
monitoring, CT coronary angiography and cardiac MRI. Ath-
letes with risk factors for coronary artery disease (CAD)
were excluded. A HRE was defined as a peak systolic blood
pressure during CPET of ≥220mmHg in males and
≥190mmHg in females. Data were analysed to evaluate for a
significant relationship between the HRE and the presence of
pathological coronary calcification (calcium score >70th Cen-
tile), myocardial fibrosis and ventricular tachycardia on
24hour Holter monitoring.

Over a third of athletes (36.8%) compared to only
7.6% of controls exhibited a HRE on CPET testing
(p<0.001). Athletes with a HRE did not differ in age
(median 52), sex distribution, number of years of endur-
ance training or hours of training per week compared to
athletes without a HRE. Of the athletes with a HRE,
17.8% had pathological coronary calcification compared to
19.8% of athletes without (p=0.83), 12.7% had pathologi-
cal myocardial fibrosis compared to 9.3% without
(p=0.59) and 11% had non-sustained VT compared to
5.4% without (p=0.21).

A hypertensive response to exercise is highly prevalent
in veteran endurance athletes but present in only a minor-
ity of sedentary controls. The HRE, measured according
to current methodology however, was not predictive for
the presence of pathological coronary calcification, myo-
cardial fibrosis or ventricular arrhythmias in this athlete
cohort. Studies thus far are yet to explain the increased
prevalence of such findings amongst veteran athletes or
determine if such findings correspond to adverse cardio-
vascular events. Future studies should address these issues
in order that evidence-based guidance for risk stratifica-
tion and pre-participation screening of master athletes can
be developed.
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132 INVESTIGATING THE LOWEST THRESHOLD OF
VASCULAR BENEFITS FROM LDL LOWERING WITH A
PCSK9 INHIBITOR IN HEALTHY VOLUNTEERS – RESULTS
FROM THE INTENSITY-LOW STUDY
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Background There is a continuous relationship between low
density lipoprotein cholesterol (LDL-C) and cardiovascular
risk. The cardiovascular benefits of reducing LDL-C in low
risk normocholesterolaemic subjects is unknown. The INTEN-
SITY LOW study sought to determine whether lowering LDL-
C by alirocumab improves endothelial function in healthy
individuals.
Method This was a single-centre, randomised, single-blind, pla-
cebo-controlled study.

30 healthy normocholesterolaemic participants aged 18-45
were randomized 1:1 to receive either alirocumab 150mg or
placebo subcutaneously. Forearm blood flow (FBF) as meas-
ured by venous occlusion plethysmography was undertaken at
baseline and again after 2 weeks therapy. Endothelium-depend-
ent and -independent vasodilation were assessed during intra-
arterial infusion of acetylcholine (ACh) and sodium nitroprus-
side (SNP) respectively. All participants then received a further
dose of their original treatment allocation, as well as atorvas-
tatin 20mg once daily, and measurements were undertaken
after a further 2 weeks. Pulse wave velocity (PWV), Augmen-
tation Index (AIx) and carotid Intima-media thickness (CIMT),
as well as LDL-C levels, were measured at each timepoint.
Results Alirocumab reduced LDL-C compared to placebo by
48% (ΔLDL-C -1.00mmol/L, 95% CI 0.89-1.11, P<0.001).
There was no difference in endothelium-dependent forearm
responses to ACh between alirocumab and placebo (ΔFBF
response 5.13 ml(100ml)-1min-1, 95% CI 4.07 -6.19,
P=0.977). However, forearm ACh responses improved when
comparing alirocumab + atorvastatin to atorvastatin alone
(ΔFBF response 8.06 ml(100ml)-1min-1, 95% CI, 7.06-9.06,
P=0.01). There was no significant change in endothelium-
independent responses to SNP when comparing alirocumab to
placebo (ΔFBF response 5.85ml(100ml)-1min-1, 95% CI 4.88
– 6.82, P=0.462), or alirocumab + atorvastatin to atorvastatin
alone (ΔFBF response 6.00ml(100ml)-1min-1, 95% CI 5.07 –

6.93, P=0.389). There was no significant change in PWV
with alirocumab therapy (ΔPWV -0.271 ± 0.223 ms-1,
P=0.271), or with the addition of statin to alirocumab ther-
apy (ΔPWV 0.073 ± 0.23ms-1, P=0.753). There was no sig-
nificant change in AIx with alirocumab therapy (ΔAIx -1.143
± 2.884, p=0.692) or with the addition of statin to alirocu-
mab therapy (ΔAIx -4.203 ± 4.102, p=0.306). CIMT was
reduced with alirocumab therapy (ΔcIMT –0.051 ± 0.026mm,
p=0.05), but there was no significant change with addition of
statin to alirocumab therapy (ΔcIMT –0.005 ± 0.031mm,
p=0.882).
Conclusion Alirocumab significantly reduced LDL-C compared
to placebo without any change to endothelial function, as
measured by forearm plethysmography, or to markers of arte-
rial stiffness, as measured by PWV and AIx, in normocholes-
terolaemic healthy subjects. However, an improvement in
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endothelial function was seen when combination therapy was
compared to statin therapy alone.
Conflict of Interest None

133 A FOLLOW UP OF LIPID PROFILE ASSESSMENT IN
PATIENTS WITH ST ELEVATION MYOCARDIAL
INFARCTION TREATED WITH PERCUTANEOUS
CORONARY INTERVENTION (PCI) - ARE WE MISSING
PATIENTS WITH FAMILIAL HYPERCHOLESTEROLAEMIA?

Samir Elgerray, Nicole Harper, Daniel Jesudason, Firial Al-Ubaidi, Peter Prinsloo,
Hrushikesh Divyateja, Akhlaque Uddin. Nottingham University Hospitals NHS Trust
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Background Familial hypercholesterolaemia (FH) is an impor-
tant and under-diagnosed cause of premature cardiovascular
disease. It is recommended that all patients with suspected
myocardial infarction should have their lipid profile measured
on admission.

The advantages of statins have been indisputably demon-
strated in secondary prevention and the greatest benefit has
been established with early intensive therapy following acute
coronary syndrome.
Aims and Methods The main objective was to improve assess-
ment of lipid profile in the acute setting in all patients admit-
ted with ST-elevation myocardial infarction (STEMI). Through
this, there was capacity to aid in recognition and diagnosis of
familial hypercholesterolaemia (FH).

A retrospective assessment of all patients referred via the
primary percutaneous intervention (PCI) pathway to the Trent
Cardiac Centre between April 2016 and April 2017. We eval-
uated whether a random in-patient lipid profile was obtained,
if patients met biochemical Simon Broome criteria for FH
(total cholesterol >7.5 mmol/L +/- low-density lipoprotein
cholesterol >4.9 mmol/L); were they were referred to a Lipid
Clinic; was a statin prescribed and followed up was also
investigated. We then implemented several changes throughout
the cardiology department. These included the development of
an electronic blood request order set including lipid profile
for primary PCI patients. We also designed a new clerking
proforma reminding clinicians to check the lipid profile. Infor-
mation posters were distributed throughout the department
and educational departmental sessions were held. A re-assess-
ment was then performed of all patients between April 2018
and April 2019.

Results The original data showed that from the 383 patients
referred, 52 did not meet inclusion criteria. Of the remaining
331 patients, 67 (20%) patients did not have lipid profile
checked as an in-patient. Of the 264 patients who had a lipid
profile checked, 8 (3%) met biochemical Simon Broome crite-
ria and 0 were referred to lipid clinic.

Following the intervention, the re-audit showed that from
the included 284 patients, 20 (7%) patients did not have a
lipid profile checked as an in-patient. Seven (3%) of the 264
patients who had an in-patient lipid profile met biochemical
Simon Broome criteria; 1 (14%) was referred to lipid clinic.
Conclusion and Interpretation These results demonstrate an
improvement in assessment of lipid profile in patients admit-
ted with STEMI from 80% to 93%. There was also advance-
ment in referral of patients to specialist lipid clinic from 0%
to 14%.

It is estimated that less than 10% of the FH population in
the UK have been diagnosed. Greater efforts must be made to
not only perform lipid profiles in patients admitted with
STEMI, but also to ensure that these results are checked and
appropriate clinical decisions are made. These simple changes
could potentially have hugely beneficial clinical and financial
implications.
Conflict of Interest None

134 UTILITY OF 24 HOUR AMBULATORY BLOOD PRESSURE
MONITORING (ABPM) IN PATIENTS WITH ORTHOSTATIC
HYPOTENSION (OH) SEEN AT A SYNCOPE CLINIC
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Background Orthostatic hypotension (OH) is a disabling condi-
tion resulting from a sustained reduction in blood pressure
(>20 systolic or 10 diastolic) within 3 minutes of standing. It
is a common cause of syncope and is a marker of increased
risk of mortality and of cardiovascular disease. OH is often
secondary to medication. Patients with concurrent hyperten-
sion experiencing syncope present a complex management
dilemma where a balance must be established between symp-
tom burden and risk of cardiovascular disease.

The current European Society Cardiology (ESC) syncope
guidance suggests ABPM should be used in patients with
‘autonomic failure’ to assess nocturnal hypertension or drug-
induced hypotension. Could this be improved with further
explicit criteria on which patients should be monitored and
interpretation of results?
Purpose The aim of this study is to review the use of 24
hour ABPM in OH within a tertiary referral syncope clinic.
Methods A retrospective analysis was performed electronically
for patients with a final diagnosis of OH seen in the syncope
clinic between March 2017 and May 2019. We collected data
on comorbidities, medication history, physical mobility, clinic
blood pressure measurements, 24 hour ABPM results (if per-
formed) and medication changes. Comparisons were made
between patients who had ABPM and those who did not. Sta-
tistics were calculated using Fisher’s Exact Test (2 tailed).
Results 119 patients had a final diagnosis of OH in the study
period. 45 had ABPM, 74 did not. The ABPM group had a
significantly higher proportion of diagnosed hypertension at
51.1% vs 23% (p=0.0025). A similar proportion of patientsAbstract 133 Figure 1
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