surgical treatment seen in our
initial observations. Moreover, this unique MDT forum
streamlines and improves risk assessment of these complex
patients. Finally, the increased cohesion between specialties
may provide a more personalised approach to patient care,
with the concept of precision medicine at the cornerstone
of this strategy.
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Introduction Thermoregulatory induced cardiovascular insuf-
ficiency impairs the ability to exercise in the heat. Heat
adaption through acclimatisation or acclimation (HA)
improves cardiovascular stability by maintaining cardiac out-
put, despite lowering resting heart rate, due to compensa-
tory increases in left ventricular stroke volume. The primary
aim of this study was to assess whether 2D transthoracic
echocardiography (TTE) could be used to confirm differen-
ces in resting cardiovascular responses, before and after iso-
thermic HA.
Methods Thirteen male endurance trained cyclists underwent a
resting blinded TTE before and after randomisation to either
5 consecutive daily exertional heat exposures of controlled
hyperthermia at 32°C with 70% relative humidity (RH)
(HOT) or 5-days of exercise in temperate (21°C with 36%
RH) environmental conditions (TEMP). Measures of HA
included heart rate, gastrointestinal temperature, skin tempera-
ture, sweat loss, total non-urinary fluid loss (TNUFL), plasma
volume and participant’s ratings of perceived exertion (RPE).

Results Following HA, the HOT group demonstrated increased
sweat loss (p=0.01) and TNUFL (p=0.01) in comparison to
the TEMP group with a significantly decreased RPE (p=0.01).
On TTE, post exposure, there was a significant comparative
increase in the HOT group in left ventricular end diastolic
volume (p=0.029), SV (p=0.009), left atrial volume
(p=0.025), inferior vena cava diameter (p=0.041), and a

Abstract 127 Table 1 A comparison of the change in
echocardiography derived parameters after 5 days of heat
acclimation (HOT) and temperate exercise (TEMP). *denotes p<0.05

HOT TEMP Cohen’s D

(95% CI)

P

value

&Delta; mean

(SD)

&Delta; mean

(SD)

LV volumes

End diastolic volume (ml) 9.5 (12.8) -4.2 (3.8) 1.65 (0.39-2.91) 0.029*

End systolic volume (ml) 3.5 (7.3) -1.1 (2.1) 0.98 (-0.18-

2.13)

0.167

Stroke volume (EDV-

ESV)

(ml) 6.0 (9.1) -3.1 (4.9) 1.29 (0.09-2.49) 0.053

SV (LVOT area x

LVOT VTI)

(ml) 11.7 (10.2) -5.5 (10.0) 1.69 (0.42-2.96) 0.009*

Ejection fraction (%) -0.1 (3.2) -0.5 (2.1) 0.17 (-0.92-

1.27)

-

LV longitudinal

function

MAPSE (lateral) (cm) 0.12 (0.2) 0.2 (0.7) -0.06 (-1.19-

1.07)

-

MAPSE (medial) (cm) -0.1 (0.2) -0.1 (0.1) 0.11 (-1.02-

1.24)

-

LV s’ (cm/s) 0.7 (2.3) -1.5 (2.3) 0.77 (-0.45-

2.00)

0.23

RV longitudinal

function

TAPSE (cm) -0.41 (0.9) 0.1 (0.3) -0.75 (-1.88-

0.37)

0.49

RV s’ (cm) -2.12 (2.0) -3.1 (2.6) 0.41 (-1.71-

2.53)

-

Diastology

E (cm/s) 5.2 (12.0) -8.6 (12.6) 1.12 (-0.14-

2.38)

0.099

A (cm/s) -7.1 (11.4) -4.6 (6.0 -0.29 (-1.48-

0.9)

-

E/A 0.5

(0.6)

-0.0 (0.4) 1.08 (-0.18-

2.33)

0.111

e’ (cm/s) -2.6 (3.3) -6.8 (2.7) 1.40 (0.10-2.71) 0.044*

a’ (cm/s) -0.6 (1.9) -1.7 (1.5) 0.65 (-0.57 -

1.86)

0.31

E/e’ 1.2 (0.92) 1.1 (0.93) 0.06 (-1.12-

1.25)

-

Atrial Volumes

LA volume (ml) 13.1 (10.0) 0.0 (7.9) 1.46 (0.24-2.69) 0.025*

RA Volume (ml) 7.4 (14) 1.0 (16.6) 0.42 (-0.68-

1.52)

-

Inferior Vena Cava

IVC diameter

expiration

(cm) 0.7 (0.9) -0.3 (0.4) 1.60 (0.26-2.94) 0.041*

IVC diameter

inspiration

(cm) 0.3 (0.4) -0.3 (0.24) 1.98 (0.6-3.36) 0.012*
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significant difference in mean peak diastolic mitral annular
velocity (e’) (p=0.044).
Conclusions The significant differences in thermal comfort,
sweat loss and TNUFL following the active HA in the HOT
group are confirmatory for heat adaptation. Overall, these
data demonstrate several concurrent cardiovascular adaptations
occurring in response to HA, with the cardinal adaptation
probably being that of increased preload driven by an
increased plasma volume, in conjunction with enhanced ven-
tricular compliance. Greater cardiac relaxation is likely to
reflect cellular adaptations in the myocardium. Echocardiogra-
phy is a useful tool to demonstrate and quantify cardiac adap-
tation to heat. This has several implications to utilise TTE as
a research tool in elite athletes firefighters, miners, the mili-
tary or aid workers particularly in the development of tailored
rapid HA regimes.
Conflict of Interest None
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Background and Purpose The relationship between systemic
arterial blood pressure (BP) and intracerebral hemorrhage
(ICH) after mechanical thrombectomy (MT) of cerebral artery
remains unclear. This study aimed to determine the effect of
BP variables on ICH after MT in patients with acute occlu-
sions of the anterior cerebral circulation.
Methods Patients undergoing MT due to acute occlusions of
the anterior cerebral circulation were enrolled in this single-
center study. Non-invasive BP data following MT was obtained
within the first 24 hours including mean, maximum, mini-
mum, difference between maximum and minimum, standard
deviation and coefficient of variation for systolic BP (SBP) and
diastolic BP (DBP) and mean arterial pressure. ICH was
defined and classified according to the European Cooperative
Acute Stroke Study (ECASS)-II.
Results In 164 enrolled patients (median age 65 [interquartile
range 56–75] years; 31.7% females), a higher maximum (89.5
vs. 98.5 mmHg, P=0.001) and standard deviation (9.8 vs.
10.9 mmHg, P=0.038) of DBP were associated with a higher
risk of ICH. Optimal cut-off values associated with ICH for

Abstract 127 Figure 1

Abstract 128 Table 1 Baseline characteristics of the study cohort

Age (years, median [IQR]) 65 [56-75]

Female sex, n (%) 52 (31.7%)

Comorbidities, n (%)

Hypertension 100 (61.0%)

Diabetes mellitus 69 (42.1%)

Atrial fibrillation 62 (37.8%)

Current smoking 71 (43.3%)

Antiplatelet drug use 20 (12.2%)

Anticoagulant use 12 (7.3%)

Baseline lab values

Glucose, mg/dL (median [IQR]) 6.9 [5.5-9.8]

Platelet count (median [IQR]) 191 [158-232]

INR (median [IQR]) 1.1 [0.9-1.3; n=156]

Stroke characteristics

Baseline NIHSS (median [IQR]) 13 [10-17]

Baseline GCS (median [IQR]) 13 [9-15]

ICA occlusion (%) 62 (37.8%)

M1 occlusion (%) 96 (58.5%)

M2 occlusion (%) 10 (6.1%)

Left circulation (%) 84 (51.2%)

Stroke treatment

Intravenous thrombolysis, n (%) 40 (24.4%)

Onset-to-Groin (min, median [IQR]) 327.5 [229.3-437.8]

Procedure time (min, median [IQR]) 119.5 [84-150]

General anesthesia, n (%) 18 (11.0%)

Conscious sedation, n (%) 146 (89.0%)

mTICI 0, n (%) 15 (9.1%)

mTICI 1, n (%) 4 (2.4%)

mTICI 2a, n (%) 26 (15.9%)

mTICI 2b, n (%) 25 (15.2%)

mTICI 3, n (%) 94 (57.3%)

Blood pressure variables

Admission SBP (mmHg, mean±SD) 146±24.3

Admission DBP (mmHg, mean±SD) 80±13.7

Admission MAP (median [IQR]) 102.0 [92.7-109.6]

Outcomes

Any ICH, n (%) 60 (36.6%)

HI1 14 (8.5%)

HI2 17 (10.4%)

PH1 14 (8.5%)

PH2 15 (9.1%)

sVariables are shown as mean±SD, N (%), or median and IQR. DBP, diastolic blood pres-
sure; SBP, systolic blood pressure; MAP, mean arterial pressure; ICA, Internal carotid artery;
IQR, interquartile range; mTICI, modified Thrombolysis in Cerebral Ischemia score; NIHSS,
National Institutes of Health Stroke Scale; GCS, Glasgow Coma Scale; ICH, intracerebral
hemorrhage; HI, hemorrhagic infarction; and PH, parenchymal hematoma
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