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Central aortic pressure coarctation
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Resistance and compliance -
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Wave Intensity Analysis
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Wave Intensity Analysis
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What is shape?
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Curvature
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First 5 PC’s account for 96% of variation

PC 2 associated with gothic arch

No correlation with any hemodynamics
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What is shape?
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First 5 PC’s account for 89% of variation
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Conclusion A

Increased wave reflection Partly due to calibre

\ /

Stiff aorta « CoA haemodynamics »

Flow and power loss



