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PRESIDENT’S
MESSAGE

This being the first President’s message of my tenure and
the last of 2017  I would like to begin by extending my
best wishes, I hope you all have a great Christmas and
New Year. I would also like to take this opportunity to
formally thank Dr Rick Steeds for his services to the
society. For the past 3 years as President, Rick has driven
forwards and delivered in multiple areas for the society in
his time and we are all ever grateful for his commitment
in ensuring the BSE has continued to grow and become
respected as a professional society. With a New Year
looming I could rumble on about numerous New Year’s
resolutions (most of which I am unlikely to achieve) but
instead I will briefly outline a few objectives I am eager
to assist the society in delivering over the next 3 years. 

•  Development/Implementation of Level 1 accreditation

•  Increase Public Patient Involvement 

•  Website Re-design 

•  Presidential Challenges/Charitable Fundraising 

Whilst the items above are some of the key areas to
deliver, we must ensure we continue to support the
existing agenda items which are ongoing hot topics of
interest for the society. Dare we mention matters such as
7-day services and access to emergency/urgent
echocardiography. Whilst we cannot solve the issues
around lack of workforce or poor infrastructure we can
assist departments and trusts in maintaining the quality of
echocardiography. With our new Chair for Accreditation
(Dr Claire Colebourn) the BSE is looking to implement a
formal accreditation scheme for Level 1 (Emergency
Echo). It is essential that people do not see Level 1 as a
replacement for a Level 2 standard Transthoracic Echo or
that it is in any way to be utilised as an alternative to a
full TTE undertaken by an appropriately qualified person.
The Level 1 accreditation has been specifically designed
to ensure a rule out of serious pathology in a critically ill
patient. There will be the increasing need for all echo
departments to engage with staff groups across the
hospital who may wish to utilise Level 1 accreditation.
Although as a society we must also recognise if echo units
don’t undertake this engagement other disciplines will
continue to undertake echocardiographic procedures
within the scope of their practice regardless. So please
consider the benefits of your involvement not only for the
welfare of patients but it could also reduce the impact of
the clinical standard requirements being placed on your
own unit.

On a slightly lighter note, I would like to mention another
couple of ideas which we are wanting to introduce in
2018.

•  Recognising best practice amongst echo departments
across the UK.

We will be approaching departments to undertake an
informal interview which will feature in the echo journals
you receive on your doormat every quarter. We are
looking for initiatives which have made a difference to
not only the patients but also the staff delivering the
services. So please don’t be shy and contact us via the
BSE office if you have any examples of best practice we
can share, if you don’t wish to volunteer we will still
endeavour to find you.

At this year’s Annual meeting in Edinburgh I was
delighted to meet the brothers, Jonathan and David
Stretton-Downes from the Six Times Open campaign in
support of BHF. They have been raising not only money
but also general awareness of the wider impact of heart
disease upon the individual patient as well as the
surrounding family network. We are hoping to engage
with them both and undertake some form of fund raising
by means of ‘Presidential Challenges’. The purpose of
fundraising is to support a bursary style system to aid
volunteers of the Echo in Africa project. Personally, I am
always amazed by the people who have given up their
own time and finances to participate in this humanitarian
project. Their self-funding of flights and commitment to
use their own annual leave to undertake a busman’s
holiday is something they should all be incredibly proud
of. If we as a society can help them with flight costs by
partaking in various forms of fundraising, I think this
would be an extremely worthwhile cause.

Whilst I can use this column as an opportunity to
communicate to the entire membership I would like to
remind people of the British Cardiac Society meeting in
Manchester June 4th-6th. This meeting used to be
incredibly popular with multiple disciplines in attendance.
However, over the past few years whilst the medical
workforce still attends in mass, the other disciplines
appear to have tailored off. The opportunity to attend such
a meeting offers all of us an insight into the holistic
patient pathways in cardiology, there are sessions which
the BSE is delivering, and echo is core to many of the
presentations throughout the entire agenda. If you were
unable to attend the BSE Annual meeting, you should
consider this opportunity for CPD.

My last note of thanks must go to Dr Thomas Matthew
for helping to deliver the November 2017 BSE annual
meeting in Edinburgh. This was a great meeting and well
received by the attendees. It’s great to hear feedback such
as “this meeting relates to the work we undertake every
day in our practice” it confirms that we are truly having
an impact on the mission statement of the BSE to raise
quality of echo for patient benefit. Thanks Tom.

Keith Pearce
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ECHOCARDIOGRAPHY IN
FABRY DISEASE
Introduction
Fabry disease (FD) is an X-linked lysosomal storage disorder
caused by a deficiency in the enzyme alpha-galactosidase A.
This leads to an inappropriate accumulation of neutral
glycosphingolipid in multiple tissues throughout the body
including cardiac, renal, neurological and vascular endothelium
1,2. Cardiovascular complications remain an important cause of
morbidity and mortality in FD. Diagnosis is often challenging
due to the multitude of diseases that present with similar cardiac
manifestations. Echocardiography and cardiac MRI are
predominant imaging modalities which can provide structural
and functional assessment. The development of advanced
transthoracic echocardiography (TTE) has enabled earlier
diagnosis, facilitating prompt treatment and thereby reducing
disease progression.  This article will describe the
echocardiographic changes that are observed in patients with
FD and highlight its use in clinical practice.  

Cardiovascular Consequences of FD
Although cardiac symptoms, such as dyspnoea, chest pain,
palpitations, dizziness and syncope are a common feature of
FD, their presence is not essential for a diagnosis 3,4.
Accumulation of glycosphingolipid within the myocardium can
have a number of consequences.  These include left ventricular
hypertrophy (LVH), conduction abnormalities, hypertension,
valvular disease, aortic root dilation, myocardial ischaemia,
congestive cardiac failure (CCF) and sudden cardiac death
(SCD) 3–6.  Literature has suggested that the incidence of major
cardiovascular events in patients with FD can be as high as 5%,
with CCF and SCD reported as the most frequent 6.

Echocardiographic Findings
TTE is extremely valuable in diagnosis of left ventricular (LV)
hypertrophy, assessment of systolic and diastolic function, and
evaluation of valvular disease and aortic root dilatation.
Myocardial deformation imaging using tissue Doppler and
speckle tracking is often helpful in assessing subclinical
myocardial involvement in FD.

Left Ventricle

LVH is a predominant feature of cardiac involvement, with
morphological patterns often overlapping with other causes of
hypertrophy. The incidence of LVH has been estimated to be as
high as 46% in males and 28% in females 4. Concentric
hypertrophy is the commonest presentation (Fig. 1.) with
asymmetrical and eccentric patterns present only in a small
proportion of cases.  The hypertrophy is often non-obstructive
but systolic anterior motion of the mitral valve with consequent
LV outflow tract obstruction both at rest and on exercise are
occasionally observed 7–9.  Papillary muscle hypertrophy has
been found in FD with an increased ratio of papillary muscle
size to LV circumference, which can be a useful diagnostic
marker 10.

Tissue Doppler imaging is utilised to identify myocardial

contraction and relaxation abnormalities, which can precede
LVH.  Systolic (s’), early diastolic (e’), and late diastolic (a’)
wall motion velocities are typically low compared to age and
sex-matched normal ranges, with a lower e’/a’ ratio and a higher
E/e’ ratio.  Additionally, a shorter isovolumic contraction time
(IVCT), and a longer isovolumic relaxation time (IVRT) have
been found, although as expected, these changes become more
evident in patients with LVH 11,12. 

On both tissue Doppler and speckle-derived strain, patients with
FD typically have a reduction in peak systolic strain and systolic
strain rate, with an improvement in small studies following
commencement of enzyme replacement therapy (ERT). There is
impairment in longitudinal strain (global and regional), global
circumferential strain and a loss of the base-to-apex
circumferential strain gradient 13,14.  This indicates evidence of
early systolic and diastolic impairment in FD preceding
significant LVH.

The left ventricular ejection fraction is usually preserved until
advanced stages of disease. There is progressive systolic and
diastolic dysfunction with increased asymmetrical hypertrophy
secondary to septal thickening and thinning of the posterior wall
as a result of extensive fibrosis 17.

Right Ventricle

Right ventricular hypertrophy (RVH) parallels LV involvement
and is common in FD, with an incidence ranging from 36-71%
(Fig. 1.) 18–20.  Tricuspid annular plane systolic excursion
(TAPSE) is not commonly utilised for assessment owing to its
low specificity for surveillance of right ventricular (RV)
involvement 18–20.  RV diastolic function, including pseudo-
normalization or restrictive filling, can be detected in FD and
appear to correlate with the presence of RVH 18,19.  Use of 2D
speckle tracking demonstrated reduced RV systolic strain (global
and free wall), which was associated with more advanced
symptoms 21.  Although RV involvement is common in FD, no
significant change in TTE parameters has been identified
following initiation of ERT 20.

Atria

There is often an increase in left atrial (LA) volume during the
early stages of FD.  LA strain and strain rates are both reduced
and the LA stiffness index, which is a marker of compliance, is

Fig. 1. Apical Four-Chamber View Demonstrating Concentric
LVH and RVH.
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increased.  LA involvement can be seen in FD despite the lack
of significant LVH 22.  It has been hypothesised that atrial
involvement in FD is due to a combination of primary
sphingolipid deposition with consequent atrial myocardial
fibrosis and remodelling secondary to LV systolic and diastolic
dysfunction.

Aorta and Valvular Lesions

Aortic root dilatation is more frequent in male patients, with
maximal size identified at the sinus of Valsalva and ascending
aorta, with preserved descending aortic dimensions 23. Fusiform
aneurysms within the aortic root or ascending aorta have been
described in 9.6% of males and 1.9% of females.  These are
usually small and surgical repair is rarely needed 24.  Valvular
disease is generally only mild or moderate and most commonly
affects the mitral, aortic and tricuspid valves 3,7.

Learning points

•  Atrial involvement occurs early, even in absence of LVH.  

•  Aortic root dilatation and aneurysm formation are usually
mild and surgical repair is rarely needed.

•  Severe valvular abnormalities are rare.  

•  RV involvement is common but RV parameters do not
change significantly with ERT and are therefore not useful
in disease surveillance.  

•  LV ejection fraction is often preserved until advanced stage
of FD.

•  Tissue Doppler and deformation imaging are useful in
identifying early LV systolic and diastolic impairment, even
in those without LVH.

Conclusion
Echocardiography is useful in characterising all stages of FD
and for assessing progression. Measures of LVH and the
presence of prominent papillary muscle on TTE should raise
suspicion of FD as a diagnosis. The development of novel
imaging techniques, including deformation analysis on

echocardiography has significantly improved detection of FD,
leading to earlier introduction of ERT.  TTE is usually repeated
on an annual basis for surveillance and to assess response to
ERT.  

S Baig1,2, R Vijapurapu1, NC Edward1,2, M Amor1, T
Geberhiwot1, RP Steeds1,2

1 Queen Elizabeth Hospital Birmingham
2 University of Birmingham
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Do you have interesting case studies or topics for articles 
you would like to see in our ECHO journal?

Then get in touch and you could be in with a chance of winning!

ARTICLE OF THE ISSUE

All submissions and queries should be emailed to editor@bsecho.org

Beginning in 2018 The ECHO
editorial panel will be awarding a
prize to the best article or case
study submitted for publication
within ECHO magazine. 

Should your article be selected as
the Article of the Issue, then you will
receive one year's free membership
with BSE!
*This offer is available to existing members, who
have been registered with BSE prior to April 2017.
This competition is not open to BSE Council and
Committee members.  
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CARCINOID HEART
DISEASE: FINDINGS ON
ECHOCARDIOGRAM 
Introduction 
Carcinoid is a tumour that arises from argentaffin cells. It
occurs in between 2.5 and 5 cases per 100 000 of the
population. The primary tumour is usually located in the small
bowel and metastasizes to the liver. The primary tumour and
metastases produce active substances, including serotonin (5-
HT). Manifestations of the syndrome include flushing,
diarrhoea, bronchospasm and in up to half of those with
carcinoid syndrome, carcinoid heart disease (CHD).1

CHD is a rare but distinctive form of valve disease that
primarily affects the right-sided cardiac valves. Serotonin is
recognised to be an agent involved in the development and
progression of valve disease in patients with carcinoid
syndrome.2,3 It promotes deposition of plaques composed of
myofibrocytes onto the endocardial surfaces of the heart.1
Characteristic changes include thickening of valve leaflets/cusps
that become retracted and eventually immobile, resulting in a
combination of valvular regurgitation and stenosis.4,5 The most
frequent valve lesion seen is tricuspid regurgitation (TR) with
tricuspid stenosis less often diagnosed, while both pulmonic
stenosis (PS) and regurgitation (PR) are equally common.2 Left-
sided valvular abnormalities occur in approximately 10% of
patients with carcinoid valve disease, characteristically as a
result of shunting of blood from the right-to-left atrium through
a patent foramen ovale or atrial septal defect and less commonly
as a result of a bronchial carcinoid or active carcinoid disease

with high levels of circulating serotonin.6

CHD is a heterogeneous disease with a wide spectrum of
echocardiographic findings. A multimodality approach is needed
in patients with this complex pathology.1 Echocardiography is
most useful in assessing thickening, retraction and rigidity of the
tricuspid valve (TV) and pulmonary valve (PV) produced by
plaque deposition by these biological substances.7 This article
will describe the common findings of CHD on
echocardiography.

The Tricuspid Valve
Two-dimensional (2-D) echocardiography shows thickened TV
leaflets, most particularly at the edges, which become ‘clubbed’.
The normal concave curvature of the leaflets is diminished
causing them to become straightened.1 The dynamic motion of
the leaflets during diastole is altered and the leaflets move in a
stiff 'board-like' fashion rather than the normal undulating
motion.1 The mean thickness of the anterior TV becomes
significantly greater than that of the mitral valve.8 (Fig 1)
Thickening of the valve leaflets may also be associated with
thickening of the chordae and papillary muscles, and the chordae
can become fused and shortened. This is associated with more
severe retraction and reduction in excursion of the valve cusps.
The extent to which each leaflet and the subvalvular apparatus
are affected is variable and produces a spectrum of disease.1

The echocardiographic grading of tricuspid regurgitation is
shown in table 1.

In the most severe cases, fixation, retraction and failure of
coaptation leads to severe TR with a characteristic 'dagger-
shaped’ Doppler profile (Fig 2) and mild or moderate tricuspid
stenosis (TS).1 In turn, this leads to progressive right ventricular
and right atrial dilatation.1 Three-dimensional (3-D)

Severe
Abnormal/Flail leaflet/Poor

coaptation

Usually dilated

> 10

> 0.7

Moderate
Normal or abnormal

Normal or dilated

5-10

Not defined, but < 0.7

Mild
Usually normal

Normal

< 5

Not defined

Parameter
Tricuspid valve

RV/RA/IVC size
Jet area-central jets (cm2)
VC width (cm) 

Table 1 – Echocardiographic and Doppler parameters used in grading tricuspid regurgitation severity9, 10

Fig. 1. Trans oesophageal transgastric long axis view,
demonstrating ...

Fig. 2. Dagger-Shaped Tricuspid Regurgitant Jet on CW
Doppler
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echocardiography supplements 2-D echo by more
comprehensive evaluation of the TV especially the posterior
(inferior) leaflet, and providing more quantitative assessment of
TR severity by measurement of 3D vena contracta area and TR
volume (3D right ventricular volume – PV stroke volume in
absence of more than mild PV CHD).7

The Pulmonary Valve
Changes in valve morphology are similar to the tricuspid valve.
In mild disease, valve cusps are diffusely thickened, which
causes them to become straightened.1 With more severe disease,
varying degrees of retraction and reduction in excursion of valve
cusps is seen (Fig 3a). In severe cases, valve cusps are fixed,
retracted and thickened with severe pulmonary regurgitation
(Fig 3b).1 3-D TTE demonstrates constriction of the pulmonary
valve annulus with thickened, partially retracted and fixed
pulmonary cusps causing non-coaptation of the cusps and
significant stenosis.1 3-D transoesophageal (TOE)
echocardiography provides anatomic information regarding the
relationship of all 3 pulmonary valve cusps including the
relationship of cusps to the ventricular walls, mobility and
thickness as well as allowing assessment of pulmonary valve
annulus constriction and visualisation of the right ventricular
outflow tract and pulmonary artery.1

The severity grading of PV regurgitation is shown in table 2.

The Right Atrium and Right Ventricle
2-D echocardiography shows enlargement of the right atrium

and ventricle in CHD with occasional flattening of the septum
(Fig 4a).2, 11 This leads to RV dysfunction. The inner layer of the
right atrial wall in the carcinoid patient is significantly thicker
than that of the left atrium (Fig 4b).8 There is a possibility of
endocardial plaques of fibrous tissue in CHD.12 This is usually
identified on histology. The plaques may involve the cardiac
chambers, tricuspid and pulmonary valves, pulmonary artery,
vena cava and coronary sinus.13 The fibrous reaction may
involve the valve leaflets and subvalvular apparatus.13 The
preferential right heart involvement is most likely related to
inactivation of the vasoactive substances by the lungs.13 Cardiac
carcinoid plaques have been related to the exposure of the right
heart to serotonin and other tumour by-products released from
hepatic metastases.13 Traditionally RV dysfunction is assessed by
measuring Tricuspid Annular Plane Systolic Excursion (TAPSE)
or 2D right ventricle ejection fraction which are both volume
dependent. In cases of abnormal volume states such as in TR or
PR, it may under or over-estimate true RV function making it
difficult to accurately measure RV dysfunction. 

Scoring Systems and Summary
There are several scoring systems used for quantitative
assessment of CHD. A study by Dobson and colleagues assessed
six echocardiographic scoring systems on 100 patients and
found all of them to be comparable in terms of sensitivity and
specificity for detection of CHD. The Westberg score appeared
to be the most optimal score for screening of CHD whereas
Bhattacharyya’s score appeared to have the strongest correlation
with N-terminal-prohormone B-type natriuretic peptide (NT-
proBNP).14

Severe
Abnormal

Dilated

Usually large, with a wide
origin; May be brief in duration

Dense; steep deceleration, early
termination of diastolic flow

Greatly increased

Moderate
Normal or abnormal

Normal or dilated

Intermediate

Dense; variable deceleration

Intermediate

Mild
Normal

Normal

Thin (usually < 10 mm in
length) with a narrow origin

Soft; slow deceleration

Slightly increased

Parameter
Pulmonic valve
RV size
Jet size by colour Doppler

Jet density and deceleration
rate–CW
Pulmonic systolic flow
compared to systemic flow –
PW

Table 2 - Echocardiographic and Doppler parameters used in grading pulmonary regurgitation severity9

Fig. 3b. Transoesophageal transgastric long axis view of
severe pulmon......

Fig. 3a. Transthoracic parasternal short axis view in a patient
who ha...
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A summary of the echocardiographic  findings in CHD are
shown in table 3.

Treatment of CHD

Medical treatment of CHD includes somatostatin analogues
(such as octreotide and lanreotide), diuretic therapy, cytotoxic
chemotherapy and dual endothelin receptor antagonists (such as
bosentan). The somatostatin analogues inhibit secretion of
tumour by-products by binding to somatostatin receptors and
alleviating symptoms of flushing, wheeze and diarrhoea.18

Diuretic therapy reduces peripheral oedema, hepatic congestion
and ascites.17 Cytotoxic chemotherapy is used in extensive
disease to reduce disease burden.17 Endothelin receptor
antagonists may prevent valvular and mural fibrosis and
subsequently improves heart function.17 No medical treatment
however, has been shown to improve prognosis or retard
progression of CHD.19 Surgery remains the mainstay of curative
treatment. The choice of valve prosthesis should be individually
tailored on the basis of the patient’s bleeding risk, and possible
future therapeutic interventions.20 However, biological valve
prostheses are the preferred option.20 Patients should be
managed by a specialised multidisciplinary team, within a
setting of a specialised neuroendocrine tumour (NET) centre.20

Risks and Outcomes from surgery

Valve surgery for CHD is of higher risk compared with most
other forms of valvular surgery with overall 30-day mortality of
13 - 20%.6,19-25 This is usually attributed to right ventricle
failure.19 However, in those that survive the operation,
significant improvement in New York Heart Association Class
functional class occurs (Fig 5).19 Most long term complications
are related to the carcinoid tumour rather than cardiac
complications.23 1 and 2-year survival rates after surgery are
75% and 69% respectively, compared with 46% and 15% in non
surgically managed patients.19 Causes of mid-term death include
RV failure, left heart valve disease, progression of NET disease
and as a  result of complications following other interventions,
such as transarterial chemoebolisation (TACE) of the liver.19

Surgical outcomes seem to be better when functional limitation
is mild.19 However, in a study by Edwards and colleagues, life
expectancy from time of diagnosis of carcinoid syndrome was
not improved by valve surgery.19 Patients diagnosed late with
CHD had a particularly poor prognosis, suggesting that regular
assessment and early identification may be beneficial.19 A
management algorithm has been proposed by Davar and
colleagues, shown in figure 6.20

Echocardiographic findings

Leaflet: thickening, retraction, reduced mobility, laminar regurgitant flow

Valve: incomplete coaptation

Right ventricular free wall: thickening with small pericardial effusions

Right atrium and/or right ventricle enlargement (81%)

Thickened immobile tricuspid valve (56%)

'Dagger' shaped doppler profile with early peak & rapid decline (severe TR)

Typical parabolic profile (less severe TR)

Increased regurgitant flow (2.6±0.5 m/s; range, 1.5-4.0 m/s)

Prolonged pressure half-time (116 ± 43 ms; range, 45-200 ms) (TR)

Steep pressure half-time (PR)

Coloured reverse flow

Echocardiographic technique

Two-dimensional

Continuous Doppler

Colour Doppler

Table 3 - Summary of echocardiographic findings in CHD15,16,17

Fig. 4. RV Dilatation with Septal Flattening due to RV Volume
Overload...

Fig. 5. Bioprosthetic tricuspid and mitral valve replacements in
a pat...
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Conclusion
CHD is a heterogeneous disease with a wide spectrum of
echocardiographic findings. Echocardiography remains pivotal
in the investigation of patients with carcinoid syndrome and
suspected CHD. The classic features of advanced CHD typically
involving the tricuspid valve and pulmonary valve have been
well described.15,26,27 However the spectrum of disease is wide.
An integrated approach using multiple modalities should be
adopted in patients at risk of CHD to identify pathology and
assess severity of disease.1

Ahsan A Khan, Richard P Steeds 
Queen Elizabeth Hospital Birmingham
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AGENDA FOR CHANGE
BANDING OF ACCREDITED
ECHOCARDIOGRAPHERS:
A POSITION STATEMENT FROM THE
BRITISH SOCIETY OF
ECHOCARDIOGRAPHY AND THE
SOCIETY FOR CARDIOLOGICAL
SCIENCE AND TECHNOLOGY 
Introduction 

The British Society of Echocardiography (BSE) is the largest
cardiac society in the United Kingdom with approximately 3500
active members. The BSE is committed to ensuring the delivery
of high quality echocardiographic services, through education,
training and robust accreditation processes for both individuals
and departments performing echocardiography. 

The Society for Cardiological Science and Technology (SCST)
are the only professional body dedicated to representing the
cardiac science workforce within healthcare science in the UK
including clinical scientists that specialise in cardiology. SCST
was incorporated in 1948 to uphold excellence and innovation
in knowledge and practice of cardiac science and technology for
the public benefit. It achieves this through the promotion of
high quality education and the setting of appropriate standards
in all aspects of the role/service delivery. The profession body
works closely with the AHCS, National School of Healthcare
Science (NSHCS) and specialist interest groups in setting the
educational standards and providing advice for the cardiac
science workforce on keeping up to date. SCST also work on
developing appropriate service standards for services with
Improving Quality in Physiological Services and the United
Kingdom Accreditation Service. SCST has continually
advocated the need for high-quality service and current
evidence-based practice. Together the BSE and SCST represent
the majority of the cardiac physiology workforce in the UK. 

The BSE and SCST are becoming increasingly concerned about
the projected shortfall in the cardiac physiology workforce and
the current difficulties in delivering echocardiography and
cardiac physiology services across 7 days. In addition, the BSE
and SCST are concerned that due to increasing financial and
workload pressures, there have been suggestions to reduce the
banding of specialised cardiac sonographers within the agenda
for change (AfC) pay scales. The BSE and SCST firmly believe

that sonographers who have completed specialist accreditation
and are reporting independently should be AfC Band 7 or above.
It may be appropriate for sonographers who are still training in
echocardiography and are pre-accreditation to be positioned at
AfC band 6 as these physiologists would not be expected to
report independently or autonomously. 

The BSE and SCST believe that a minimum AfC Band 7 is
appropriate for accredited cardiac sonographers for the
following reasons:

1. Master’s level training, experience and qualification
required

In order to report independently it is a requirement in most
departments within the UK that the BSE accreditation in
transthoracic echocardiography (or equivalent) has been
achieved.  This accreditation process is a robust formal process
to certify competence in echocardiography. Achieving this is a
considerable academic undertaking. Applicants must
demonstrate extensive knowledge of cardiac anatomy,
cardiovascular pathophysiology, clinical cardiology and the
physics of medical ultrasound. This is verified by the completion
of a two-part written examination on the theory, performance
and reporting of echocardiography. Upon successful completion
of the examination, candidates have up to 24 months to
complete the accreditation process. During this time, they must
obtain considerable practical and reporting experience, and
compile a logbook of 250 cases covering a wide range of
different pathologies. This case collection is supervised by a
named, fully accredited supervisor. Following the collection of
cases, candidates are invited to attend a practical assessment day
comprising of 3 separate stations. During this assessment, the
examiners review the log-book of 250 submitted cases and
discuss selected reports with the candidate. In addition, the
candidate under goes viva-voce assessment of five video cases
that have been performed and submitted by the examinee. The
final part of the practical assessment is to perform a standard
transthoracic echocardiogram under observation. Accreditation
is awarded if the candidate is deemed competent in all three
stations. Achieving BSE accreditation has now become an
internationally recognised indicator of proficiency for those who
are practising trans-thoracic echocardiography.

When developing the syllabus and accreditation process, the
BSE recognised that both the extended period of post-
qualification study, and the depth and breadth of the knowledge
required for successful completion, was equivalent to post-
graduate/Master of Science (MSc) level study. This recognition
is supported within the curriculum of the Scientific Training
Programme for MSc in Cardiac Science where the BSE
curriculum is embedded within Year 2 and Year 3 of this Level 7
academic course (1). 
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Achieving BSE accreditation therefore demonstrates that the
successful candidate has developed highly specialist knowledge
and expertise in the field of echocardiography. It is evidence that
the candidate has developed the skills to make sound clinical
judgements based on complex facts or situations. This requires
the analysis and interpretation of a range of specialist clinical
conditions, and demonstrates the ability to independently
compose an accurate report of their findings.

2. Independent Practice of the Accredited
Echocardiographer Role

A fully accredited sonographer is expected to work as an
independent practitioner, performing and reporting
comprehensive echocardiograms on patients with a wide range
of pathologies across both inpatient and outpatient settings. The
accredited echocardiographer will interpret the findings and
discuss with cardiologists, non-cardiology doctors across both
primary and secondary care and other allied health care
professionals.  In addition, increasingly, sonographers are
delivering results to patients (2) and performing specialist valve
follow-up clinics for valvular heart disease. Through
interpreting, reporting and discussing these findings, the
accredited echocardiographer has a responsibility to triage on
the basis of clinical urgency, with an expectation that critical
findings are communicated to responsible cardiologists or
general physicians immediately. 

3. Parity with AHP’s. 

Grading of the accredited sonographer at AFC Band 7 or above
is commensurate with other healthcare professions who
independently report complex clinical ultrasound, and who are
consistently graded at AfC band 7. The National Profile for
Diagnostic and Therapeutic Radiographers, available on the
NHS Employers website (2), recommends that advanced
radiographers and reporting sonographers should be within AfC
band 7 (3,4). Furthermore, the role profile of an accredited
sonographer is consistent with the National Profile for the
Advanced Healthcare Scientist (career Framework 7) developed
by the NHS staff Council (5). This outlines that the generic band
for an advanced healthcare scientist commences at AfC Band 7.

Summary

For the reason outlined above, the British Society of
Echocardiography and the Society for Cardiological Science and
Technology (SCST) consider that echocardiographers who
achieve Proficiency Accreditation fulfil the necessary criteria
for, and are therefore deserving of, employment at Agenda for
Change (AfC) band 7. We believe that attempts to reduce the
banding for these important roles will result in poor quality
standards, poorer outcomes for patients and further exacerbate
the recruitment and retention difficulties faced within cardiac
physiology. 

BSE & SCST
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Fig. 2. The same view as Fig 1 without the
colour Doppler signal. The cystic or non
echogenic space of the abscess is arrowed
with smaller abscess cavities surrounding it.

Fig. 1. PSAX View, the cavity of the LV
arrowed. Flow through a rupture in the
myocardium into the distended pericardial
space.

Fig. 3. A PLAX View with the myocardial
rupture arrowed.

Fig. 4. The same view as Fig 3 revealing on
colour flow Doppler blood flow from the LV
through the myocardial rupture into the
false aneurysm contained by the
pericardium.
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FRONT COVER
The front cover image is that of the consequence of an intra-myocardial abscess.

Often, smaller abscesses coalesce and form at least one significant sized abscess, or, if the patient survives long enough there may be several
significant abscesses. As the abscess enlarges, as they always do, and ruptures through the myocardium it leaves only the pericardium to contain
intracardiac blood. When the pericardium ruptures, sudden death results. The bulging pericardium containing the abscess material and blood is a false
aneurysm, this being the situation illustrated on the front cover and in figures 1 to 4. A true aneurysm occurs when the myocardium bulges, for
example following a myocardial infarction, but the myocardium remains intact.

The term abscess describes and includes a collection of liquefied inflammatory tissue and blood cells, the combined fluid being termed “pus”. Almost
all abscesses are septic, forming as the response to infection at the site of the abscess formation. Rarely, an abscess may result from inflammation
rather than infection forming a sterile abscess. An abscess can occur anywhere in the body, commonly seen under the skin and termed a boil or
pustule. Other terms as the size varies are carbuncle, pimple or spot. As the abscess enlarges wherever it is, rupture or bursting invariably occurs
discharging the pus.

Infective material, principally the infective organism, may be transported to the heart in the blood from a peripheral site of infection e.g. dental, joint
or bowel infections.  The causative infective organism may be deposited directly within the heart resulting in initially localised myocarditis. More
commonly blood borne infective organisms settle on an irregular or roughened area of the endothelial surface of heart valves, the consequence being
endocarditis. An abscess is a defence mechanism in which infection at a specific site is collated together and enclosed in an attempt to limit the spread
of infection. In a similar manner to a skin abscess coming to a head and bursting through the skin, so a Myocardial Abscess can do likewise and burst
or rupture into the pericardial space or between intra cardiac chambers.

When infection develops on a valve the infection can migrate directly into the nearby myocardium. Antibiotic treatment for endocarditis is generally
effective in resolving small myocardial abscesses. In antibiotic resistance endocarditis that may not occur rendering abscess development more probable.

A Myocardial abscess is reported to occur in approximately 20% of patients with infective endocarditis. The commonest site is in proximity to an area
of valve infection. Diagnosing the presence of a Myocardial Abscess in a patient with endocarditis requires a high index of suspicion and is
challenging. The sensitivity of transthoracic echo is reported to be in the region of only 30% and that of TOE not much better. Cardiac MRI is
generally considered to be more sensitive and specific. Should, on echo, and area suggestive of an abscess space , that is, fluid containing, be
identified within the myocardium, in a patient known to have endocarditis then be suspicious that it may well be an abscess. If recognised, report the

findings immediately for further urgent investigation
as the risk of rupture and sudden death is high.
Aggressive antibiotic treatment and urgent surgery
can achieve (occasionally) a miraculous cure.

The sepsis of infective endocarditis not uncommonly
results in the blood-borne spread of infection , the
commonest sites being to the spleen, kidneys, brain or
lungs. E. coli or Staphylococci  are the commonest
abscess forming organisms. The area surrounding the
aortic valve, usually sub valvular is the commonest
intra cardiac abscess site, followed by the upper
intraventricular septum, mitral annulus, papillary
muscles or free LV wall. When infective endocarditis
is not present, a septicaemia may result in a
Myocardial Abscess at the site of the scar of a
previous myocardial infarction. A pyopericardium,
occurring as a pneumonia complication when
adjacent to the heart can, rarely result in a Myocardial
Abscess, the infection spreading directly inwords
through the epicardium. I have seen only one such
case, which we treated by dialysing the pericardial
space with antibiotics.

You will almost certainly have come across an echo ,
probably a TOE, being  requested for a patient with
an aortic valve replacement recently diagnosed with
and on treatment for endocarditis the reason being to
assess whether or not an aortic root abscess has
formed.  A TOE study may reveal a space between
the valve and the native annulus, within which colour
flow is identified. This is often described as a root
abscess. In the strict definition of terms this is not the
case. As already described, and abscess is an
enclosed, encapsulated area of infection. The typical
TOE aortic root images, often described as a root
abscess where a para valvular space is open and
communicating with both the LV and the aorta is not
a closed space. The systolic cardiac output flushes
through the space and flow occurs in the opposite
direction in diastole. It is an area of infection and
inflammation resulting in detachment of the aortic
valve replacement securing sutures, but washed with
every heartbeat and therefore not containing pus.
Still, current convention is so entrenched that the
descriptive term abscess is applied, albeit invariably
incorrectly.

Gordon Williams, Editor
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CASE REPORTS
1) Does myocardial
thinning really mean non-
viable myocardium?
Background
A resting echocardiogram showing a regional wall thickness of
6mm or less with a hyperechoic texture is pathognomonic of scar
tissues and of non-viable myocardium1. However, Late
Gadoliniun Enhancement cardiovascular magnetic resonance
(LGE CMR) imaging rose the possibility that thinning may occur
with little or no scarring2. Viable myocardium is crucial to predict
outcome of revascularization after acute and chronic myocardial
ischemia3. 

Case presentation 
This 74-year-old gentleman was admitted with ischemic colitis in
early last year, which was confirmed by CT abdomen showing
thrombus in superior mesenteric artery. Urgent exploratory
laparotomy with ileocolic thrombolectomy was done with good
result. Troponin on admission was 322 and anterior Q waves in

ECG (Fig 1). Departmental Echocardiography revealed entire
antero-septal and apex were thin and akinetic in keeping with
established infarct in this area, overall moderate LV impairment
without obvious visible thrombus (Fig 3). These findings were in
keeping with large anterior myocardial infarction leading to left
ventricle aneurysm. Coronary angiogram was underwent
revealing 95% disease in distal right coronary artery (RCA), 95%
disease in left anterior descending artery (LAD) and 60% diffuse
disease in left circumflex artery (LCX) (Fig 2). Given the fact that
we felt he had completed his infarct in view of the Q waves and
the aneurysmal thinned nature of the left ventricle, he was
managed medically. Subsequently an MRI was performed and
surprisingly it showed very little in the way of scar tissue as
evidence by late gadolinium enhancement in the akinetic
segments (Fig 4). Therefore the patient underwent coronary artery
bypass graft (CABG). Subsequent echocardiogram after CABG
showed significant improvement in previously infarcted segments. 

Discussion
It is always important to know the myocardium that is planned for
revascularization will benefit from increased blood flow.
Myocardial viability assessment is essential prior to any
revascularization. Commonest tools for myocardial viability
assessments of viability include End-diastolic wall thickness
(EDWT), low-dose dobutamine CMR and contrast delayed
enhancement CMR (Late Gadolinium Enhancement
cardiovascular magnetic resonance) imaging4. End-diastolic wall
thickness was measured at the center of each myocardial segment
from the leading endocardial edge to leading epicardial edge. A
myocardial thickness of 6mm or less virtually excludes recovery
of function after revascularization6. At low dose dobutamine,
hibernating myocardium will augment due to inotrophic
stimulation. At progressively higher doses of dobutamine, the
hibernating segment may exhibit abnormal wall motion due to the
compromised coronary blood flow being insufficient to meet the
increased metabolic demands. The delayed enhancement
technique directly visualizes non-viable myocardium due to an
altered contrast-media distribution in necrotic and fibrotic tissues.

2a 2b
Fig. 2 (a,b). Coronary angiogram showing severe disease in Right Coronary artery (RCA), Left Coronary artery (LCA) and
moderate disease in Left Circumflex artery (LCX).

Fig. 1. ECG showing anterior Q waves
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It also identifies non-viable myocardium with high spatial
resolution independently from LV function and used to predict
functional recovery after revascularization. The absence of
enhancement and enhancement in excess of 75% of myocardial
segments were the best predictors of functional recovery5. Late
gadolinium enhancement is advantageous over dobutamine stress
in that no pharmacological stress is induced, thereby requiring less
monitoring with less risk implicated. 

Viable myocardium is crucial to predict outcome of
revascularization after acute and chronic myocardial ischemia3.
Previously, it was believed that a resting echocardiogram showing
a regional wall thickness of 6mm or less with a hyperechoic
texture is pathognomonic of scar tissues and of non-viable
myocardium1. However, Late Gadolinium Enhancement
cardiovascular magnetic resonance (LGE CMR) imaging rose the
possibility that thinning may occur with little or no scarring2. One

study stated that Late Gadolinium Enhancement cardiovascular
magnetic resonance (LGE CMR) imaging provides the highest
sensitivity as well as the highest negative predictive value (95%
and 90%, respectively) for predicting improved segmental
contractile function after revascularization. However, low-dose
dobutamine CMR offered the highest specificity and positive
predictive value (91% and 93%, respectively) 4. We reported this
interesting case because echocardiography showed thinning of
myocardium which had been assumed as non-viable myocardium.
Surprisingly, CMR demonstrated that there was limited
subendocardial scar which showed significant improvement after
revascularization.

Summary
To maximize viability from coronary revascularization, it is
imperative to know that the myocardium that is being planned for
revascularization should be viable. One feature which is frequently
used as a marker of non-viable myocardium is a regional wall

Fig. 3a

Fig. 4a

Fig. 4a

Fig. 3b

Fig. 3c

Fig. 3. (a,b,c). Echocardiogram images done before
revascularization showing akinetic and thinning of
myocardium in Apical 4 chambers view and parasternal long
axis view. 

Fig. 4(a,b). Cardiac Magnetic Resonance (CMR) images
showing limited sub-endocardial infarction in mid-Left
Anterior Descending Artery Territory
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motion abnormality with wall thickness of 6 mm or less on
echocardiogram. However more recent Magnetic Resonance
Imaging (MRI) studies have suggested that thin myocardium does
not always equate to non-viable myocardium. Therefore, we
reported this interesting case because echocardiography showed
thinning of myocardium which had been assumed as non-viable
myocardium. Surprisingly, CMR demonstrated that there was
limited subendocardial scar which showed significant
improvement after revascularization.

Learning points
1. It is important to assess the myocardial viability in patients with

Coronary Artery Disease (CAD) because the differentiation
between the viable and non-viable myocardium have an effect
on the treatment modality as well as it can predict the
prognosis.

2. Late gadolinium enhancement is advantageous over dobutamine
stress in determining viability of myocardium. 

3. Echocardiogram assessment of end-diastolic wall thickness can
be still used as screening for myocardial viability. When the
myocardium is evaluated as non-viable on echocardiography,
we need to correlate with clinically whether the patient might
need further non-invasive imagines (LGE CMR) for
confirmation for myocardial viability.

Kaung Myat Thu, Irem Narman, Sanjay Gupta 
York Teaching Hospital 
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2) A 32 year old woman
with exertional presyncope
– an unusual cause  
A 32 year old woman was admitted with exertional presyncope
on minor effort. She had a 12 month history of worsening
dyspnoea on exertion as well as a two week history of ankle
swelling and weight gain. She also reported night sweats,
malaise, dizziness, and early satiety. 

On examination she had a raised jugular venous pressure and a
third heart sound. She also had ascites and pitting ankle
oedema. An ultrasound of her abdomen showed hepatic
congestion.

An electrocardiogram was performed and showed sinus
tachycardia with right bundle branch block and right-axis
deviation.

A full blood count was carried out with the following results:
haemoglobin 133g/l; white cell count 10.6 x 109/l; platelets 256
x 109/l; sodium 134mmol/l; potassium 4.5mmol/l; urea
4.7mmol/l; eGFR > 60 ml/min/1.73m2; troponin was below the
detectable level; and she had normal folate, vitamin B12, and
ferritin. The patient was also negative for Epstein Barr Virus,
Cytomegalovirus, HIV, and Hepatitis B and C.

The patient was sent for a trans-thoracic echocardiogram which
showed a large cardiac mass attached to her left atrial septum,
which was mobile and herniated through the mitral valve in
diastole. (Fig.1)

The mass measured at 6 x 3.5cm and it had a heterogeneous
appearance consistent with a myxoma; however a thrombus
could not be excluded at this point in time. (Fig. 2)

The patient was given anticoagulation therapy.  She remained
stable and was referred for cardiac surgery where the myxoma
was removed successfully. Post-operative recovery was
complicated by a chest infection but otherwise the patient made
an uneventful recovery with an improvement in symptoms.

Cardiac myxomas are rare, benign, endocardial-based neoplasms
with a prevalence of 5/10,000. The mean age of presentation is
50 years with twice as many women affected as men. It
commonly develops on the atrial septum with around 75-85% of
all myxomas occurring in the left atrium. Although it is often
sporadic it can be familial (autosomal-dominant) in a minority
of patients. 

The most common symptoms are dyspnoea and syncope. A
tumour ‘plop’ may be heard on auscultation. Systemic symptoms
are also frequently seen, such as fever, malaise, weakness
weight loss, and finger clubbing. Embolic phenomena occur in
30-40% of patients such as stroke, transient ischaemic attack,
myocardial infarction, claudication, renal insufficiency and
pulmonary embolism. Myxomas can also mimic other diseases
such as infective endocarditis and mitral stenosis.

The tumour is usually diagnosed on an echocardiogram though
it is important to bear in mind that myxomas can often be
missed on a transthoracic echocardiogram so a more sensitive
transoesophageal echo may be needed. It appears as a mobile,
heterogeneous mass, attached to the endocardium (usually the
fossa ovalis) by a stalk.

Although the tumour is benign it can grow quite large in size
potentially leading to cardiac obstruction and thromboembolism.
As such, surgical is excision is the best treatment for this
disease. Recurrence rate is about 1% after removal and generally
at a distant intracardiac site from the original myxoma.

This case illustrates the often insidious onset of symptoms in
patients with atrial myxoma and the need for early
echocardiography to aid diagnosis before compensatory
structural changes occur (e.g. atrial enlargement) with associated
risk of atrial arrhythmia. Although the recurrence rate is low,
many centres offer routine surveillance echocardiography for a
period of time after surgery although clear guidelines and strong
evidence to guide practice is lacking.

Sean R. Morrison, Stephen J. Leslie, Marwen MacDonald,
Ruth Jeays, Stephen J Cross   

Raigmore Hospital

Fig. 1 Left. 

Fig. 2. Transthoracic echocardiogram parasternal long axis
showing a 6 x 3.5cm heterogeneous mass in the left atrium

Fig. 1 Right. 
Figs. 1 Left & Right. Transthoracic echocardiogram in the four
chamber apical view showing a mass in left atrium in systole
(left), and herniating through the mitral valve in diastole (right).
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BEHIND THE SCENES IN BSE
GETTING TO KNOW THE SOCIETY

The BSE is actively seeking to involve its membership in its decisions and play a role in the future direction
of the society. There are lots of ways that you can be part of the BSE ranging from speaking up at the Annual
General meeting at the Conference, helping out by writing for ECHO or Echo Research and Practice, all the
way to joining a committee or BSE council. 
We understand that there are times where someone could be interested in putting themselves forward for a
committee or council, but are put off by the ‘unknown’. Over the next few issues we aim to talk to existing
members of council and committees to shed more light on the Society and what we do. Hopefully in the
process we will answer some of the questions you may have such as what work the BSE does, what
committees there are and if this is this something that you would be able to do and commit too.
In this issue we have caught up with the newly elected President and the Immediate Past President asking
them about their time with the BSE, what they have achieved and future visions for the Society. 

DR RICK STEEDS
CONSULTANT CARDIOLOGIST, QUEEN ELIZABETH HOSPITAL, BIRMINGHAM
IMMEDIATE PAST PRESIDENT 
Having acted in several roles over your time with the Society, both on committees, as a
chair and most recently as President, How and why did you originally come to get
involved with the BSE?
I think I was the only registrar in my region who was really interested in
echocardiography when I started, and was certainly one of the first to do the transthoracic
proficiency accreditation. As part of that, I had been down to Kings to do a couple of
courses with Graham Leech, Mark Monaghan and several others involved in the BSE
who were faculty. I really enjoyed the courses, have always enjoyed performing
echocardiography, finding out how I could be better – and it seemed utterly logical for
me to join and to try to get involved. I think I was an early junior rep – and Graham
Leech made a very bad judgement thinking that I -as I was young - could be helpful with
IT. I wasn’t helpful with IT – but did get involved with the Education Committee and
was then off!

How do you Value you experience and time with the Society?
Immensely. Echocardiography has always been the ‘Cinderella’ side of cardiology, with the money being spent on devices, stents
and designer interventions. As a result, there have – as long as I can remember – been a demand to do more with less, or less
thoroughly. The BSE has set standards that have become accepted and delivered quality improvements not only in the UK but across
Europe, where the accreditation and standard setting have in essence been copied. It remains a vital organisation, to ensure that the
central role of echocardiography is recognised and that resources are directed to enable us to get the diagnosis right, quickly and
efficiently. In addition, my experience and time with the Society has meant that I have witnessed and heard much from senior
figures in echocardiography, with the benefit that I have learnt a lot – and enjoyed a lot (few sights have made such an impact on me
than John Chambers dressed as Sid Vicious!).

How have you found your term as President, do you feel you have accomplished everything you have set out to do? Is there
anything you didn’t manage to achieve?
My term has been busy, and not always with things that I expected. My main aims were to set standards in stress echo and to start a
stress accreditation, which has been good to do – but have failed (so far) to set up a national database for outcomes (Sanjay and
Khalid, I will not forget this and it will happen!) Dawn Appleby left after a long period managing the office, and the transition was
worrying but I think has been successful. We are lucky to have such a great group of people in the office. Perhaps the biggest piece
of work turned up with the need to try to correct the terrible deficit that we all face of accredited people coming into our
departments – that is on-going, I think we are at the table and Keith has allowed me to carry on with this piece of work for the
Society (I suspect he knows that no-one else will bang their head against the brick wall of the Department of Health for so long!).
Things on the table still, include level 1, level 3, work to make sure ERP flies and that Echo will go on if Gordon ever wants to
retire….the list of things that I have failed to achieve is too long!
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What do you see as your greatest achievement as President?
I hope that I have been open to everyone, tried to be honest and answer questions, and do the ‘right thing’ for the Society and its
members. I have tried to ‘open up’ Council, and tried to encourage people to get involved.

What would you say to anyone thinking of getting involved with the BSE?
I think I have already given away my answer to that one! Get involved – the Accreditation Committee need markers, examiners,
trainees; the Education Committee need thinkers to write – protocols, questions, deliver images, record lectures, present lectures; the
Clinical Standards Committee needs people to develop the national audit system, help with departmental accreditation. We need
people to help with Communications, develop the web-site – I could go on! Do it, you will not regret it. Make a difference.

MR KEITH PEARCE 
CONSULTANT CARDIAC PHYSIOLOGIST, MANCHESTER FOUNDATION TRUST
NEWLY ELECTED PRESIDENT 
How and why did you originally come to get involved with the BSE?
After some encouragement from other council members whom I worked with in 2002 I
put myself forwards for election to BSE council, unfortunately at this time I was not
elected to council and further to my disappointment I was not co-opted so essentially a
double whammy of disappointment, never the less in 2006 I decided to put myself
forward again. Much to my delight I was successfully elected to council at this point. I
spent the first 18 months trying to understand the history of the BSE council and trying to
find how I could fit into the system, I was then asked to take a role within the
Accreditation committee and become involved in exam setting, since this opportunity I
haven’t looked back moving from Accreditation committee member to Chair for
Accreditation on to the Vice President role and now the President of the society, The
early knocks made more determined and the continued support from past and present
council members has assisted my development throughout.

Do you feel being involved with the BSE has had a positive impact on you as a Cardiac Physiologist?
Absolutely, the exposure to clinical experts, the opportunity to engage in the development of echo standards along with the access to
the highest-level meetings has allowed me to be aware of changes/pressures and demands for an echo service even before they
materialise on the shop floor. This has allowed me to help develop my own staff and our services within the unit to ensure we are
always up to date and prepared for the ever-challenging service demands 

What made you stand for election to be the new President of the Society?
I have always been driven to be the best I can and to be honest I simply felt the time was right, I have observed the practices of
several previous presidents and more noticeably under Ricks presidency I have begun to realise the BSE council ensures the BSE
remains true to its ethos, “Raising the standards of Echo for the greater benefit of our patients”. This ethos has remained intact
despite all the political drivers for change and irrespective of the clinical domain of the BSE president Medical or Physiology (HCS)
background the interests of the society are not discipline specific. Our accreditation process does not differentiate between Medics
and non-medics and this approach is represented across the wider council. I am truly honoured to hold this position I will do
everything possible to ensure we continue to thrive.

What is your vision for the Society moving forward, and what do you hope to accomplish during your term? 
There are lots of objectives I want to deliver although if I outline them all now I will have nothing to fill the president’s report each
quarter in Echo. 

Although I feel some key areas will include development of Level 1 accreditation, Development of a BSE Fellowship alongside
increased patient/public involvement will be key during my term.

What would you say to encourage anyone thinking of getting involved with the BSE?
Very simply go for it, we as a society are only as good as the membership. 

The faces on council and all the sub committees are ever changing as new people with new ideas come along, your enthusiasm must
be directed towards the BSE and if you are getting no response from your requests to become involved please don’t hesitate to
contact myself and I will ensure your details reach the relevant chairperson’s.

Anyone wishing to become involved in the Society can register their interest by email to admin@bsecho.org and the office will
endeavour to make sure your query reaches the right committee/person. We also welcome feedback as to whether you have found
this feature helpful, or if you have suggestions/questions for future interview of council or committee members. If you want to give
feedback ask any questions or simply want to register your interest to get involved directly with ECHO please email
editor@bsecho.org. 
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Dr Len Shapiro 1991 - 1993 
Stewart Hunter and I were enjoying a glass of wine in an excellent Chinese
restaurant after an enjoyable day at the cutting edge echo course he ran in
Newcastle. We were excited by the development in 2Decho and debating the
relative merits of phased array and mechanical sector (whatever happened to
that) technology. 

We felt that echo was underrepresented nationally and wished to rectify this
We decided with our colleagues to start an egalitarian organisation not mired
in the ‘old boys network’ that bedevilled the medical societies at the time. It
was important that our technical/scientific/industry friends and colleagues
should make a major contribution in all aspects of the society.  

One of our first concerns was of naming the society. 

At that time mad cow disease was a media sensation and we tried to avoid BSE but the abbreviation work
best.

I look at what my illustrious successors have done and I am proud of their achievements.

Dr Mark Monaghan 1993 - 1995  
“It’s not like it used to be”.  How many times have we all heard that
expression?  In the case of the BSE, that’s both true and good.  Our Society
has change dramatically and, even in my wildest dreams, I couldn’t have
imagined how the little Echo Users’ Club that a few of us started back in
1990, during a meeting held at the BCS Conference in Torquay, could have
developed into the large thriving organisation that many of us witnessed
during our annual meeting in Edinburgh recently. We had a huge attendance, a
great Programme involving International Speakers and, most of all, great fun!
I was the second President of the BSE and when we started; Len Shapiro and
I flipped a coin to see who would be first and who second President – very
democratic!  During my Presidency, we introduced the individual TTE Adult

and Paediatric Accreditation system.  Now that Accreditation is so embedded
in all our lives it’s difficult to imagine that it caused such controversy at the time.  However, in order to get it
on the statute book, we had to agree to a limited Grandfathering period.  In addition, we made it voluntary
and the same assessment process for medical and non-medical candidates. Now we have a range of
accreditations and it has become the de facto standard for those wanting to do Echo in the UK and Europe in
that it was also used as the template for the EACVI accreditation. Thanks to the hard work of successive
Presidents and Councils, our Society now has a leading position within British Cardiology, it has an important
International presence, it runs accreditation exams in other Countries, it has its own peer reviewed Academic
Journal and it has developed a successful humanitarian program in South Africa.  So, it certainly isn’t like it
used to be and I’m very proud of that fact!

PAST PRESIDENTS
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Dr John Chambers 2003 - 2005
As a registrar I was told that echocardiography was not a proper career and Doppler
would be ‘here today and gone tomorrow’.  So at the start we were all building
echocardiography and then imaging into the mature subspeciality of cardiology that we
recognise today.  We had to define what an echocardiogram was, establish minimum
standards, work out processes for triage and quality control.  We had to persuade our
colleagues to trust the echocardiogram and stop crossing a critically stenotic aortic
valve with a catheter.  This was all very exciting.  Now we have new challenges.  We
are at the edge of devolved echocardiography where intensivists and acute medical
physicians use hand-held devices to extend their clinical assessment of acutely ill
patients.  We are moving echocardiography clinics into the community.  We are
integrating echocardiography with clinical assessment to create valve or ACHD clinics,
a development that ideally sits with the aims of Modernising Scientific Careers.  We are
talking about multimodality imaging departments so that, from the outset, patients can
have the most appropriate test in the right order to answer the clinical question. This is

still exciting.  Only the questions and challenges have changed.

Dr Petros Nihoyannopoulos 2001 - 2003
Clearly BSE Presidents have a very important role to play in our Society catering for
both Allied Health Professionals and doctors alike. During my Presidency (2001-
2003), the Society was still developing and establishing ourselves as one of the most
important affiliated groups to BCS. I believe that my main contribution was to
“export” our principles of education and accreditation to Europe! I enjoyed our yearly
meetings at a time when everybody was actively participating in a very vibrant
educational and social program! I had an amazing time. Thank you all! 

Dr Gordon Williams 1995 - 1997  
Having been one of the” founding group”, chatting at a Torquay hotel where a meeting
of the British cardiac Society was taking place, our conversation incidentally got round
to ”wouldn’t it be a good idea to start an echo club?”. This was June 1990. That we
did. I’ve written much of the early days that followed in ECHO Issue 97, May 2017.

The provision of echo services in the UK at that time varied widely. The problem we
face now, principally a shortage of funds, prevailed similarly at that time, so that for
many who had acquired equipment in the early 1980 ‘s, it was well past its best by
1990. One of the principal initial objectives of our “ echo club” was to help colleagues
not only by assisting in training, but by providing support in obtaining equipment
replacement. When we took on the title of the BSE, the support we were able to
provide became rapidly more effective.

The enthusiasm for echo progressed rapidly particularly when 2-D or “real-time” echo
became available rather than the previous somewhat mystic blind M mode technology.
Immediately, at a glance, everyone, particularly the die hard cardiac catheter chaps and

surgeons could see for the first time in their lives, hearts moving, together with their
internal components. Who could not be impressed. It was time to have a National echo group. The 1990’s, at the time of
my Presidency, saw further rapid technical developments principally in image quality, contrast and TOE to name but a
few with progressive growth in BSE membership numbers.

Annual meetings of the BSE buzzed with enthusiasm during the day followed by strenuous efforts in the evening
socialising. Of all the specialist subgroups affiliated to the cardiac Society, the BSE became the envy of other groups
principally related to our rapid growth, our social events and our communications with members. Initially, members
received single sheets of A4 paper, which I wrote until formulating it into a newsletter. A reproduction of the first BSE
newsletter you will find later in this issue. In 2004 I changed it from a newsletter to a members journal and entitled it
ECHO.

I can only, with all other colleagues and members, be proud of our achievements in bringing a fledgling echo club to the
current, internationally recognised, BSE.
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Dr Simon Ray 2007 - 2009
I was BSE president between 2007 and 2009. The issues that we were dealing with
then: accreditation, the website, national shortages of sonographers and quality
assurance will look very familiar to Rick Steeds, Keith Pearce and the current BSE
Council. These challenges never go away. Having said that, it is hard to comprehend
how far echo in general and the BSE in particular have come in the last 10-15 years.
BSE individual and departmental accreditation are recognised internationally and
were the model for the EACVI processes which were developed with strong
leadership from the BSE, most notably from Kevin Fox my predecessor as President.
The scope and scale of the education that the BSE offers at the annual meeting,
through courses and on line has grown enormously and bears no comparison to the
first meeting that I attended as a newly appointed consultant. For me however the

biggest change has been the ever increasing capability and professionalism of the echo
workforce. Some of this undoubtedly relates to improved technology with the advent of high quality imaging, digital
archiving and techniques such as tissue Doppler, speckle tracking and the use of trans-pulmonary contrast. In the main
however it reflects the enthusiasm of physiologists and cardiologists who have transformed what echocardiography can
offer. A good example is the complexity of aortic stenosis. Ten years ago aortic stenosis was generally considered severe
if you had a transvalvular gradient of more than 64mmHg of mercury and if you had a lower gradient or a poor ventricle
you were unlikely to be offered an aortic valve replacement. Now, thanks to the improved understanding of the
pathophysiology that echo has provided we have a much better grip on the subtleties of aortic stenosis and a realisation
that there is a lot more to severe AS than a high transvalvular gradient. Today in good departments that same patient will
get a comprehensive echo assessment that can include valve area, stroke volume, global longitudinal strain and
contractile reserve combined if necessary with stress echo that will tease out the nature of the underlying pathology and
which will be key to complex decisions on management. 

Dr Kevin Fox 2005 - 2007
You will read many articles about the tremendous changes in echo in the last 100
editions of our journal. This is true, but I would like to reflect on what hasn’t
changed.

Echo remains unsurpassed numerically and practically as a cardiac imaging technique
providing clinically useful information that can be brought to the bedside of even the
sickest patient. It requires skilled, trained people to perform and interpret, whose
abilities are maintained through lifelong learning and participation in quality
assurance.

None of this should be forgotten as the family of cardiac imaging expands and we
should embrace and integrate with these additions to our club.

The founding principles of the British Society of Echocardiography also remain
unchanged. To bring together the echo community, physician and physiologist alike, to share, learn (and laugh) about our
work and advance the causes of training, education and research. The commitment of President’s, Council and
Committee members, Administrators and the membership over the years has been inspirational.

My own personal journey with the BSE has been enjoyable (sitting the very first accreditation exam excepted) and
fulfilling and I hope you, like I, feel that much has been achieved over the years. 

Sadly also amongst the things that haven’t changed are the struggles for recognition, adequate numbers of physiologists
and sponsored time off to attend the Annual Meeting.

So let’s celebrate the changes in our field over recent decades and the benefits they have brought to our patients, but
equally keep faith the with the guiding principles that have underpinned the pages of the first 100 editions of Echo, and I
am sure will remain valid through the next 100.
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Dr Guy Lloyd 2011 - 2014
I was privileged to lead the BSE for three years. The society represents the best of what
can be achieved when committed and like-minded professionals are united around a
common objective.  The strength, in my view of the BSE, is that it remains a common
space where the views of physiologists, medics, industry and all those committed to
strengthening and improving the practice of echocardiography can meet and speak with
equal influence. This has allowed the cornerstones of UK practice, accreditation at an
individual and departmental level, and high-quality education and continuing medical
education to flourish, becoming a benchmark to the rest of the world.  But more than that,
the BSE has always been a very large family of enthusiasts in all areas of professional life. 
During my time as President this was typified by the extraordinary response to the Echo in
Africa program with so many members fundraising and giving up their own time to
improve the lot of those less privileged than we are, as well as the establishment of and
International peer review journal which has provided important new publication
opportunities for an increasingly academic specialty. Throughout this time Echo, The
Journal of the British Society of Echocardiography has been the glue that has held the
society together. It remains a unique blend of the informative, erudite, controversial and
gossipy, but it has never been dull, in short, a digest in the best sense of the word.

Congratulations on reaching 100! 

Dr Navroz Masani 2009 - 2011
Looking back at my time (15 years?) on BSE Council, as Chairman of the Education
Committee (and Program Director of the Annual Conference) serving under 3 successive
Presidents, and as President myself I am filled with a sense of enjoyment and pride about
what has been achieved. It is difficult to view the progress that has been made as a series
of isolated steps; nor can each achievement be credited to any one individual. Rather, it
feels like a steady progression from a friendly group of enthusiastic pioneers to a highly
regarded, far reaching and influential professional society that has accomplished real
change.
Nevertheless, there are personal highlights:
(i)            Initially under John Chambers, we developed our first guidelines and
recommendations. Feedback has shown them to be very popular and widely utilized –
more “real world” and useful then more detailed and scientific literature, despite their
acknowledged limitations (which are shared by most “guidelines”). Perhaps the most
striking and pragmatic examples are the BSE posters, produced with the support of the
BHF. These still “decorate” the walls of many echo departments, despite being superseded

by the superb (and free!) BSE EchoCalc App.
(ii)          Our collaborations with other professional groups, including Anaesthetists and Intensivists, were always controversial
and challenging – often provoking “lively debate” within Council. However, I believe it to have been extremely important:
driving standards up rather than dumbing down, enhancing and strengthening the BSE and, most importantly, improving
patient care.
(iii)         I have mixed feelings about the BSE website. Whilst enormous strides were made, due to the efforts of many
(including Dawn Appleby, Guy Lloyd and Mark Monaghan), this remains work in progress. I look forward to the next
evolution, hopefully a modern platform that really enables interactive image content and activity. Despite this, the new website
development did facilitate the development of a modern membership database, robust accountancy methods and ushered in a
new professional era for the Society.
Naturally, the full achievements of BSE go well beyond these personal highlights – I haven’t mentioned Accreditation, our
relationship with the BCS, SCST and RCP training committees, international and charitable work, the expansion of the
professional BSE team.
I remain as enthusiastic about the BSE as ever. I am delighted and excited to be involved in the Echo Quality Framework
project which, if it achieves its potential, could be another world class pioneering BSE achievement. I am absolutely delighted
that Keith Pearce will be leading us forward for the next 3 years and hope to be able to contribute to his Presidency as one of
the old men of the Society, to complement the encouraging and welcome influx of new blood on Council and in the
Committees – this is crucial, since no-one should underestimate the extraordinary hard work and dedication of those who have
contributed to BSE over and above their day jobs.  

You will notice a gap in the list of Presidents. During 1997 to 1999 (Presidents were only in office for 2years in
those days) our President was Dr Alan Houston from Glasgow. We have been unable to contact him but when last
heard of he was in good health.

During 1999 to 2001 the late Graham Leech was president. The enormous work Graham put into the BSE was
described in his obituary, ECHO issue 94 June 2016.
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BSE ANNUAL CLINICAL & SCIENTIFIC MEETING
EDINGBURGH 2017 BURSARY REPORTS

It was midnight on Thursday and after a pleasant,
stress free train journey my colleague and I finally
arrived in Edinburgh for this year’s BSE conference.
After a short walk to our hotel there was only one
thing on my mind – a quick brew and bed!! 

Taking in the views of the castle, the hotel was a pleasant 20
minute walk from the Edinburgh International Conference
Centre, the venue of this year’s 26th Annual Clinical and
Scientific Meeting.  The theme for this year’s conference was
‘Structural and Congenital heart disease’. 

Having recently attended the Royal Brompton Congenital Echo
Course back in the summer I felt my attentions were best
focused on the structural heart disease lectures. Armed with
coffee we made our way to the Pentland lecture theatre for the
morning lecture focused on MV disease. The session
commenced with a refresher on the anatomy of the MV and the
aetiology and mechanisms of mitral regurgitation. My favourite
lecture of the session was delivered by Dr Nicola Edwards from
UHB who focused on assessing the severity of mitral
regurgitation. The lecture has persuaded me to be more decisive
when it comes to grading the severity of mitral regurgitation
rather than ‘sitting on the fence’. The next lecture discussed
how to select patients for surgical repair. Coming from a district
hospital background this lecture gave a good insight into what
the surgeons look for in terms of suitability for surgery, factors I
will be more focused on in the future when assessing the
severity of mitral regurgitation.

After some refreshment and a scout around some of the
exhibitor stands we headed back for the lectures based on
embolic stroke. The highlights of this session were the lectures
given by Dr Andrew Houghton who discussed endocarditis and
Dr Rick Steeds who discussed intracardiac tumours. Some of
the videos were mesmerising and I thought I’d seen it all until a
few days later back at work when my colleague Jo trumped
them all by discovering a large mass in the right heart!

After lunch we headed to the emergency echo lectures.  For me
the most useful lecture here was that concerning the LVAD. The
likelihood of me coming into contact with such patients is rare
however this lecture gave some insight into what could go
wrong with such devices and the typical echo findings – A
Good foundation for further reading.

The rest of my afternoon was spent participating in a useful
interactive session on strain imaging hosted by GE Healthcare.
Strain imaging isn’t a tool we are currently utilising routinely
but something I am keen to explore for the future.

Day 2, armed with coffee again we headed to the lectures on
prosthetic valves. The lecture by Dr Patrick Calvert on

percutaneous closure of valvular leaks was particularly helpful
as it gave a useful insight into how the
surgeons/interventionalists use our echo findings to guide
treatment, factors I will definitely bear in mind for the future.
The final lecture of the session discussed the follow up of
prosthetic valves – from the point of view of a specialised clinic.
I particularly liked the algorithms they have developed and
given our service seem to follow up a high volume of prosthetic
valve patients I believe such algorithms could be implemented
to reduce some of the burden placed on our service. 

After a coffee break we returned to the Pentland Lecture theatre
for the debate on acute aortic syndrome.  The session started
with a recap on the pathology and clinical presentation of acute
aortic syndromes.  Dr Navroz Masani and Jim Stirrup then
debated over whether echo was the essential investigation in
diagnosing acute aortic syndromes.  While TTE cannot be used
to exclude aortic dissection it clearly has a role early on when
there is a high clinical suspicion of dissection. TTE is portable
and can easily be taken to the emergency department and images
taken while even the unstable patient waits for a CT scan. While
a dissection flap may not be visualised other features associated
with dissection such as impaired left ventricular function, the
presence of aortic regurgitation or pericardial
effusion/tamponade may be present. The haemodynamic effects
of such features can be assessed by TTE but not always with CT
Imaging When it come to TOE, it seems it is as equally as
accurate as CT imaging however it is more time consuming,
more invasive and less available .

After lunch we had the pleasure of listening to the international
lecture hosted by Allan Klein from the Cleveland Clinic who
presented an interesting talk about pericardial disease, a lecture
which definitely helped to reinforce the key points to look out
for when performing an echocardiogram in such patients.

All in all I think this year’s conference was a great success –
Not only did It provide me with an opportunity to reinforce my
knowledge but also provided an opportunity to learn new skills
and facts. It also gave me an opportunity to catch up and
socialise with colleagues past and present. In my opinion all the
lectures I attended were pitched at the right level and I
recommend all members take a look at the presentations when
they become available on the BSE website. 

Finally I would like to thank the BSE for awarding me a bursary
for travel and registration, without this I may not have made it to
this year’s conference and as such it is greatly appreciated.

Emily Pastfield

Shrewsbury and Telford NHS Trust
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This year’s 26th BSE Annual Clinical and Scientific
Meeting took place in Edinburgh. The programme
provided excellent presentations from a variety of
high-quality speakers. The theme of the conference
was structural and congenital heart disease. Difficult
choices had to be made with regard to which sessions
to attend with such a variety of excellent talks
available (two concurrently running at any particular
time). The sessions were divided amongst different
speakers, each lecture taking about 20 minutes. 
This article will focus five presentations:

1. ‘Beware of multiple aetiologies… hunt carefully’
Dr Tim Irvine provided a superb talk on the mitral valve (MV).
There are a wide range of pathologies that cause mitral
regurgitation (MR) e.g. myxomatous degenerative valve disease
or Mitral Valve Prolapse (MVP), congenital, rheumatic heart
disease and endocarditis. Myocardial infarction, ischaemia and
dilated cardiopathy are also culpable pathologies. Aetiology of
MR has been classified into primary or organic valvular lesions
or functional lesions. When MR is detected an underlying cause
and assessment of severity needs to made to guide further
management.

In echo terms, the Carpentier classification of MR aetiology is a
useful way to work out the mechanism for the regurgitation.
This functional classification is based on leaflet motion
dysfunction. In type I, normal leaflet motion is seen but the MR
is caused by mitral annular dilatation. Type II displays excessive
leaflet motion as a result of degenerative valve disease, chordal
rupture, chordal elongational with billowing floppy leaflets
prolapsing into the left ventricle (LV). Type IIIa comprises of
restricted leaflet motion in diastole and systole, leaflet
thickening, calcification, retraction and possibly commissural
fusion. Type IIIb exhibits restricted leaflet motion in systole only. 

This talk touched on Fibroelastic deficiency caused by a fibrillin
deficiency which can lead to thinned and elongated chordae.
Barlow’s Disease in comparison is where excess tissue and
myxomatous pathological changes give rise to floppy leaflets. 

2. ‘Got to be brave …multiple measurements on multiple
beats’ 
Dr Nicola Edwards gave a very interesting talk on quantifying
MR. Categorization of MR as mild, moderate or severe is
imperative. You have ‘got to be brave.’ Severe MR increases the
risk and number of clinical events over time. Multiple
measurements on multiple beats, blood pressure and aetiology
are also crucial when assessing MR. ‘Quantification should be
performed in an integrative way including qualitative, semi-
quantitative and quantitative parameters.’1 It is important to grade
MR and justify the results. Colour flow can be very useful in
assessing the origin and orientation of the MR jet but cannot
grade severity. Quantifying MR by colour flow, vena contracta,
PV doppler, E wave and EROA ensures accuracy in assessing
MR severity. 

Some pitfalls in quantifying MR were mentioned: image quality,
co-existing valve disease, discordant measurement and atrial
fibrillation (on every beat the MR looks different).  Ensuring the
VC is perpendicular to the jet and maximising axial resolution
are crucial. 

3. ‘Valve replacement particularly in a young person you are
actually just substituting one disease for another’
Dr Anita McNab looked at MV repair and its superiority over

replacement. The decision for MV repair ensures better
preservation of LV function, decrease in operative mortality,
reduced morbidity and length of stay (LOS), improved long term
survival and avoidance of adverse prosthesis related events.

This talk reviewed the guidelines for mitral repair. Emphasis was
placed on quantifying MR correctly and patient symptoms, using
exercise bike or treadmill echo for sedentary patient MR
assessment. Repair should occur if any of the following: EF is 30-
60%, LV, end systolic diameter of >4.0 cm, (AHA) or > 4.5 cm
(ESC), new AF, a PAP of greater 50mmHg at rest or >60mmHg
with exercise.2,3

4. ‘Closing the stable door after the horse has bolted’,
assessing patients with embolic stroke – role of
echocardiography
The World Health Organisation defines stroke as ‘rapidly
developing clinical signs of focal (at times global) disturbance of
cerebral function, lasting > 24 hours or leading to death with no
apparent cause than that of vascular origin.’

Atrial Fibrillation (AF) is the most common arrhythmia (3% of
the general population). Prevention of stroke by treatment of
patients in AF and the role of echocardiography were discussed.
AF is associated with hypertension, heart failure, myocardial
infarct and obesity. An ECG should be performed in all patients
with a CVA or TIA. It is important to obtain sequential stratified
ECG monitoring as it has been shown to detect AF in
approximately 24% of stroke survivors. European guidelines state
that Echocardiography is recommended in all patients with AF to
guide treatment decisions. Echoing for stroke is not mentioned in
the NICE guidelines, however, Scottish guidelines (SIGN)
recommend echo in patients with normal carotid imaging and AF
or recent MI.

5. Crypotogenic Stroke ‘Heart Brain teams should be
established to optimize the diagnosis and optimize the
treatment pathway of these patients’
Mr Abdallah Al-Mohammed started by discussing the
investigations that need to be explored to reach a diagnosis. He
mentioned brain imaging; cranial and extra-cranial studies to
assess the vessels within the brain and the neck to confirm a
stroke. Cryptogenic ischaemic strokes that are superficial or deep
are usually due to emboli entering the brain from an arterial,
cardiac or trans-cardiac source. 

Imaging the heart and assessing the cardiac rhythm are vital
investigations along with assessment of the blood for
coagulopathies and auto-immunity. Use of echo to check for a
predisposition to TIA and stroke is dependent on whether or not
there is clinical evidence of cardiovascular (CV) disease. The
chance of identifying the aetiology of stroke may be as low as 4%
if CV disease is present. Look for a Patent Foramen Ovale (PFO),
Interatrial Septal aneurysm (IAS), and spontaneous echo contrast
(SEC) and thrombi in patients under 55 years. These are best
detected using TOE. A very salient point made was that the
diagnostic yield in ascertaining the embolic source increases in
patients with pre-existing cardiac disease from 15% by TTE to
57% by TOE. 

Lorna Doran
Lough County Hospital

References
1. Baumgartner et al. EHJ 2017;2739.

2. Baumgartner et al European Heart Journal, 38 (36):2739-2791

3. Enriquez-Sarano M et al Circulation 1994, 90

ECHO 100:Layout 1  11/12/17  11:45  Page 26



PAG E 27

Edinburgh is a great location, sunny, but rather cold
on this occasion!

The meeting started for me with Imaging to guide treatment for
mitral valve disease, which is particularly interesting for me as I
am looking at referrals for surgery for severe mitral
regurgitation and how good we are at determining MR
quantification for my MSc dissertation. 

Paul Modi presented some excellent pictures of the mitral valve
anatomy from a surgical perceptive. He reminded us how
complex the mitral apparatus is.  Tim Irvine then showed
examples of different aetiologies and suggested multiple
windows and off axis views to help identify abnormalities. 

Nicola Edwards then discussed the measurements involved in
identifying severe MR, with the take home messages of using
an integrative approach – considering the measurements in
context of the patient’s symptoms and conditions, as well as
blood pressure and rhythm variations, left ventricular function
etc.  The importance of looking at the measurements overall and
appreciating there may be inconsistent parameters was
emphasised.  She advised assessing the MR under exercise
conditions if the findings are disproportionate to the patient
symptoms 

Anita McNab completed the session with talking about
selecting patients for surgical repair, considering the guidelines,
the anatomy and the surgeon.  She discussed differences
between American and European guidelines, asymptomatic
patients and timing of surgery and intervention before the left
ventricle fails. 

There were many other useful sessions like this, but hopefully
others will report about them and I can talk about the patient
perspective.  This session was chaired by Keith Pearce. It
involved heart failure patients explaining their experiences in
Cardiology, including the echo procedure. Then an open
question discussion.  It was shocking the treatment of one last
thing on a Friday patient who had simply been told at the end of
an echo to attend the ‘heart failure clinic’ next week. The
patient took the word failure in its worse context and went
down the pub, where he was bought lots of drinks! Failure
means broken, if your car has engine failure it is very bad news! 

The lady with the post partum cardiomyopathy was told she had
a saggy heart! She said she didn’t really understand what was
happening as obviously ill and just given birth and was in
shock. Most patients had not been given good explanations and
had googled it.  As well as the patients expressing the problems
with the heart failure diagnosis, they expected the echo to be the
test with all the answers.

The patients expressed that the echo was for them an important
event, especially in follow up where they expect to be told the
results straight away. The term used was medics. They didn’t
seem to realise we are not all medical, we do not know the
patient history,  we are lucky if we get a few helpful words on a
request form, we often haven’t had time to see their previous
echo,  let alone the variations with heart rate and blood
pressure. They expect immediate results and in terms of
progression and ejection fraction numbers. 

My impression is that we are letting patients down in terms of

what they expect, either we need to explain the role of echo as
part of the clinical assessment, or we need to manage patient’s
expectations for results and make them as prompt as possible, or
the option of we do give the patients’ results.  

We would require training and guidelines in what to say and
how to say it. This may involve an understanding of history
taking and clinical assessment. It would need a longer
appointment slot. 

It was that many years ago that Physiologists (Cardiac
Technicians then) didn’t report echos. We left them in big piles
for some poor junior registrar to have to report. Often results sat
for weeks waiting to be reported, and often by an inexperienced
doctor.  We have progressed so far since those days, not only in
routine echocardiography but physiologist led valve clinics,
TOEs, stress, bubbles and contrast. So is this our next
challenge???

Some Consultants we know won’t want us to tell patient the
results and it is near hanging offence in some institutions.
Sometimes we may get it wrong, how do we deal with that?  We
may not be able to answer the consequential questions. The
consultant may disagree with our findings. We often will ask for
peer review, so how do we explain that to patients? (I need to
ask the audience, phone a friend) 

We can’t keep on with our lame excuses for not giving the
patient some sort of results.  When I went for an abdominal
ultrasound recently, the sonographer told me the results and
showed me the pictures.  Why can’t we?  The ideal situation at
the moment is one where the echo is performed by a
physiologist, discussed with the doctor, and the patient is given
the results straight away.  

We need to involve patients in the process of adapting our
practices and skills to better support them whilst maintaining
safety and quality. We need to treat patients individually and
consider the clinical context.  I think we do have some of these
skills and empathy, but we need support, guidelines and training
to make the patient experience better. 

I also spoke to the twins on the British Heart Foundation stand
in the exhibition. One of them has had multiple cardiac surgeries
and awaiting a pulmonary valve replacement (previous Ross
procedure) see www.sixtimesopen.com.  Again this made me
realise that we think we are patient focused, but we are usually
focused on what we see as important for them.  It needs to be
the patient telling us where we need to focus.  

Many thanks to BSE for sponsoring me to attend the meeting, I
am particularly looking forward to seeing all the congenital
lectures that I didn’t get a chance to see when the presentations
are available. That took the pressure of trying to decide which
sessions to attend. Take home messages for me – integrative
approach to reporting and decision making, involving the patient
to improving the echo experience and result giving, possible
extending our skills to support this with guidelines, get on with
your dissertation Dawn and pack gloves when going to
Scotland! Lastly, always keep in mind the possibility of aortic
dissection with patients we expect are acute coronary syndromes.

Dawn Dolton
Conquest Hospital
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After an uneventful journey to Edinburgh we arrived
at Haymarket station to find we had booked
ourselves into an ideal hotel directly opposite the
station.  After booking in we headed next door to
platform 5 Pub and Grill for some much welcomed
food and a few little tipples. We had a lovely night as
several friends came to join us, and a merry night
was had by all catching up on all the gossip.

The conference centre was just a 10-minute walk from our hotel

and booking in was a breeze thanks to the new system of

printing our own badges off prior to the event.

Now what lecture to choose to go to? This year’s lectures were

wide ranging in their subject matter and offered something for

everyone. Those of us who are about to embark on ACHD

clinics went to the congenital lectures while those of us who do

more general scanning chose to go to the Mitral valve lectures.

Each lecturer had something else to offer and there were no

repeat slide or repetition which kept us all wide awake and

focused on the speaker.

Assessing patients with embolic stroke has become routine in

Echocardiography Departments we therefore found the

cryptogenic stroke, Endocarditis, Intra-cardiac tumours and

Atrial fibrillation lectures particularly enjoyable. 

Clinical examination and history taking was very useful and

informative not only with the information imparted but also to

confirm that many of us take quite a detailed history when

talking to the patient. This information not only guides us

during their echocardiogram but can lead us to requesting

additional tests and/or earlier clinical input. 

Going from clinical lectures to an interactive patient session on

Friday afternoon provided us with the opportunity to see how

we as professionals, and the information we provide, are

perceived by patients who are experiencing cardiac diagnostic

testing for the first time. 

The panel lead by Nick Hartsthorne-Evans, from the Pumping

Marvellous Foundation, gave a first-hand account on their

experience when having an echo which would subsequently

provide evidence that they were suffering from Heart Failure, a

condition they were keen to point out need not mean a terminal

diagnosis. 

It provided much food for thought for us as health professionals

to how and what we communicate to the patient after the scan,

the majority of who have never had a cardiac complaint let

alone know what an Ejection Fraction was.  Keith Pearce was

able to relate this to a recent pilot study by the BSE looking at

feedback of results to the patient immediately after the scan,

and sought feedback from the panel on how best to do this from

their experience. 

Day one was over all too quickly and the new style drinks

reception beckoned which proved to be a great success with

plenty of Prosecco flowing and a live band to dance to. Great

fun was had by all as it was another opportunity to meet up with

friends and colleagues past and present. 

After a difficult night’s sleep due to a fire alarm we breakfasted

and headed back up to the conference centre.

Again, it was a difficult job to choose exactly which lecture to

attend. I chose to go to assessment of prosthetic valve lectures

which were very informative and helpful in our day to day

scanning. Those choosing the congenital lectures were not

disappointed not only by learning a lot of new information but

also by consolidating the knowledge and skills they have

recently acquired.

I then attended the first regional representatives meeting as I am

lucky enough to be the BSE regional representative for Cheshire

and Mersey region. So far the other people involved have just

been names and e-mail addresses so it was really nice to meet

up with some of the reps from other areas. It is hoped that we

will be able to arrange regional evening and day time meetings

involving speakers provided by BSE. This will enable good

quality meetings which will carry BSE re-accreditation points

and enable echo education to be more accessible to the

physiologists and trainees. 

As Stress Echo lead in my Department I attended the Stress

Echo lectures. These lectures were very interesting particularly

as it is always useful to see how things are done in other

hospitals and how things differ from country to country. The use

of the supine bike is obviously essential particularly for valve

lesion analysis so I look forward to developing that service once

we move to our new hospital. 

Two of our group chose to go to the acute aortic syndrome

lectures and found these to be really interesting as the lecturers

discussed case studies finishing with a surgical perspective in

acute syndromes. 

All too soon it was time for us to head back to Merseyside.

None of us expected to be piped to the station but it seems that

Rugby matches are very important in Scotland so we were

treated to a traditional Scottish send off!

My colleagues and I can thoroughly recommend these

conferences as a great educational experience and would like

thank and congratulate the BSE staff and all those on the BSE

council for all their hard work in its delivery. 

Claire Mitchell

Royal Liverpool and Broadgreen University Hospitals NHS
Trust. 
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What a full and exciting programme that Dr.
Matthew and education committee put together for
the annual conference! I was torn between which of
the sessions to attend.
I have a strong interest in and enjoyment of scanning patients
with congenital heart defects, but also wanted to keep myself up
to date with information on scanning pathology that I was most
likely to see on my everyday workload. There was so much to
take in over the two days; I have included a few references to
give a flavour of the detail.

So, should I take the congenital track and attend the
presentations on ventricular septal defects? Well, the MV
session also looked very relevant and current, drawing me to the
main auditorium.

Dr Modi opened the session with a review of the anatomy of the
MV, and discussed the anatomical relationship between the
mitral annulus, coronary sinus, left circumflex artery, and aortic
valve. He discussed the invaluable role that echo has during
MV procedures as well as pre and post intervention. Dr Irvine
reviewed the aetiology of mitral valve regurgitation, giving a
practical presentation with scanning tips. He highlighted mitral
prolapse as the most common aetiology of primary leaks and
ischemia in secondary MV dysfunction, along with a discussion
on the prevalence of MR due to fibro-elastic deficiency as the
population grows older.

Dr Edwards followed with a comprehensive overview of echo
assessment of the MV.  Her talk was infused with scanning tips
and review of potential pitfalls, e.g. the temptation to take
shortcuts in patients with atrial fibrillation. It was good to
acknowledge that accurate and complete assessment of these
patients may at times be tricky, requiring expertise and patience.
Dr McNab brought this session to a close with a discussion of
treatment options for these patients, and emphasised that repair
is better than replacement in the long term.1,2

I did then opt to attend the congenital session on atrial septal
defects.  One of my highlights of the conference was the talk by
Dr Crucean. The lecture discussed the complex nature of atrial
septation in humans, including potential for mis-nomenclature.2

He then presented a number of heart specimens and guided us
through the various abnormalities and anomalies, brilliant! This
was followed by a talk by Alex Savis on TOE and TTE of
ASDs.  She showed excellent cases, and it highlighted for me
the expanding role that health care scientists and cardiac
physiologists are increasingly fulfilling. 

Following this, I returned to valves for Dr. Fraser’s talk on
prosthetic valve dysfunction. He illustrated pathologies of
pannus formation, endocarditis and lymphoma with lovely
cases. Dr Sosin had some great cases too, inferior infarcts with
aneurysms, post MI VSDs which are challenging to pinpoint
unless scanning off-axis, and included discussion of  both
surgical and percutaneous options.

This was followed by interesting discussions by Dr Callan on
patients with LVADS, which I have not really seen in my career,
Dr Wheeler on cardiac trauma and Dr Lynch on challenging
TAVI cases, which again I do not have extensive  experience of
scanning.

After a welcome break, I attended the hands-on training session
run by GE healthcare on deformation imaging. We reviewed the
features of automated functional imaging, and undertook

measurement including global strain and post systolic strain
indices. There was also a quick look at some new tools to
quantify myocardia work coming to a machine near you soon in
a very practical session that I found particularly relevant to my
practice.

And so, back to the lecture hall for the final session of the day, a
BSE invited lecture given by Dr Simpson. He discussed
emerging techniques allowing co-registration of echo and MRI
data, as well as 3D printing of heart models based on echo, CT
or MRI imaging for patients due to have correction of complex
congenital heart defects.

Of course, there are slight limitations as the models are not
beating, and do not include detailed information on the valves
all of which may play an important role in vivo. He previewed
holographic displays coming soon, as well as discussions of
motion corrected foetal MRI imaging. As the lecture session was
closing a piper led the audience to a lovely drinks reception. Dr
Steeds received an award from the society for his hard work and
dedication as president over the past few years. 

Our hosts really offered a wonderful evening, with a great band.
(I’m sure that Ed Sheeran was inspired by Edinburgh, as the first
number was “Castle on the hill”)

Onwards then, to day two.

Dr Monaghan gave a future focused talk of valve imaging. He
discussed photo-realistic rendering of both MSCT and 3d echo
images.  He showed how cropping can produce images in any
plane, and include the internal valve as well as external heart
structures, and a pre-view of an emerging modality. Dr Rana
followed with a review of echo assessment of valve morphology
and pathology. She emphasised the complexity of the structures,
native but mainly prosthetic, and the potential for pathology to
develop.  Dr Calvert then followed on with an interventionalist’s
take on mitral valve procedures and how important the team
work is between the operator and echo imager. The session was
rounded up with a talk from on the physiologist led valve clinic
in Nottingham. Dr Erhayiem described how the clinic came to
be set up, how clinical governance was core in their standards,
guidelines and practice, and how the physiologists worked under
physician guidance but that this was becoming less necessary as
expertise and experience developed.

During the mid-day period there was a very interesting debate
on the “Essential investigation” for investigation of suspected
aortic dissection. The scene was well set by cardiac surgeon Mr
Rosendahl. He reviewed aortic pathology and focused on type A
dissection, giving a clear emphasis on the need for prompt
diagnosis and treatment. Dr Masani made a very persuasive
argument, along with a selection of great cases in support of
echo as the sole primary tool, arguing that echo is sufficiently
practicable and available in timely fashion to diagnose with
good sensitivity and specificity any cases of type A dissection.
Just as minds were being made up, Dr Stirrup followed up with
a very good counter argument, again supported by good
illustrative cases, for cardiac gated CT. He argued that it tool of
choice, giving good visualisation of the whole aorta in the
duration of a few breath holds and without the need for a semi-
invasive procedure, TOE. Prof Oo gave a surgeon’s take on this,
rounding up the presentation stage of the event, and the audience
were left to make their own decision.

After lunch we had the first of two invited lectures; Dr Klein
gave an excellent presentation and discussion on the
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pericardium. He reviewed the pathology and physiology using
multi-modality imaging methods, including how differentiate
constrictive from restrictive pathophysiology as well a common
post-surgical variant.  Interesting questions were submitted in
person and by text from the audience.4

This was followed by a comprehensive review of the left atrium
by Prof Popescu.

He emphasised that dimensions should be assessed by volume
methods, that 3D methods avoid geometric assumptions and also
how important LA function is to stroke volume.  Atrial function
can be considered in three phases, and needs a selection of
modalities to assess fully.5 The meeting was brought to a close
with a surgical perspective of the left atrium by Dr Abu-Omar.
Topics such as the maze procedure and LA appendage occlusion
were discussed amongst others.

All in all an excellent meeting, I came away with renewed
enthusiasm and determination. I enjoyed the multi-modality
nature of some of the presentations in particular as I now
undertake cardiac MRI as well as echo, and I was impressed by
the increasing number of  physiologists and  health care
scientists undertaking expanding roles, including delivering
lectures.

Many thanks to the BSE for arranging the meeting and selecting
me for a bursary to allow me to travel to the lovely city of
Edinburgh from London. Well done to all involved in the
organisation, the BSE team as well as the local hosts.  
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VSD -Ventricular septal defect 

MI -Myocardial infarction

TAVI -Transcatheter aortic valve implantation

I would like to thank the British Society of
Echocardiography for awarding me with a travel
bursary to attend the 2017 annual meeting in
Edinburgh. This was my second attendance of a BSE
annual conference and I am very grateful to have
been able to gain a fresher insight into the fascinating
and developing approaches in Echocardiography. 
The Edinburgh International Conference Centre was an
excellent venue and was in walking distance from the nearest
tram and mainline station of Haymarket. Having travelled from
London, the availability of transport to Edinburgh makes it an
easily accessible location to travel to. 

The theme for this year’s annual meeting was echo in
congenital heart disease which was perfect for me as this is my
area of interest. It was very appropriate to have lectures on offer
in two separate rooms simultaneously, so that delegates could
choose between talks on either congenital heart disease, or
current guidelines and practices. The programme was varied
and covered many interesting pathologies in congenital heart
disease in suitable depth. I particularly wanted to focus on
subjects where I could utilize new methods and put them into
practice. 

I kept myself mostly to the Lomond suite where the lectures in
congenital heart disease were presented. I enjoyed a number of
talks, particularly one of which was given by Antigoni Deri on
the topic of AVSD; the slides she had included from clinical
cases were very informative and helpful to a novice in
congenital heart diseases. Another memorable and captivating

presentation on ccTGA (double discordance in siblings) by
Wendy Gamlin was very interesting and educational; this is also
quite an in-depth and complex pathology which she presented
with finesse and made it easy for us to understand. 

The international lecture presented by Dr Allan Klein on
pericardial diseases was definitely a highlight and most
memorable. He delivered his talk with enthusiasm and kept the
audience continuously engaged. He also re-visited guidelines
and protocols for cardiac tamponade and pericardial constriction
versus restriction which is always a tricky subject. 

Adrian Crucean kept the audience fascinated with his actual live
heart specimens of varied pathology and congenital heart
disease, such as ventricular and atrial septal defects. He guided
us through the heart and answered questions informatively and
with ease; especially on such challenging topics.

The Annual Meeting this year definitely exceeded my
expectations, in terms of content, the facilities at the venue and
the stands at the exhibitions. Lastly, a special mention to Dr
Claire Colebourn who is the current chair of the Accreditation
Committee; who allowed me to be a part of this year’s event
through organizing the BSE accreditation exhibition stand.
Thank you also Jo Thanjal for being as helpful and encouraging
as always, it really is appreciated greatly.

Best wishes and kind regards,

Harpreet Kaur Sahemey
Hammersmith Hospital

Imperial College Healthcare NHS Trust
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Firstly, thank you BSE for having this bursary system.

It is becoming increasingly difficult to secure funding for
meetings such as this. It is obviously vital we have a well-
educated, up-to-date workforce, performing echoes to a high
standard as well as the need to maintain our BSE accreditation
we have all worked so hard for.

It was a great meeting and I hope that feedback to you has
reflected this, it is easy to see the hard work that goes into such
an event. 

The positive effect on our personal practise from attending
meeting such as BSE is huge. We also return to work and pass
on any gems of information to our colleagues who stayed back
and held the fort, so the benefits are far reaching. 

I also must mention that Edinburgh EICC was a fantastic venue. 

Edinburgh is so accessible with flights and trams straight into
the city Centre, a large choice of affordable accommodation,
and a city that is so easy to walk around. I only wish I did have
more time to explore the city. 

I have given a brief description of each presentation I attended,
this was exclusively in the Pentland Hall throughout the two
days. 

All lectures will appear on the BSE web-site within the next
few weeks. So I tried to reflect on what I have personally
gained from each presentation and the main take home
messages. 

The morning session in the Pentland Hall were centred around
mitral regurgitation and assessment of severity and aetiology. 

Anatomy of the Mitral Valve

Paul Modi – Liverpool Heart and Chest Hospital

This was an insightful demonstration of anatomy of the mitral
valve and considerations from a surgeon’s point of view. There
are many things to consider such as the change in mitral valve
annulus size and shape in systole, the close proximity of other
structures and complications this can lead to with mitral valve
repair surgery e.g. aortic valve cusps, circumflex, bundle of His.
This highlighted the importance of echo, particularly post-
surgery when we should carefully check for new AR and new
regional wall motion abnormalities. 

There were some very interesting operative images which
makes one appreciate the complexity of the mitral valve and the
supporting structures and also the different surgical options to
consider. 

Defining the Aetiology and Mechanism of Mitral
Regurgitation. 

Tim Irvin - Newcastle

A very clear explanation of how we can differentiate between
primary (organic) MR affecting the leaflets and the chords and
secondary affecting the supporting structures, and the use of
Carpentier’s classification to look at leaflet motion.

The take home message was, assessing severity mitral valve
regurgitation is important but always try to explain why there is
regurgitation. Use multiple windows and off axis views to fully

appreciate the structure and explore each aspect. Have a low
threshold for TOE. 

Assessing Severity of Mitral Regurgitation.

Nicola Edwards - Birmingham

I found this lecture most useful, after hearing about the
importance of aetiology we were then reminded of how
important it is to grade the severity of mitral regurgitation. 

There are pitfalls to this that were well demonstrated, including
sub-optimal images, co-existing valve disease, hypertension,
atrial fibrillation, aetiology, LV function. Relying too much on
the use of colour flow was also reinforced with really clear
examples of how this can be misleading. 

Use all the information at your disposal, vena contracta, PISA,
colour flow, CW Doppler, pulmonary vein Doppler, stress echo.
Other factors to consider are systolic phases that can cause 25%
variation, always try to use a fixed point in the R-R interval. 

The take home message for this lecture was clearly have an
integrative approach, be brave and grade it (try to avoid
‘moderate-severe’). Use other imaging modalities, compare
serial echoes side by side and make full use of echo review
meetings of you are not sure. 

This was an excellent lecture with some good clear advice we
can take back to our departments. 

How to select Patients for Surgical Repair

Anita McNab – Whythamshaw

This was another insightful lecture with lots of evidence to
demonstrate the importance of patient selection and the timing
of intervention. 

It was very interesting to hear about considerations the surgeon’s
have to make with regards to timing and the technique they are
going to use, as physiologists at a DGH we are not included in
these discussions. 

From an echo point of view the take home message was the
importance of describing the aetiology. 

The mid-day sessions were then taken up with the huge subject
of stroke and the role echo has to play. 

Abdallah Al-Mohammed

Cryptogenic Stroke

This was a very interesting lecture that reinforced the use of
echo in stroke patients which is becoming a large part of our
workload. It was interesting to hear the statistics involved.

From an echo point of view it is important to assess for PFO,
thrombi, IAS aneurysm or signs of endocarditis. However TTE
is not always the most reliable demonstrating the need for TOE
to further assess LA, LA appendage and aorta.   

Endocarditis

Andrew Houghton 

Again, another insightful and useful presentation, looking at the
role of echocardiography in endocarditis, the importance of the
information we can gain and the importance of doing this in a
timely fashion.  

ECHO 100:Layout 1  11/12/17  11:45  Page 31



PAG E 32

The incidence of IE 1:33,000 per annum and the mortality rate is
6%-30% Embolic events occur in about 1/3 of cases. 

The incidence of embolic events drops dramatically with the
introduction of antibiotics, this is why early diagnosis of IE is so
important. 

It was interesting to hear how echo can help to predict the
likelihood of an embolic event?

Various studies have been carried out, it seems size is the best
indicator, mobility can also be useful but is less reproducible,
location can also be used as predictor with vegetations found on
the anterior mitral valve leaflet also multi-valvular vegetations
thought to be to high risk. However mitral valve vegetations
tend to be larger so this may be a factor. Other factors to
consider are age and causative organism. 

Take home messages from this lecture include; always comment
on the size of the vegetation and take this at the maximal length.
Comment on mobility; absent, low (fixed at base), moderate
(pedunculated but stays in same chamber), severe (prolapses
between chambers).

Intracardiac Masses

Rick Steeds

This was another interesting presentation with some great
examples of cases. 

The take home message was comment on size, location,
attachment and morphology (size, shape, echogenicity and
mobility), also think about the context to help steer you. 

Atrial Fibrillation

Laura Dobson

An interesting and helpful presentation on the prevalence of
atrial fibrillation and important role of echocardiography in its
management. 

Again some really interesting cases to illustrate this point. 

AF affects 3% of the population.

TTE is recommended for patients with AF. This allows us to
assess the LA anatomy and mechanics, the LA appendage and
LV function with further assessment from TOE of LAA, IAS,
pulmonary veins, aortic arch. 

The after lunch session was cases in emergency echo. This
whole session was so interesting and eye opening. 

Starting with prosthetic valve dysfunction with Alan Fraser.
The take home messages being; try to find out the design, model
and normal performance. Record multi-beats loops and
prolonged observations, sometimes abnormalities only occur
sporadically, one case was discussed where the valve
dysfunction showed itself every 30 beats, it is also important to
use different imaging modalities TTE, TOE, CT. 

Mike Sosin – Murmur post MI. Again clearly showed the role
of echo in this context. Papillary muscle rupture now accounts
for 0.5% of post MI complications and post MI VSD 0.2% 

Echo was described as challenging but vital with another really
interesting set of cases. 

Paul Callan ‘is the LVAD Working’ was extremely
informative but also reassuring, having never performed an echo
on a patient with an LVAD I feel I would be able to rise to the
task and provide some information. The take home message is to
provide as much useful information as possible but to contact
the local VAD team.

Richard Wheeler’s “cardiac trauma” was another eye opener,
with a fascinating set of cases covering penetrating and blunt
trauma. The key being early diagnosis. 

This was followed by TAVI gone wrong with Jane Lynch.
Again, interesting cases during and immediately post TAVI
implant. 

The next session was an Interactive Patient Session. This to
me was the most valuable session of the meeting. The patient’s
voice is becoming increasingly important and can help shape the
delivery of services.

Five patients bravely told of their journey, predominantly with
the diagnosis of heart failure and how this has affected their
lives. More specifically and pertinent was their continued
experience with echo from their very first echo to how they feel
about their yearly echoes and how important this is to them.
Being a physiologist, we are often called upon to perform
echoes but we are not necessary present when the diagnosis is
given to the patient and we are not always aware of the patient’s
journey and the impact of every contact they have along the
way.

Dan has been living with diagnosis of heart failure for 5 years
due to a viral infection. He talked of being bedbound and placed
on the transplant list after being previously fit and healthy, he
remembers feeling constantly surprised and confused and how
he felt that heart failure had ‘stole his future’. He recently came
off the transplant list and now has to reassess his future.
Remarkably he talks of now looking forward to his yearly echo
and how he finds it reassuring. 

Sarah-Jane discovered she had heart failure during pregnancy 5
years ago. She talks about how she feels cheated out of the
enjoyment of being a new mum and how she hasn’t been able to
have any more children. Again, she looks for reassurance every
time she attends for echo.

I think it was Jez’s story that got everyone talking though and is
certainly something that we have shared with colleagues on our
return.

I was dismayed to hear of Jez’s first experience of echo and the
way he was treated. He describes it as a ‘strange experience’
having laid there for 45 minutes on a Friday afternoon he was
then told to get dressed and cleaned up. Whilst getting dressed
the physiologist told Jez that he needed to go to outpatients the
following week and ask for the heart failure clinic. On further
questioning the physiologist said she could not give him more
information at present as she had to pick her children up. Jez
was then left waiting for more information over the weekend
during which time he resorted to Google and was obviously
alarmed by what he read. This was a clearly unacceptable
introduction to his diagnosis.
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I also need to mention Mick and his struggle with viral
myocarditis. Even 7 years after his diagnosis he sees every
successive echo as a ‘defining moment’ and talks of how
difficult it is to emotionally deal with any negative outcomes. 

Ted also talked about his very public collapse on stage and the
events that followed. He talked about how information is relayed
to the patient at a vulnerable point in their life and how you pick
up on phrases that are said within earshot. 

This whole session was real food for thought and raised a lot of
questions about what we say in front of patients and the impact
this can have. Patient’s expectations were also discussed and the
limitations of physiologists when giving information. We need
to ensure we introduce ourselves clearly, so they know we are
not doctors, this should also be put in the patient information
letter, as it is in our workplace so patients know in advance they
won’t be receiving results on the day of their echo. The real take
home message is that every patient contact matters, what we say
to and in front of patients matters and can have a huge impact
on their sate of mind and well being. 

I would like to say a big thank you to the patients who were
brave enough to stand up and tell their story. 

The day was closed by John Simpson with New Frontiers in
congenital Heart disease. 

He talked of incredible advances in echocardiography,
particularly in the context of congenital heart disease, including
3D printing, integration of data, MRI fusion, 3D strain, vortex
studies within the ventricles and holography. 

This was all amazing but far removed from what we are doing
currently in the DGH setting. I hope I get to see some of this
before I retire. 

Day two kicked off with Mark Monaghan wowing us with
some beautiful 3D imaging. It was fascinating to see the images
of 3D rendering and the use of different light sources and how
this can be applied. We will watch this space to see how this
develops. 

Bushra Rana then took to the stage with a really helpful
presentation on paravalvular leaks and the challenges of
assessing and quantifying this.

The take home message was to use all imaging available, when
acquiring TTE images make sure you go ‘off piste’ and have a
good look around. During TOE landmarks are key.  It is also
useful to describe severity in terms of % of perimeter affected.
Use 3D colour when possible, measure the vena contracta using
the same parameters as you would a native valve, if you find a
leak follow it back to its origin, make use of x-plane.

There then followed an interesting presentation entitled ‘all
leaks can be closed percutaneously’ with Patrick Calvert.
Some interesting statistics on survival rates with paravalvular
leaks and how surgical intervention can increase this even in the
absence of symptoms. Also, some interesting cases again
reinforcing the critical role of echocardiography. The conclusion
was 90% can be closed percutaneously and 3D TOE is integral
to the assessment for intervention. 

One of the most interesting sessions of the day came from Bara
Erhayiem with data from prosthetic valve clinics. Coming
from a centre where we have a physiologist led valve clinic I
was most interested to see how this service was set up and how
it has evolved. 

After coffee came a whole session on Acute Aortic Syndrome.
This was kicked off by Ulrich Rosendahl and followed by an
interesting debate with Navroz Masani and Jim Stirrup
respectively for and against the use of echo as a first line
diagnostic tool in these patients, and then a surgical perspective
presented by Aung OO.  This whole session was most insightful
and eye-opening. It was interesting to see how echo is pivotal to
the acute management of these patients and how crucially
important a timely diagnosis and intervention can be. The take
home message is that a TTE on presentation of these patients is
always indicated then further imaging can be discussed, do not
delay in getting some information, then if you have time think
about other imaging modalities. 

It was very interesting to look at other imaging modalities and
the quality of information these can provide in these cases. 

Following lunch came Dr. Allen Klein with Pericaridal
Diseases. This was an interesting looking at the presentation and
treatment of pericardial disease with some guidance as to what
we should be assessing with echo.

The last session was taken up entirely with the Left Atrium
with Bogdan Popescu and Liam Ring discussing the
assessment of atrial function and imaging of the left atrium in
more detail than I thought possible. With the surgeons’s
perspective given to us by Yasir Abu-Omar.

Take home messages for me personally are to always index to
body surface area when measuring volumes. Make sure we don’t
forshorten the atria, often when the ventricles are optimised the
atria are not. Be mindful of the limitation such as geometrical
assumptions and the fact that TTE tends to under-estimate size
compared to CT. This session has made me appreciate the left
atrium a lot more than previously, and how it really is the
‘barometer of the left heart’.

The meeting was then brought to an appropriate end by Billy-
Rae Cyrus’s ‘achy breaky heart’, which was going round my
head for several days afterwards, along with my new found
respect for the left atrium!

Can I suggest total Eclipse of the heart for next year!

The Annual Meeting this year definitely exceeded my
expectations, in terms of content, the facilities at the venue and
the stands at the exhibitions. Lastly, a special mention to Dr
Claire Colebourn who is the current chair of the Accreditation
Committee; who allowed me to be a part of this year’s event
through organizing the BSE accreditation exhibition stand.
Thank you also Jo Thanjal for being as helpful and encouraging
as always, it really is appreciated greatly.

Best wishes and kind regards,

Hayley Rawlings
Eastbourne District General Hospital
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BSE NEWSLETTER ISSUE 1
To celebrate reaching our 100th issue we wanted to take a look at where everything started. We foraged the archives and (thanks to
Jude Skipper) we found a copy of the very first ever edition of ECHO which was then produced as a members newsletter. Amongst
other points of interest it includes the programme for the 1991 BSE annual meeting, offering delegate registration for an incredible
£7.50! From a membership database of 300 in 1991 to the 3500+ members in 2017, BSE have continued to evolve, adapt and
improve over the last 16 years. We hope to continue to do the same for the next 16.
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WE NEED
YOU

ECHO, is the British Society of Echocardiography’s long running quarterly
publication, which you receive as part of your membership benefits.
ECHO has continued to evolve over the years from its humble origins as a
simple Newsletter to a full journal, providing its readership with interesting
and informative content, enjoyable to read.
We are looking to recruit people to the editorial committee who will help
ECHO continue to develop. For all interested individuals this is an exciting
opportunity to join the team to contribute and help shape the Echo
magazine content moving forward.
If this sounds like something you would like to be involved in, please
register your interest with editor@bsecho.org

BSE NATIONAL ECHO SURVEY 2017
DON’T LET YOUR REGION BE LEFT OUT, URGE YOUR HEAD OF DEPARTMENT TO COMPLETE
THE SURVEY TODAY!
After the comprehensive echo survey of 2016 which provided much needed data, BSE will once again be collecting workforce and
workload information from Echo departments in 2017.

Last year, 47% of departments from across the UK responded to our survey, which was a great response, but we need to do even
better this year! Surprisingly little accurate information still exists regarding the rising demand for echocardiography across the
country, the shortage of echocardiographers and trainees, and the demographic differences that we face. We hope to collect this
crucial information from every echocardiography department in the country by way of this survey, and we plan to repeat this survey
annually to accurately track changes in UK echocardiography. This information will help strengthen our voice when we are
negotiating future changes in echocardiography, as your society, on your behalf.

Last year’s survey data enabled the BSE President to bring hard evidence of the issues facing echocardiography to the attention of
high-level government representatives in all four nations, with the aim of bringing about change.  BSE is committed to continuing
these negotiations on your behalf, but we cannot do it without your help so please urge your Head of Department to fill in the survey
when it appears in their inbox.  Your anonymity is guaranteed.  Don’t let your region be left out!

If you have any questions or would like to find out further information, please don’t hesitate to contact the BSE offices on 020 7345
5185 or admin@bsecho.org

ECHO 100:Layout 1  11/12/17  11:45  Page 38



PAG E 39

Across Down
2) Output becomes input 1) Throb
5) Absent movement 2) Heredity
6) Heart chamber 3) Pager
8) A vein 4) Effec of fluid movement
9) Prokaryote 6) Oxygen mask
11) Turner-like syndrome 7) Divided into small cavities
13) Red fluid 10) Semi-solidified mass
16) Aortic inflammation 12) Condition cause unknown
17) Obstructed 14) Form of muscular dystrophy
18) A set rhythm 15) Hertz
20) Frequency change effect 19) A passage
25) E.P technique 21) Cushion
26) Muscular organ 22) Doppler instrument
27) Grating or side 23) Anti-adrenergic agent
28) Weight 24) Anti-thrombotic
30) Heart block 29) Measurement device
32) Inflammatory disorder 30) Large hospital room
34) Electro-shocker 31) Top chamber
37) Loss of stability 33) Not alkaline
38) Owing oxygen 35) Unsuccessful
40) Amplification 36) Arrhythmia
42) Artery opening 39) Murmur
43) Contains all the solute 41) Lose energy
45) Referral classification 42) Pain
46) Ischaemic necrosis 44) Artery
48) Blood thinning 47) Coronary cusp

Many thanks again to Stuart Self for the latest puzzle.

SHORT AND SIMPLE CROSSWORD
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10th March BSE/ICE Joint Meeting

Registration now open!

Location: Belfast Waterfront
Contact: https://bsecho.org/events-courses/bseice-2018/

18th March TTE/ community/ ACCE/ TOE practical assessment

Location: Leeds General Infirmary
Contact: www.bsecho.org

27th April  BSE Advanced Imaging Day

Theme: Aortic Stenosis

Location: Royal Society of Medicine, London 
Contact: https://bsecho.org/events-courses/advanced-imaging-2018/

4th - 6th June BCS Annual Meeting 

Location: Manchester Central
Contact: www.bcs.com

10th June TTE/ community/ ACCE/ TOE practical assessment

Location: Oxford Heart Centre
Contact: www.bsecho.org

22nd - 26th June ASE Annual Meeting

Location: Nashville, TN
Contact: www.asecho.org

13th - 14th September BSE Core Knowledge meeting 

Location: Austin Court, Birmingham
Contact: www.bsecho.org

DATES FOR YOUR DIARY 2018
BSE members can also see up-to-date details via the
Events Calendar on the website www.bsecho.org

Full details and course descriptions for all these courses are available
from the BSE website.

RECENTLY ACCREDITED MEMBERS
Congratulations to the following members who have 
recently achieved BSE Accreditation

Transoesophageal Accreditation
Dr Louise Brown, University of Leeds
Dr Mohammed Harith Alam, NHS Tertiary Centre
Dr Perviz Asaria, Hammersmith Hopsital
Dr Ben Cole, Royal Victoria Hospital Belfast
Dr Michael Connolly, Belfast City Hospital
Dr Clare Jackson, Northern General Hospital
Dr Eylem Levelt, University of Leicester
Dr Anvesha Singh, Glenfield Hospital
Dr Salahaddin Ubaid, New Cross Hospital 

Critical Care Accreditation
Dr Andrew Cadamy, Queen Elizabeth University Hospital
Dr Sam Clark, Oxford University Hospital

Transthoracic Accreditation
Miss Brooke Douglas, The Royal Free Hospital
Dr Talal Ezzo, NHS Tertiary Centre
Mr Michael Hall, Liverpool Heart and Chest Hospital
Miss Rachel Murray, Derby Teaching Hospitals NHS
Foundation Trust
Mr Andrew Rigden, Princess Elizabeth Hospital
Mrs Emma Sansom, Ipswich Hospital
Dr David Thompson, St. Mary’s Hospital, Imperial College
Healthcare NHS Trust
Mrs Nicola Wilkinson, West Cumberland Hospital
Dr Asrar Ahmed, Northwick Park Hospital
Dr Subhi Akleh, Freeman Hospital
Miss Shabana Ali, Golden Jubilee National Hospital
Mr Liam Batchelor, Papworth Hospital
Dr Slawomir Bielak, Kings Mill Hospital, Mansfield
Mrs Judit Boer, Darent Valley Hospital
Miss Leonor Borba, Barts Heart Centre
Dr Dan Bromage, The Royal London Hospital
Mr Owen Burgess, Bristol Royal Hospital for Children
Miss Tanya Carr, Whittington Hospital
Dr Ben Corden, Imperial College NHS Trust
Ms Charlotte Kay Fontillas, Furness General Hospital
Dr Laisha Gogola, Bristol Heart Insitute
Miss Claire Gummer, Sheffield Teaching Hospitals
Mr Alistair Harris, University Hospitals Southampton
Miss Michelle Jarrett, Medway Maritime Hospital
Mrs Renuka Devi Jaychandran, Royal Blacjburn Hospital
Mr Ali Jeylani, Hammersmith Hospital
Mr Daniel Kelly, James Cook Hospital Middlesborough
Dr Saima Khan, James Cook University Hospital
Mrs Melanie Kirk, Dewsbury Hospital
Dr Thomas Lachlan, County Hospital
Dr Deacon Zhao Jun Lee, Royal Sussex County Hospital
Miss April Dawn Malpaya, University Hospital Southampton
NHS Trust
Dr Ioannis Merinopoulos, The Ipswich Hospital
Mrs Claire O Herlihy, Mercy University Hospital
Mr Samu Orava, Barts Health NHS Trust
Dr Ketna Patel, Barts Hospital
Miss Priscila Ponte, Whittington Hospital 
Dr Zahra Raisi Estabragh, West Hertfordshire Hospitals NHS
Trust
Mr Gui Rego, University Hospitals Bristol NHS Foundation
Trust
Mr Christopher Rylands, Royal Liverpool & Broadgreen
University Hospital Trust
Miss Lauren Schofield, Bradford Teaching Hospitals NHS
Foundation Trust
Dr Barnaby Scrace, RCHT
Dr Paul Scully, Barts Heart Centre
Dr Mohammadbagher Sharifkazemi Shiraz, University of

Medical Sciences
Mr Adam Shaw, Royal Stoke University Hospital
Mr Bablu Singh, Imperial College London
Dr Satnam Singh, NHS Lothian
Mr Duncan R Sleeman, Royal Cornwall Hospital
Mr Matthew Swift, Great Western Hospital
Dr Abutariq Taher, Glenfield Hospital
Mrs Louise Taylor, MId Yorkshire Hospital NHS
Mr Jonathan Tepoot, BUPA Cromwell Hospital
Mrs Vicki Thomson, NHS Lanarkshire-WGH
Mr Nicholas Trim, University Hospitals of Leicester
Miss May Grace Villarma, Cambridge university Hospital
Mr Tom Whiteley, Central Manchester University Hospitals
Dr Batool Almogheer, Royal Brompton Hospital
Miss Susannah Barratt, Barts Health NHS Trust
Mr Joao Barroso, Royal Berkshire NHS Foundation Trust
Mr Wayne Brierley, Blackburn Royal Hospital- ELHT
Dr Aye Thida Hline, Barking, Havering and Redbridge
University Hospitals 
Mrs Sapargul Kabayeva, Imperial College London
Mr Sanjay Mistry, Barts Health NHS Trust
Miss Mariana Mota, Barts Health NHS Trust
Mr Pedro Murta, Queen Alexandra Hospital, Portsmouth
Dr Kassem Safwan, Kettering General Hospital
Miss Natasha Warburton, Barts Health NHS Trust

Stress Accreditation
Dr Nikolaos Karogiannis, Northwick Park Hospital
Dr Ramasamy Manivarmane, Royal Brompton Hospital
Dr Karel Medilek, University Hospital Hradec Kralove
Mr Keith Pearce, Wythenshawe Hospital
Dr Martin Stout, Wythenshawe Hospital
Dr Spyridon Zidros, King's College Hospital
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InHealth Echotech have new opportunities for Mobile BSE 
accredited Echocardiographers 

We will offer you the opportunity to do what you love, with the right support to access the 
roles you want, through clear career paths and best-in-class training and development. In 
our environment, you can take accountability for your career and make a real contribution to 
our organisation and patients.  

Our team deliver community echocardiography to over 40,000 patients across the UK each 
year as part of a virtual, BSE-accredited department with dedicated Consultant Cardiologist 
Clinical Leadership.  Our robust audit process and competency assessment programme, 
with biannual training days and full sponsorship for BSE conference attendance, ensures 
your clinical development is fully supported.  We can offer roles on a full time/part time basis 
and you can either join us on a permanent contract or join our bank – we can offer flexibility. 

We are successfully expanding our services and are currently recruiting in: 

Oxfordshire 
Lincolnshire 
London 
Midlands 
North West 
South Central 

To join our team, you will be proficient with the BSE reporting guidelines and able to provide 
a safe and welcoming clinical environment for your patient throughout their examination. You 
will need to: 

 hold ONC/HNC in MPPM and/or a BSc in Clinical Science or Equivalent 
 hold BSE accreditation 
 have suitable levels of clinical training to support your physiological qualifications  
 have up to date and working knowledge of quality issues and clinical governance  
 be experienced working within a hospital or mobile environment 

In return, we can offer you a highly competitive salary and flexible benefits package. You will 
have access to pension, private medical insurance, childcare vouchers and gym 
membership schemes. You will also have either a car allowance or a company car with 
travel expenses covered. 

As we hold a Gold Investors in People accreditation and are proud that our people say that 
InHealth is a great place to work, with excellent packages and reward for achievement.  

Join our team of committed, driven individuals who are passionate 
about ensuring that outstanding patient carer is our highest 

priority. 

Please send your CV to careers@inhealthgroup.com or call 
01494560118 for more information  
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