
Key Point: RV apical and outflow tract 
positioning of a ventricular pacing lead can be 
determined by the mean frontal plane axis and 
morphology of the paced QRS complexes. LV 
apical lead position is indicated by a superior and 
rightward mean frontal 
plane axis and an RBBB 
morphology of the paced 
QRS complexes.

Ref:- American College 
of cardiology

Dr. Hind Hassan  
Dubai Hospital

JCI – the world’s first and only WHO 
Collaborating Centre for improving patient 
safety – granted the certification in Acute 
Myocardial Infarction to the cardiology 
department of Rashid Hospital, the first 
in Middle-East and Africa to receive such 
certification.  Some practices followed by 
Rashid Hospital have been incorporated by 
JCI as an international benchmark for other 
hospitals to follow around the world.  

JCI Clinical Care Certification of Acute Myocardial 
Infarction to Cardiology, Rashid Hospital

The cardiology department of Rashid Hospital 
is equipped with a state of art Coronary Care 
Unit, Cardiac Intervention Unit, Non-Invasive 
Cardiac Investigations Laboratory, and a 
comprehensive cardiac rehabilitation program.  
Their door-to-needle and door- to-balloon time 
has reached a mean of 24 and 74 minutes 
respectively.
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Dear Colleagues,

It is with great pleasure I welcome you to 
Heart failure Dubai 2010. This is the second 
time that this vibrant city hosts this exciting 
conference.

The Emirates cardiac society is proud to be 
a co sponsor of this prestigious event. The 
scientific program is rich and you are sure to 
benefit from the invited world class experts in 
heart failure.

I would also like to take this opportunity 
to invite you to our First annual meeting in 
October, also in Dubai. Hopefully this will be 
the most significant 
Cardiac meeting in 
the UAE calendar.

I am looking forward 
to seeing you in 
both our meetings 
and I wish you have 
an enjoyable and 
stimulating time.

Wael Abdulrahman Al Mahmeed

18th to 20th February

In CollaboratIon WIth the heart FaIlure assoCIatIon 
oF the european soCIety oF CardIology

Message

A 72-year-old healthy patient underwent 
implantation of a DDD pacing system for 
advanced AV block after suffering a syncopal 
episode

Description:
Interpretation:
The atrial rhythm is sinus. The P waves have a 
normal mean frontal plane axis and a duration 
of about 110 msec; there is a prominent 
negative component in lead V1, suggesting 
LA abnormality (enlargement, hypertrophy, 
or interatrial conduction delay). Assuming 
normal DDD pacemaker function, atrial sensing 
function is confirmed; atrial capture is not seen 

because no atrial pacing stimuli are delivered. 
All QRS complexes are paced and, therefore, 
intrinsic R wave sensing is not demonstrated. 
The mean frontal plane axis of the paced QRS 
complexes is directed superiorly and rightward, 
indicating ventricular depolarization occurring 
from apex to base. An LBBB pattern is not 
present in leads I and aVL; this pattern would be 
expected if the ventricular lead was positioned 
in the apex of the RV. Leads I, aVL, and the 
precordial leads have an RBBB pattern. Whereas 
the mean frontal plane axis of the paced QRS 
complexes indicates ventricular depolarization 
occurring from apex to base, expected from an 
apical lead location, the RBBB pattern suggests 
that the ventricular lead is in the LV apical area. 
This lead position resulted from inadvertent 
pacing system implantation via the subclavian 
artery, rather than the subclavian vein. The atrial 
lead was discovered to be positioned in the aorta; 
these lead malpositions were confirmed by chest 
X-ray and echocardiogram. 

ECG Case
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V.B.H, 23years old Indian lady, working as a sales service agent, 
presented with  on and off headache and back pain x1/52, generalized 
body and leg weakness, no other systemic complain.

On examination:

WEIGHT : 53.95    PULSE : 82/min
BP: 

LEFT RIGHT

191/138 191/133 ARM

222/146 202/128 LEG

No renal mass or bruit, No radio femoral delay

Other systemic examination where normal

Labs:

SUPINE ERECT

2800 
pmol/l

2940 pmol/l ALDOSTERONE

10.4ug/
ml/hr

24.4ug/
ml/hr

RENIN

108 ml/min CREATININE 
CLEARANCE

0.7 
(NORMAL)

CREATININE

NORMAL UREA, 
ELECTOLYTES

CT ABDOMEN: NORMAL

SHOWED PICTURE OF hyperrenninimic hyperaldosteronism, 
hypokalemic alkalosis

She was diagnosed as having right sided renal artery stenosis, 
fibromuscular dysplasia.

Renal angiography was done  which showed:

Right renal artery 90% stenosis

Left renal artery: normal

PTCA of right renal artery with 5X18 HERCULINK STENT .

She was discharged after 2 days on ASPIRIN for 6 months and PLAVIX 
for 1 month .

PRE RENAL ANGIOGRAOHY   POST ANGIOGRAPHY(PTCA) 

RENAL ARTERY STENOSIS

Renal artery stenosis (RAS) is the major cause of renovascular 
hypertension. RAS is also being increasingly recognized as an important 
cause of chronic renal insufficiency and end-stage renal disease.

1. In older individuals, atherosclerotic renovascular disease(ARVD)is 
by far the most common etiology of RAS 

2. Other causes of (RAS) is fibromuscular disease. 

As the renal artery lumen progressively narrows, renal blood flow 
decreases and eventually compromises renal function and structure.

Pathophysiology:

In renal artery stenosis, renal perfusion pressure is reduced and the 
nephron transit time is prolonged on the side of the stenosis, salt 
and water reabsorption is therefore increased . as a result , urine from 
the ischemic kidney is more concentrated and has a lower sodium 
concentration the that from the contralateral kidney.Inulin, creatinine 
and p-aminohippuric acid(PAH) clearances are decresed on the ischemic 
side.

Fibromuscular disease of the renal arteries:

This accounts for 20-40% of the renal vascular disease, and there are 
4 different type:

1. Medial fibroplasia usually follow benign course and never follows a 
progressive course after 40 years.

2. Perimedial and intimal fibroplasia follows a progressive course and 
may end in total occlusion.

3. Medial hyperplasia is rare and usually affect young females who 
exhibit  elevated blood pressure but with preserved renal function.

Atherosclerotic renovascular disease:

This is the most common cause of renal artery stenosis in elderly above 
60 years. In most patients the atherosclerotic lesion is ostial (within 
1 cm of the origin of the renal artery ) and its usually associated with 
atherosclerotic lesions else where.

Patients at risk for developing renal artery stenosis are those with 
peripheral artery disease  coronary artery disease, congestive cardiac 
failure and aortic aneurysm.

In patients with RAS, the chronic ischemia produced by the obstruction 
of renal blood flow produces adaptive changes in the kidney that are 
more pronounced in the tubular tissue. These changes include atrophy 
with decreased tubular cell size, patchy inflammation and fibrosis, 
tubulosclerosis, atrophy of the glomerular capillary tuft, thickening 
and duplication of the Bowman capsule, and intrarenal arterial medial 
thickening.

If perfusion pressure drops below 70-85 mm Hg. Significant functional 
impairment of autoregulation, leading to a decrease in the GFR, is not 
likely to be observed until arterial luminal narrowing exceeds 50%.

Risk factors associated with ischemic renal disease (IRD) are: 
Hypertension, advanced age, renal insufficiency, diabetes mellitus, 
smoking.

Lab Studies: 
1. serum creatinine 
2. 24-hour urine collection 
3. urinalysis 
4. serologic tests 
5. Peripheral renin activity 

Screening for renovascular disease:
1. Doppler ultrasound.
2. Radionucleotide scanning.
3. Magnetic resonance angiography
4. Spiral (helical) CT scanning.
5. Renal artery angiography.

Treatment:

The aim is to correct the hypertension and improve the renal perfusion 
and excretory function .The options are :
1. Trans luminal angioplasty .
2. Reconstructive vascular surgery.
3. Nephrectomy.

Done by: Dr. Sara Ali Almughawi & Dr. Ambreen F. Tariq

SALT ASSAULT
Recently, the New England Journal of 
Medicine published an editorial about the 
need for public health action to reduce salt 
intake. The article focused on the work of 
authors Bibbins and Domingo, who have data 
to prove that dietary salt restriction can be as 
beneficial as interventions aimed at smoking 
cessation, weight reduction and drug therapy 
for hypertension. This editorial has caught 
the eye of our resident leader in preventive 
cardiology, Dr. Yusuf Ali. We spoke to him 
about the impact of this new discovery.

What are the implications of this new evidence 
that has come to light about salt restriction?

I think it is a very interesting new piece of 
information, not only for the rest of the world, 
but also for the Middle East. Although the 
concept has been around for years and doctors 
are giving advice on a daily basis to hypertensive 

and heart failure 
patients, how many 
of us truly know how 
much salt we consume 
in everyday life? We 
don’t know because 
there are no statistics. 
We don’t even know what quantity of salt 
goes into our bread because for some reason, 
bread manufacturers in the Middle East do not 
provide food labels and nutritional facts about 
their products. Canned food manufacturers list 
the quantity of ingredients in their products 
almost always, but this should be the rule for 
bakeries and all other food manufacturers 
as well. At present, due to lack of regional 
statistics, we are unable to speak to government 
bodies, that can create regulations regarding 
food labeling and quantitative measurement of 
salt in food products. If we could generate the 

necessary statistics, we would be able to get the 
government support required to measure and 
limit salt in every food item in the market.

Why is salt restriction important?

Salt restriction is important because excess 
salt consumption has been shown to increase 
blood pressure, contribute to the development 
of coronary artery disease, stroke and heart 
failure. Excess salt consumption has also 
been linked to carcinoma of the stomach 
and osteoporosis. The work of Bibbins and 
Domingo is projecting that, a national effort to 
reduce daily salt intake by 3 grams could reduce 
the annual number of new cases of coronary 
artery disease by 60000-120000, stroke by 
32000 – 66000 and myocardial infarction by 
54000 – 99000. Their data also shows that 
reducing salt intake can save $10 billion - $24 
billion in healthcare costs annually. 

One important message here is, that normal 
people who have not yet encountered any of 
the diseases mentioned above, can protect 
themselves just by reducing the amount of salt 
they take. So people need to think about their 
salt intake way before they become patients. 
It is estimated that in some countries people 
consume up to 12grams of salt per day although 
the recommended daily allowance according to 
WHO is 5grams.

Are there any campaigns to reduce salt intake 
around the world?

Yes there have been large campaigns in both 
UK and Japan urging people to reduce salt 
intake in order to prevent hypertension and 
stroke. In UK, the health care workers are 
encouraging food manufacturers to reduce the 
amount of salt in their products. The reason 
why they have been convincing is that they 
have facts and figures to prove their point and 
this is what we need here.

Why do food manufacturers add so much salt 
to their products?

The food industry knows that salt and sugar 
are two of the biggest addictions known to 
mankind. People have salt or sugar cravings 
from time to time in their everyday life. These 
cravings do not have any legal implications 
but if not controlled, can become a harmful 
daily requirement. Hence the food industry 
capitalizes on this phenomenon. The more 
sugar or salt they add to their product, the 
more it sells. Their argument is that they need 
to use salt and sugar as preservatives, but the 
truth is that smaller quantities are enough to 
do the job. Larger quantities are only adding to 
the existing burden of disease.

We are eagerly awaiting campaigns that will 
educate us more regarding salt intake, but for 
now, any helpful advice?

Avoid adding table salt to your cooked meal.

Eat at least 6-8 portions of fruit daily to balance 
the sodium and potassium in your diet

Limit your intake of pickles, canned food, 
sauces and crisps.

Eat nuts and seeds that are in their original 
form and not the salted variety.

Did you know that ketchup has the same 
amount of salt as sea water?  
Now that’s food for thought.

Case 
Presentation

Case 
Presentation
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I would like to thank all of my colleagues in 
UAE who helped me to produce this newsletter 
of Emirates Cardiac Society. Without your 
contribution, I could not achieve this goal and 
I hope that we continue to work together to 
exchange our experience in order to try to reduce 
the burden on cardiovascular disease in UAE.

Sponsored by Novartis   
Printed by: Signatures Advertising

The Website and Logo
The official website for the Emirates Cardiac 
Society is www.emiratescardiac.com.

To use or to request Emirates Cardiac Society 
endorsements or to plan educational activities, 
permission should be obtained from the board.

Dr. Khawla Belhoul has come a long way since 
the beginning of her journey in medicine. Since 
she took over as the Director of Genetics and 
Thalassemia Centre in 2006, it has become the 
only JCI accredited ambulatory centre in the 
region. She has also won the Sheikh Hamdan 
Award for her achievements and progress at the 
centre. 

1 in 12  people in UAE is a carrier for the 
thalassemia gene and it has been no easy task 
to tackle the burden of illness or to spread 
awareness in the society. Dr. Khawla speaks to 
us about her challenges and achievements.

What are the main causes of mortality in 
sufferers of Thalassemia?

I would have to say, that the main cause of 
mortality and morbidity is heart failure. 
Thalassemia induced cardiomyopathy and 
cardiac failure is a really challenging situation 
both for the physician and the patient. Although 
since the centre’s accreditation, our level of 
services has improved, there is much more that 
needs to be achieved in order to control the 
development of heart failure in our patients. 
The good news is that Thalassemia induced 
cardiomyopathy is a reversible process and we 
have seen many patients regain a nearly normal 
left ventricular function if they stay compliant 
to chelation therapy. This patient concordance 
and compliance is the major factor in deciding 
the fate of cardiomyopathy.

What  in your opinion are the major factors 
that have led to the improvement in prognosis 
of Thalassemia in the 21st century?

For a long time, the only way to chelate blood 
iron in thalassemics was subcutaneous Desferal. 
The land mark development has been the 
availability of oral iron chelation therapy with 
Deferiprone or Deferasirox (Exjade). Although 
these agents are not without side effects, they 
have considerably improved patient compliance, 
especially in children who are difficult to 
convince when it comes to taking parentral 
medication. 

The other breakthrough in treatment has been 
stem cell transplantation and we have 70 patients 
who are doing well after the transplantation.

We are eagerly awaiting the results of phase III 
trials on gene therapy, and so far things look 
promising.

As far as managing heart failure is concerned, 
the major factor resulting in reversal has been 
Desferal, and we chelate our heart failure 
patients aggressively using a combination of 
subcutaneous Desferal and oral Deferiprone for 
12 to 18 months. This has resulted in significant 
improvement  of their left ventricular ejection 
fraction as well as quality of life. The obvious 
obstacle in chronic disease is compliance 
and I am sure that is true for any chronic 
illness whether we talk about Diabetes or 
Thalassemia.

What about research in the region related to 
Thalassemia?

We are already participating in an international 
trial set to compare Desferal with Exjade in 
cardiac hemosiderosis. The trial will confirm the 
non inferiority of Exjade to Desferal in chelating 
cardiac muscle. We have randomized 14 patients 
from our centre and even have the T2 star MRI 
technology to measure cardiac hemosiderosis 
before and after treatment with the chelating 
agents. The trial will go on for another 3 years 
before we can announce any results.

We are also in the process of reporting our 2 years 
experience with Exjade in 130 patients from our 
centre. I am glad to say that we did not see any 
serious adverse events or side effects but we need 
2 more years before we can report fully regarding 
the safety and efficacy of the drug in our patients.

What would you say, is the most gratifying/ 
satisfying part of your job?

I love where I am, and I love working with children 
if I can make their world a better place. I was very 
happy that pre marital screening has now become 
mandatory but I want to implement the screening 
process for Thalassemia at the level of secondary 
school, just before our youngsters enter college. 
This is to avoid the psychological trauma a person 
suffers if their relationship breaks before marriage 
due to what they find during the premarital 
screening. Let’s not forget the social taboo that 
comes along with it. So I think screening before 
college is a better idea and I intend to work on 
that.

What would be your message to the visitors and 
faculty of the Heart Failure conference?

I would like to mention that Thalassemia patients 
with heart failure have a good prognosis if 
chelated well, so please don’t deny them cardiac 
resynchronization therapy and defibrillators, 
because once the ejection fraction improves, these 
devices can be removed and are essentially, a 
bridge in their survival .

Any messages to the society in general?

I was reading the newspaper and a statement in 
an advertisement caught my eye. The advert was 
meant for prevention of Thalassemia and it said , 
“ let us aim for a Thalassemia free society.” I think 
it is a wrong concept as it negatively affects the 
psyche of existing patients who are living healthy 
productive lives in our society, thanks to recent 
advances in medicine. This statement alienates 
the sufferers of Thalassemia and their families 
although they have every right to be a part of 
our society and civilization without bias. I would 
rather say , “ No more new cases, and a better 
survival for existing patients.” 

.....Thank you.....

Pursuit of Excellence


