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Tips on collecting video cases 
for BSE accreditation  
SADIE BENNETT, CHAIR OF THE BSE ACCREDITATION COMMITTEE

Sadie Bennett

As BSE members, accredited or working towards 
accreditation, we all know the stresses and strains the 
accreditation process brings. We have all been in that 
situation of starting early, staying late, going in on the 
weekend, waiting for that one misfortunate patient with an 
LV thrombus or endocarditis to be admitted and running to 
scan them first. We also all remember that sinking feeling 
of completing a potential video case only for your mentor 
to say “you missed this” or “the colour scale is wrong 
throughout the case” or “you can’t use that”. 

Optimisation 
Two dimensional imaging and optimisation is KEY in 
echocardiography. Good imaging and optimisation takes 
practice. It is vital to start practising this early on to ensure that 
this skill is second nature. Trust us, by doing this, when that 
perfect patient comes along, it will be a lot less stressful!

In order to pass this part of the marking criteria, we review to 
see whether there are:

“Infrequent, non-repetitive optimisation errors which 
do not detract from the case conclusion”

This means that if one or two images out of the whole study 
are sub-optimal for whatever reason, this part of the marking 
criteria will still be met. If, however, the vast majority of images 
are of poor quality with limited optimisation this part of the 
marking criteria will not have been achieved and the case 
overall will be unsuccessful. 

We would encourage candidates to present their cases to 
their mentor and / or colleagues so they become comfortable 
talking through the case and familiar with explaining what 
they could have done to improve image quality in those few 
images where optimisation is sub-optimal.

To try and prevent some of these stresses, over the next few 
editions of ECHO we aim to provide some tips on things to be 
mindful of when preparing video cases along with providing 
examples of adequate and inadequate work (please bear in 
mind that moving images sometimes do not display well as a 
2D still image and examples should be used as a guide only).

Each edition will focus on a particular area of the marking 
criteria which can be found in the accreditation pack. 
Whilst the examples given are mainly from transthoracic 
echocardiography, the underlying principles will also benefit 
candidates, and mentors, for all BSE accreditation specialties. 
Over this and subsequent editions we will aim to cover the 
following areas:

•	 Optimisation and complete studies
•	 2D measurements
•	 Colour and spectral Doppler
•	 Pathology assessment and report
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Examples of adequate and inadequate images 
In Figure 1a it is clear the 2D imaging is sub-optimal with the 
cardiac structures that are normally seen in this view poorly 
visualised. As you will appreciate the 2D gain is too high. Figure 
1b is an example of the type of quality for which we should 
be striving. It shows a ‘best practice‘, good quality parasternal 
long axis view accompanied by the appropriate 2D gain, 
sector width and depth optimisation. Figure 2a is an example 
demonstrating 2D sector width that is not appropriate for the 
apical four chamber view. Figure 2b is a better example of how 
the sector would be set for the apical four chamber view. 

The adjustment of the focus point should also be considered 
and be set to the structure of interest for each image. BSE 
assessors acknowledge that newer machines may not have 
a focus control and this would therefore be absent from the 
image. This would not result in any negative marking for the 
candidate. To clarify understanding and underlying knowledge, 
the candidate may be asked  to identify the ideal focus point 
position. 

Complete studies  
As part of the assessment of a video case it is expected that:

“Images are complete enough to allow full assessment 
of the selected pathology, including Doppler study  

and measurements”

Whilst we would advocate that a complete study is undertaken 
for all video cases we acknowledge that not all patients will 
have the “perfect study” and hence, isolated images may not be 
available. Where this is the case, it should be clearly stated in 
the report and the candidate should be able to talk through why 
it was not available and what they would be looking for in the 
view in question. That said, candidates still need to demonstrate 
all relevant views for the pathology being assessed. For 
example, it would not be acceptable to present an aortic 
stenosis case without a stand alone Doppler trace (from one 
other view) and comment that this view was not available. 

We hope this helps you on your path to achieving suitable 
video cases, and in your day to day echo practice. 

Yours sincerely,

BSE Accreditation Committee.

Fig 1a. 

Fig 1b. 

Fig 2a. 

Fig 2b. 

Top tip:
Keep things simple and avoid multiple measurements by:

•	 Choosing a patient in sinus rhythm 

•	 Using isolated pathologies 

•	 Avoiding patients with excessive breathing patterns

Echo Research and 
Practice Update 
PROF MARK MONAGHAN, EDITOR-IN-CHIEF, ECHO RESEARCH  
AND PRACTICE

In July Echo Research and Practice published an interesting 
paper on an under diagnosed condition—mitral annular 
disjunction.* The authors have reviewed the impact that this 
condition has on surgical outcomes following mitral valve 
surgery. The results are relevant to all Cardiothoracic Surgical 
Centres. 
Also in July Echo Research and Practice published an updated 
Guideline from the BSE and British Heart Valve Society on 
clinical indications and triaging for adult TTE*. (More details 
to the right) All echo departments are under huge pressure 
with large backlogs and staff shortages. This important paper 
provides key advice on how to provide incremental value to 
patients and standardise patient care. Essential reading for 
those who run echo departments, perform TTEs and refer 
patients for echo. Need I say more?
I became the Editor in Chief in July 2022 after Prof Petros 
Nihoyannopoulos decided to step down after many years 
of service. I’m pleased to report that he will remain an active 
member of the Editorial Board and I’d like to thank him for all 
his hard work and guidance that has helped make the Journal a 
success.
Having previously been Deputy Editor-in-Chief, I was asked 
by the BSE to take on the role of Editor-in-Chief, which I was 
delighted to do. We have also appointed two deputies to work 
alongside me; Shaun Robinson, Consultant Clinical Scientist 
at Imperial, and Prof Paul Leeson, a Consultant Cardiologist 
at the John Radcliffe Hospital in Oxford and Professor of 
Cardiovascular Medicine at the University of Oxford. I’m very 
excited to work alongside Shaun and Paul and we have many 
plans to take the Journal forward and increase its profile.  With 
all BSE members being invited to apply for full funding of APC 
fees, I look forward to receiving and reading your submissions 
in the future.

* All these papers can be accessed via the Echo Research and 
Practice website: https://echo.biomedcentral.com

Mark Monaghan

In June we published a synopsis of the 2021 Annual 
Advances in Contrast Ultrasound Conference*. This is a 
major event for anyone interested in Contrast Echo with both 
cutting edge and the latest contrast research presented. 

The June publications also contained a fascinating paper 
on the follow-up of patients with prosthetic heart valves*. 
It’s important food for thought because it highlights the 
huge workload this group of patients represents to most 
Echo departments and the low incidence of patients with 
complications.

Clinical indications and triaging for 
adult transthoracic echocardiography: a 
consensus statement by the British Society of 
Echocardiography in collaboration with British 
Heart Valve Society1

With the demand on transthoracic echocardiography 
(TTE) rising every year, the waiting lists for patients also 
increases.  The BSE, in collaboration with the British Heart 
Valve Society (BHVS), have produced guidance2 on the 
implementation of a standardised triaging system for TTE 
requests.
The guidance is based on evidence from relevant clinical 
studies and/or general agreement from clinical practice and 
it is intended to be used by all BSE members throughout 
the United Kingdom. The clinical audit findings presented 
in this paper3 demonstrate how the triage guidance can be 
implemented into real world practice and have a positive 
impact on TTE services.
This guidance for TTE indications and triage has been 
produced to aid health care professionals who refer 
patients and ensure that referrals are appropriate and 
timely.  It also empowers TTE services to standardise their 
triaging processes in order to ensure that resources are 
directed to those patients who will benefit from a TTE.

References
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2.	 This guidance is also available to download in a poster format.  
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Sadie Bennett

The September edition of ECHO (issue number 119) saw 
the first in a number of articles dedicated to providing 
candidates and mentors with some tips on collecting video 
cases for BSE accreditation. Hopefully these tips and 
examples help to alleviate some of the stress associated 
with undertaking and preparing video cases for the  
practical assessment.

are using these on a routine basis to improve departmental 
workflows or for quality assurance purposes. For the purpose 
of candidate’s video cases, these measurements are 
permitted as ultimately it is the practicing echocardiographer’s 
responsibility to ensure these are accurate prior to these 
being accepted and incorporated into the study and report. 

Examples of adequate and inadequate  
2D measurements 
Figure 1a is an example of left ventricular (LV) dimension 
measurements being taken on the frame before the mitral 
valve closes (other surrogates for end ventricular diastole 
can be used, as stated in the 2020 publication from the 
BSE “A practical guideline for performing a comprehensive 
transthoracic echocardiogram in adults”). 

In this piece I will discuss the marking criteria for 2D 
measurements and provide examples of adequate and 
inadequate work. Again, whilst the examples given are 
mainly from transthoracic echocardiography, the underlying 
principles will also benefit candidates and mentors for any BSE 
accreditation specialties. 

2D measurements 
2D measurements are an important part of echocardiography 
and the ability to perform these accurately is crucial to ensure 
accurate reports are provided for patients. It is important 
to have a good understanding of when, within the cardiac 
cycle, measurements for the different structures should be 
undertaken. Furthermore, the knowledge of appropriate 
locations and landmarks on which to base measurements 
is also vital. The 2020 publication from the BSE “A practical 
guideline for performing a comprehensive transthoracic 
echocardiogram in adults”1 is a great starting point for learning 
and I would encourage all candidates to read this article as 
soon as possible as it will undoubtedly assist in helping to 
undertake accurate measurements, not only for video cases, 
but also during our daily clinical practice. 

When assessing 2D measurements in a video case, we look to 
ensure that the included measurements are:

“Accurate throughout, with minor errors that do not 
change the categorisation of the chosen pathology”.

This means that if there are minor errors in measurements 
which do not alter the reporting of the chosen pathology, this 
element of the marking criteria will still be met. However, if 
measurements are significantly inaccurate and lead to reporting 
errors, this part of the marking criteria will not have been 
achieved and the video case overall will be unsuccessful. 

The inclusion of m-mode measurements (for the assessment 
of left ventricular size, for instance) has been removed from 
the marking criteria. However, candidates can still choose to 
include these if they wish. If candidates wish to include m-mode 
measurements, these must be accurate and will be assessed as 
per the marking criteria for 2D measurements.

It is acknowledged that new echocardiography systems have 
automated measurement functions and that some centres Fig 1b. 

Fig 1a. 

Tips on collecting video cases 
for BSE accreditation: 2D 
Measurements  
SADIE BENNETT, CHAIR OF THE BSE ACCREDITATION COMMITTEE

Echo Research and 
Practice Update 
PROF MARK MONAGHAN, EDITOR-IN-CHIEF, ECHO RESEARCH  
AND PRACTICE

In August Echo Research and Practice published CEUS cardiac 
exam protocols International Contrast Ultrasound Society 
(ICUS) recommendations which contains the answer to many 
questions regarding the practical application of contrast echo. 
These protocols, from an international group of experts, are an 
essential addition to any Echo department.

October saw the publication of A practical guideline for 
performing a comprehensive transthoracic echocardiogram 
in the congenital heart disease patient: consensus 
recommendations from the British Society of Echocardiography.  
Presenting clear imaging examples with comprehensive 
descriptions, Corbett et al have described in great detail a 
structured segmental approach to the complete assessment 
of cardiac anatomy and function in congenital heart disease 
(CHD). The authors outline key considerations for identifying 
cardiac structure and associated anatomical connections 
and the importance of understanding the often complex 
haemodynamics and loading conditions that complicate 
the echocardiographic assessment of the congenitally 
abnormal heart.  This guideline is essential reading for all 
echocardiographers practising within the field of CHD and will 
help establish a standardised approach to echocardiography in 
CHD. 

Also in October IMproving PULmonary hypertension Screening 
by Echocardiography: IMPULSE was published.  Right heart 
catheterisation is accepted as the gold standard for assessing 
pulmonary hypertension but it is not practical to perform this 
as a screening tool and TTE is widely regarded as a good 
alternative.  However, the existing TTE pulmonary hypertension 
guidelines lack sensitivity in mild pulmonary hypertension.  

Professor  
Mark Monaghan

Echo Research and Practice (ERP) is the peer-reviewed journal of the British Society of Echocardiography, supported by 
an editorial board of national and international experts. The journal provides novel and emerging research concepts in the 
field of echocardiography, alongside practice recommendations and guidelines from the BSE and the International Contrast 
Ultrasound Society.  

BSE members are entitled to an immediate 15% discount of the article processing charge (APC). However, BSE members can 
also apply for a grant to cover the full APC.  Submitting authors can apply for APC funding by emailing erp@bsecho.org. 

ERP works closely with the BSE to encourage manuscript submissions from all health care professionals practising within 
the field of echocardiography. We welcome manuscripts from all investigators, whether students at the start of their research 
journey (including those on PTP, STP or PhD pathways) or expert senior researchers with an already extensive list of 
publications. We look forward to working with scientists and investigators to deliver the latest in echocardiography based 
research to the wider scientific community.  

In this useful study, Slegg and colleagues have combined 
additional TTE derived parameters to improve the accuracy of 
pulmonary hypertension probability assessment.  It is a single 
centre study but once replicated more widely, the IMPULSE 
algorithm will undoubtedly become an important tool for the 
screening of patients with suspected pulmonary hypertension.

With a protocol for transthoracic echocardiography during 
transfemoral transcatheter and aortic valve implantation 
and a pilot study on the clinicial value of an abbreviated 
echocardiography protocol also being published in recent 
months, ERP aims to be the premier international journal for 
physicians, sonographers, nurses and other allied health 
professionals practising echocardiography and other cardiac 
imaging modalities.

All these papers, plus previous publications can be accessed 
via the ERP website, https://echo.biomedcentral.com

Members can also visit the website to sign up for regular article 
alerts.
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Atypical Presentation of 
Cardiac Tamponade –
a case report
YASH KRIPALANI1, PRAJAKTA PRADHAN1, 
IYARE NEHIKHARE2, RAMY ATIA1, 
SHAHEEN SHAFIUDDIN1, AASHISH KHANAL1, 
ALI NASEER1 

1. DEPARTMENT OF ACUTE INTERNAL 
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DERBY HOSPITAL, UNIVERSITY 
HOSPITALS OF DERBY AND BURTON NHS 
FOUNDATION TRUST
2. DEPARTMENT OF CARDIOLOGY, 
UNIVERSITY HOSPITALS OF DERBY AND 
BURTON NHS FOUNDATION TRUST

Fig 2b. 

Fig 2a. 

However, incorrect landmarks have been used resulting in the 
intra-ventricular septum and infero-lateral LV wall thicknesses 
being overestimated. In particular, the infero-lateral LV wall 
dimension is recorded as 2.4cm as it includes part of the mitral 
valve chord. These errors subsequently result in the report of 
a male patient being incorrectly labelled as “normal LV cavity 
size with severe concentric hypertrophy”. As you can see this 
is inaccurate and would result in the marking criteria not being 
met. Figure 1b is an example of where the LV dimensions would 
meet the marking criteria as they have been undertaken at 
the correct part of the cardiac cycle, at the correct location 
(level of the mitral valve leafl et tips) using the correct anatomic 
landmarks. 

Figure 2a is an example demonstrating an inaccurate left 
ventricular outfl ow tract (LVOT) dimension as it has been 
undertaken during ventricular diastole approximately 1cm 
below the aortic valve cusps. In accordance with the BSE 
guideline “A practical guideline for performing a comprehensive 
transthoracic echocardiogram in adults”, the LVOT dimension 
should now be measured at the aortic cusps insertion points, 
using the inner-edge to inner-edge methodology during 
mid ventricular systole. An example of how to appropriately 
measure the LVOT dimension is shown in Figure 2b.

As discussed in the last “Tips for collecting video cases” article, 
we would advocate that a complete study be undertaken for all 
video cases. This would include undertaking all measurements 
as described within the 2020 BSE publication “A practical 
guideline for performing a comprehensive transthoracic 
echocardiogram in adults”. However, we acknowledge that not 
all patients will have the “perfect study” and hence, we would 
accept isolated measurements of suboptimal quality where 
the measurement is non-essential to the pathology. Where this 
is the case, this should be clearly stated in the report and the 
candidate should be able to talk through why certain images 
and/or measurements have not been undertaken. 

Where measurements are missing, the candidate should also 
be able to talk through how to accurately obtain the missing 
measurements. An example of where isolated measurements 
may be left out of a video case may include right ventricular 
dimensions. If, for a particular video case, an RVD1 and RVD2 
measurement can be measured accurately but the RVD3 
dimension is challenging and will likely result in an inaccurate 
measurement, it would be appropriate to include the RVD1 and 
RVD2 measurement and exclude the RVD3 measurement. 

Please ensure you read the marking criteria in full prior 
to submitting your video cases / attending the practical 
assessment, as some measurements are critical in certain video 
cases and need to be included. For instance, the aortic stenosis 
video case requires an LVOT dimension to be included and if it 
is not present, it will result in the video case being unsuccessful. 

We hope this helps you on your path to achieving suitable 
video cases, and in your day to day echo practice. 

Yours sincerely,

BSE Accreditation Committee.

Top tips for making accurate measurements:
• Optimise images by using the zoom function 

• Optimise images by using breath holds

• Avoid off -axis and poor quality imaging views (i.e. avoid  
 using a patient on ICU)
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Abstract   
In recent years, the development and use of portable 
ultrasound equipment has grown. Focused bedside 
echocardiography is a simple non-invasive investigation that 
can provide rapid cardiac assessment and answer simple 
yet key questions that can alter a patient’s treatment in 
hospital. In this case report we describe a patient who was 
being treated for a respiratory infection and heart failure 
and was found to be in cardiac tamponade. We discuss 
how the course of treatment changed from providing 
intravenous diuretics and antibiotics to pericardiocentesis 
after performing a focused bedside echocardiographic study. 
Lastly, we discuss the echocardiographic features of cardiac 
tamponade that may help in rapid identifi cation of this life-
threatening condition at the patient’s bedside. 

Case Description  
A 61-year-old male with known transitional cell carcinoma of the 
bladder and non-small cell carcinoma of the lung who recently 
underwent radiotherapy presented to the medical assessment 
unit (MAU) with symptoms of loss of appetite, productive cough, 
shortness of breath with new oxygen requirement of 4 litres/
minute via nasal cannula maintaining 92% saturation with a 
respiratory rate of 21 breaths per minute. His blood pressure 
remained stable at about 121/85 mmHg, with a heart rate of 
96 beats per minute. On further examination, we auscultated 
crepitations on bilateral lower zones of his lung fi elds and 
normal heart sounds. On laboratory investigations, he was 
found to have raised C - reactive protein (CRP) and white cell 
counts as well as deranged renal function suggesting an acute 
kidney injury (AKI) alongside abnormal liver enzymes (table 1). 
His chest x-ray showed evidence of cardiomegaly and right 
lower zone patchy opacifi cation suggestive of an infective 
etiology (fi gure 1). He was treated for a lower respiratory tract 
infection with intravenous piperacillin and tazobactam. He was 
assessed over the next 24 hours by the medical and oncology 
teams and the working diagnosis was lower respiratory tract 
infection with AKI for which he received fl uids and antibiotics. A 
computed tomography pulmonary angiography scan (CTPA) and 
ultrasound liver was planned for further assessment. 

Prajakta Pradhan 

Ramy Atia

Yash Kripalani

Iyare Nehikhare

Fig 1. Chest X-ray demonstrating cardiomegaly and right lower zone 
consolidation with blunting of right costophrenic angle. 

 

 
 
 
 
  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 1. Baseline laboratory values  
Serum blood results Values Reference range 
Renal Function Test 
Na+ 128 mmol/L 133-146 mmol/L 
K+ 4.9 mmol/L 3.5- 5.3 mmol/L 
Urea  18.3 mmol/L 2.5.7.8 mmol/L 
Creatinine 139 mmol/L 59-104 mmol/L 
eGFR CKD-EPI 47 ml/min/1.73m2 >60 ml/min/1.73m2 
Liver Function Test and Inflammatory marker 
Total Bilirubin 14 umol/L 0-21umol/L 
ALP  246 IU/L 38-136 IU/L 
ALT 1008 IU/L 17-63 IU/L 
Total protein 67 g/L 60-80 g/L 
Globulin 36 g/L 25-49 g/L 
Albumin 31 g/L 35-50 g/L 
GGT 300 U/L 60 U/L 
CRP 70 mg/L 0-5 mg/L 
Coagulation Profile 
PT 13.6s 9.2-12s 
INR 1.29 0.9-1.1 
APTT 23.1s 20-30s 
Full Blood Count 
Hb 128 g/L 120–150 g/L 
MCV 91.6 fL 83–101fL 
WBC 8.87 (10*9/L) 4-10 (10*9/L) 
Arterial Blood Gas  
Arterial blood gas Values Reference range 
pCO2  3.9 kPa 4.7–6.0 kPa 
pO2 10.0 kPa 10.3–13.3 kPa 
HC03 21.3 mmol/L 22-29 mmol/L 
pH 7.42 7.35–7.45 
Fi02 36% % 
Lactate 3.3 mmol/L 0.5–1.3mmol/L 
Base Excess -4.5 (-2 to +2) 

Table 1. Baseline laboratory values
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Fig 1b.

Tips on collecting video cases  
for BSE accreditation
SADIE BENNETT, CHAIR OF THE BSE ACCREDITATION COMMITTEE

In the two previous editions of ECHO (issue numbers 119 & 120) I have given tips on navigating the marking criteria that 
is used for the video cases at the practical assessment. Hopefully these articles have proved useful in terms of providing 
examples of good practice for different parts of the marking criteria. In this article I will discuss the marking criteria for colour 
and spectral Doppler assessment and provide some examples of successful and unsuccessful work. 

Colour flow Doppler and spectral Doppler  
Colour and spectral Doppler form an important part in the 
assessment of blood flow direction and blood flow velocities 
during echocardiography. Therefore, it is important that both of 
these imaging modalities are appropriately optimised in order 
to accurately demonstrate normal / abnormal blood flow when 
assessing cardiac structure and function. 

Colour flow Doppler assessment
When assessing colour flow Doppler (CFD) in a video case, we 
look to ensure that the included CFD images demonstrate:

“Accurate box size, scale and baseline settings 
demonstrating anatomy clearly”.

During the assessment of CFD imaging, the marking criteria 
will be successfully met if there are infrequent errors in the use 
of CFD box size, box location and Nyquist limit settings which 
allows for the underlying anatomy to be clearly demonstrated. 
However, if a video case repeatedly shows inappropriate CFD 
box sizes, box locations or inappropriate Nyquist limit settings, 
particularly if it impacts on the assessment of the underlying 
anatomy, the marking criteria will not have been successfully 
achieved and the video case will be unsuccessful overall.  

Examples of adequate and inadequate colour 
Doppler assessments

Sadie Bennett

Fig 1a.

Figure 1a shows a colour flow Doppler assessment of the mitral 
valve in the parasternal long axis view. This image shows an 
incorrect Nyquist limit setting. The colour flow Doppler box size 
is also inappropriate and is not solely focused on the mitral 
valve with both the mitral and aortic valves included. For a more 
appropriate assessment of colour flow Doppler of the mitral 
valve, the Nyquist limit should be set at between 50-60cm/s 
and the colour box should include approximately 1cm of left 
ventricle on the left lateral border and the roof of the LA on the 
right lateral border as shown in Figure 1b.

Spectral Doppler  
When assessing spectral Doppler in a video case, the marking 
criteria looks to ensure that the spectral Doppler images 
demonstrate:

“Accurate use with good cursor alignment  
and optimised waveforms”.

For this part of the marking criteria, if there are rare or 
infrequent images displaying non optimised waveforms or 
poor cursor alignment, particularly if the overall assessment is 
accurate, this part of the marking criteria will still be successfully 
met. However, if spectral Doppler imaging consistently shows 
limited optimisation or poor alignment the marking criteria will 
not have been achieved and the video case overall will be 
unsuccessful. 
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Fig 2a. 

Fig 2b. 

Examples of adequate and inadequate spectral 
Doppler assessments  
Figure 2a shows an example of a continuous wave Doppler 
assessment of aortic valve forward flow in the apical five 
chamber view. Whilst the baseline has been altered, the overall 
scale has not been optimised to the Doppler signal as such 
this has likely contributed to the Doppler trace measurement 
being overestimated. The underlying 2D image of the apical 
five chamber is also hindered by artefact making it difficult 
to assess for appropriate cursor alignment of the underlying 
structure. Figure 2b demonstrates good 2D imaging of the 
underlying structure and clearly demonstrates there to be good 
cursor alignment with the aortic valve forward flow. The Doppler 
waveform is also optimised in terms of baseline and scale 
settings and consequently led to the Doppler waveform being 
assessed accurately. 

I hope this helps you on your path to achieving suitable  
video cases. 

Yours sincerely,
BSE Accreditation Committee.

Top tip:
For Colour and Spectral Doppler:

•	 Optimise the underlying 2D structure of interest.

•	 Optimise spectral Doppler baseline and scale to the 		
	 blood flow being assessed. 

•	 Return the Nyquist limit back to normal following PISA / 	
	 septal flow assessments.

 

Accreditation  
Clinic
The accreditation clinic is a 
great opportunity to meet 
with the accreditation team 
to discuss anything from 
written exams to practical 
exams and even departmental 
accreditation.

The clinic is run on the first 
Thursday of every month  
at 1pm. 

Sign up for the next clinic by 
visiting the events webpage 
bsecho.org/events
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