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PRESIDENT’S
MESSAGE

Since the last president’s message there has been a number 
of major events provided by the BSE which have taken up 
an enormous amount of time for all the council and sub 
committee volunteers.  Advanced imaging took place in 
London and delivered a fantastic program of education for 
more than 200 delegates. This course was oversubscribed 
this year and the society is eager to ensure we try the 
standard of the 2019 Advanced imaging course is as strong 
and more importantly available. Other courses such as BSE 
Core Knowledge have been delivered and despite an initial 
troublesome position with what appeared a lack of interest, 
in the last 4 weeks of preparation the course numbers grew to 
an impressive 80+ delegates attending. The feedback for both 
these events was extremely positive and I know the education 
committee are already in preparation for 2019.
The largest educational event delivered by the society 
BSEcho, which this year was held in Liverpool. Despite the 
battle of accessing the venue through the procession for the 
Liverpool Giants, the 2 day conference was a real success, 
with informal feedback I received directly being that it was 
“one of the best BSE conferences I have ever been to”. 
The conference attracted just over 830 delegates with some 
excellent national and international lectures. The conference 
feedback is being evaluated and will be made available to the 
educational committee to ensure next year’s annual meeting 
in Birmingham is an even bigger success. I believe there are 
some targets to push close to 1000 delegates attending next 
year so make sure you book your accommodation early.
Other course planned for this year include the BSE/ICE 
meeting being held in March 2019, the programme is 
available via the website and as per other years this is an ideal 
opportunity to learn and potentially engage with the society. 
Membership engagement with the society is key to the 
ongoing success of the BSE and our newly elected council 
members attended their first BSE council meeting recently. 
Whilst a couple of people escaped this meeting with no major 
responsibilities I can assure them we will be looking to ensure 
they are busy helping to deliver some of the objectives which 
they outlined in their election statements and deliver the 
benefits to our membership.
This year has also seen the completion of the 5year project 
Echo in Africa (EiA), it’s hard to believe this project has 
completed 5years of delivering echocardiographic screening 
and research to the South African population and the 
collaboration with our international partners SUNHeart this 
has undoubtedly been a monumental success. The ongoing 
commitment to this project from both parties is still very 
positive and we plan to press on with next year’s program and 
both parties are eager to look at different ways we can help 
provide all the fantastic volunteers with a different experience 
to ensure that anybody revisiting this project can have another 
unique visit to SA. This year’s 30 volunteers have recently 
returned from SA and yet again the positive feedback is a 
generic fantastic experience. Please keep your eye out for 
2019 dates for the volunteer’s program.
Other key areas which we have been working on since the 
last edition of echo include improving our engagement with 
NHSE around the workforce shortage of echocardiographers. 
This seems to be a never-ending discussion although with the 
help of the BSE we have been able to help rewrite a recent 
NHS workforce survey which was sent out to all departments 

with the request to participate. I am really pleased to say that 
we had a great response to the survey and sufficient complete 
surveys were returned in order that a more detailed analysis 
can be undertaken in order to develop some initiatives of 
how we can address these issues. These pieces of work 
do take time and I can assure you we are very engaged in 
helping to find some achievable solutions.
The Wwbsite development is ongoing and we are still on 
line to deliver a new BSE website in April 2019. Designing a 
website does appear to be a little bit like planning a wedding, 
the background preparation is essential to make the big 
day go well albeit in the case of the website, the functional 
specification development stage is key to ensure the 
programmers and developers deliver the best product. The 
below is a sneaky view of the front screens you may expect 
to see in the not too distant future.

The last piece of information for this version is the 
realisation of the BSE patient group Wavelength. I have 
previously mentioned this project which is being led by Dr 
Andy Potter and we can update the membership that Andy 
is completing the last of the interviews with somewhere 
in the region of 15 patients who will form this group. The 
remit of the group will include involvement in the education 
committee, research sub -committee, patient information 
leaflets and many other areas including departmental 
accreditation visits. 
We really want the society to be open and forward facing to 
its membership and all council/committee members actively 
encourage anybody who has an interest of getting involved 
or even just has some feedback to help improve things to 
feel free to approach the BSE representatives at any of the 
upcoming meetings. There is also the national regional 
representative network which you can use to ask questions 
directly to council via its lead Dave Hatton.
On behalf of myself and the entire BSE Council/Committee 
members we would like to wish you all a very merry 
Christmas and a prosperous 2019.

Kindest Regards 
Keith Pearce

President
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POCUS IS THE ICING ON 
THE CAKE, 
BUT DON’T SKIP THE BASIC 
INGREDIENTS OF HISTORY AND 
EXAMINATION
Point-of-care ultrasound (POCUS) is an invaluable 
diagnostic tool gaining increased adoption amongst 
frontline clinicians. Augmenting traditional clinical skills; 
bedside scans integrated early into patient assessment can 
expedite diagnosis, guide management and improve the 
overall patient journey. We present two cases for which 
echocardiography performed in the acute medical setting 
facilitated detection of pathology, though where the 
answers could also have been elicited through thorough 
history and examination. They also convey the message 
that patients with non-specific symptoms, learning 
disability or other barriers to expressing their complaints 
should be thoroughly evaluated, not dismissed.

Case 1 
A 19-year-old female was seen on our Acute Medical Unit 
(AMU) with chest pain, breathlessness and anxiety. She 
had recurrently presented to her general practitioner (GP) 
with these symptoms for over 6 months and had been 
diagnosed as having panic attacks, however she reported 
that her GP had not examined her or listened to her heart 
during these visits. Examination revealed a diastolic 
murmur with bilateral subclavian and carotid bruits. She 
had weak left brachial and radial pulses but equal and 
normotensive blood pressure measurements in both arms. 
She had a rise in CRP (47mg/l) and ESR (55 mm/hr) with 
no other deranged biochemistry or haematology. 
Bedside transthoracic echocardiography (TTE) – 
performed by the acute medical team with POCUS 
experience – suggested a dilated aortic root and aortic 
regurgitation without evidence of valvular vegetation 
[Fig 1, 2, 3]. CT angiogram of the aortic arch and carotid 
arteries showed a thick-walled brachiocephalic trunk 
(maximal luminal diameter of 6mm) and significant 70% 
stenosis of the proximal left carotid artery.

 

Fig. 1.PLAX view showing dilated aortic root

 Fig. 2. CW Doppler in-keeping with severe AR

 

Fig. 3. Suprasternal view demonstrating dilated aortic 
root
This led to a diagnosis of Takayasu Arteritis; a large-
vessel vasculitis. The patient was initially managed 
with intravenous methylprednisolone followed by 
cyclophosphamide, and was subsequently transitioned to 
azathioprine and prednisolone leading to improvement in 
her symptoms.  She continues to be monitored closely and 
is currently under consideration for anti- tumour necrosis 
factor therapy.

Case 2
A 40 year old male with a background of hypertension 
and learning disability was admitted through the AMU 
following a first generalised seizure. His family reported 
additional history of night sweats, fevers, anorexia and 
significant weight loss of 15kg over 6 months. They had 
been visiting his GP but felt he had been dismissed due to 
his learning disability. 
Clinical examination revealed early finger clubbing and 
a pan-systolic murmur. He had elevated inflammatory 
markers (white cell count 12 x10^9/L and CRP 77mg/L) 
but blood cultures were negative. A bedside TTE on 
admission – conducted by the acute medical team – 
identified a vegetation on the mitral valve with severe 
mitral regurgitation [Fig 4, 5]. 
He was commenced on intravenous antibiotics for infective 
endocarditis, with his seizures attributed to cerebral 
embolism. As his left ventricular function continued to 



PAGE 6

deteriorate, he was referred to a tertiary centre for an 
urgent mitral valve repair.

Fig. 4.  PLAX view demonstrating PMVL vegetation and 
severe MR

  

Fig. 5.  CW doppler demonstrating severe MR
 
Discussion
Both these cases highlight the importance of basic clinical 
examination skills, including auscultation of heart sounds 
and palpation of peripheral pulses. However once an 
abnormality such as a murmur is detected, immediate 
progression to a bedside scan by a competent practitioner 
can provide direct visualisation and characterisation of the 
underlying pathology. With more widespread training and 
adoption, POCUS could evolve the traditional examination 
procedure into inspection, palpation, percussion, 
auscultation and ultrasound. Medical students and junior 
doctors can be taught sufficient echocardiography skills 
in just a few hours to objectively improve their diagnostic 
accuracy.

However, like any diagnostic modality, it is important to 
remain mindful of the potential pitfalls of POCUS; these 
can include inappropriate selection and focus of the study, 
misinterpretation of findings, and straying outside of the 
practitioner’s competence and accreditation. Findings 
should always be interpreted critically within the wider 
clinical context. Furthermore, a formal departmental 
echocardiogram is advisable to corroborate findings if any 
pathology is seen or suspected at the bedside.
Birmingham City Hospital is a busy district general that 
serves approximately half-a-million people in the West 
Midlands. The catchment population is subject to high 
levels of deprivation; over 60% live in areas classified 
amongst the 20% ‘most deprived’ in England. English 
language proficiency rates are low, with around 6% of the 
population unable to speak English well or at all – four 
times greater than national average. Where patients cannot 
give history due to language barriers, learning disability 
or other barriers, clinical acumen and examination 
competence becomes even more vital for frontline 
physicians.
Our AMU is a beacon for POCUS training and utilisation, 
with oversight from a BSE TTE accredited acute physician, 
dedicated ultrasound machine, joint governance meetings 
with the cardiology team, and a great supportive culture. 
Trainees are encouraged to attend the “Ultrasound at 
the Front Door” course, and a free and open access 
medical education (FOAM) website has been established 
(accessible via www.ultrasoundatthefrontdoor.com).
In conclusion, POCUS and bedside echocardiography 
present an opportunity for acute medical teams to 
extend their diagnostic capabilities and improve overall 
management for all manner of cases: straightforward 
and atypical alike. We would encourage all services – 
including those in the community – to invest in training 
and equipment to incorporate this into their everyday 
practice, but without forgetting the basics of history and 
examination!

Goold D, Round M,
Grewal S, Duncan C, Clare S

Sandwell and West Birmingham Hospitals NHS Trust
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ECHOCARDIOGRAPHY     
IN PRIMARY CARE
Over the last decade or more there has been an interest in 
increasing the availability  of certain diagnostic services 
in the community (ie not in the traditional hospital 
setting). This continues to be promoted by NHS England 
with many Clinical Commissioning Groups looking to 
develop certain community diagnostic services. This has 
led to the development of independent sector providers 
providing echo in community settings (several with 
BSE departmental accreditation).  Many secondary 
care echocardiogaraphers will be familial with these 
community echo providers. 
Some community echo clinics  offer little practical 
difference to patients beyond performing similar 
studies by BSE accredited members but in community 
accommodation. As well as these community services, 
there are also some GP surgeries and primary care 
centre clinics with the availability of echo. This provides 
opportunities for the benefits of echo in the diagnosis and 
management of cardiac diseases to be brought closer to the 
patient. Point of care echo, using portable devices provide 
great potential benefits to patients allowing basic (“rule 
out”) scans to  be performed in the patient’s home. Move 
over, some patients prefer the option to have investigations 
in the community, rather than  in hospitals (a point which 
is sometimes lost on those in secondary care settings). 
With these greater opportunities for echo in these scenarios  
there are also significant challenges faced by those 
working in community cardiology clinics. These can vary 
greatly from those working in secondary care. The range 
of pathology and disease can be different and there are 
obviously no inpatient echo duties to fulfil.  Although 
detecting acute pathology is less common, community 
clinics can often be the first point of assessment for 
patients presenting with a wide range of cardiac 
pathologies. It is therefore vital that echocardiographer’s 
working in community facilities are alert to significant 
abnormalities that need urgent attention. This can be a 
challenge as there is often not the availability of rapid 
face to face review with a consultant cardiologist and 
may need review over the telephone. It is essential that 
all community echo clinics have robust structures for 
urgent review with secondary care cardiology department 
and access to urgent or emergent cardiology in patient 
referral. Here, two cases are described that presented to the 
community cardiovascular service to illustrate the potential 
benefits of echo outside the traditional hospital based echo 
lab setting.

Case One 
HOME IS WHERE THE HEART IS
A 78 year old patient contacted his primary care centre  
requesting a home visit from his general practitioner (GP).  

The patient described a 7 day history of breathlessness 
on minimal exertion. Seven days before the  visit request 
he had been discharged from the regional cardiology 
centre following an admission with an acute ST elevation 
myocardial infarction. He had received a drug eluting stent 
to a blocked left anterior descending artery. He had follow 
up planned with the cardiology team and was due to have 
a myocardial perfusion scan as an out-patient. He had 
been compliant with his prescribed secondary prevention 
medications and had a pre-discharge echocardiogram was 
reported on the discharge summary as “EF approximately 
40% with mild-moderate MR”
On examination the patient was mildly dyspnoeic at rest. 
His Blood pressure was 105/70 and pulse 90 and regular. 
Heart sounds appeared normal. Venous pressure did not 
appear elevated but there was mild ankle oedema. The GP 
has accreditation in community cardiology and performed 
an echocardiogram at the patient’s bedside with a  point 
of care echocardiogram machine (“GE VSCAN”). Figure 
one. On visual assessment, the images suggested a non-
dilated left ventricle with reduced systolic contractility 
with a thinned, akinetic apico-septal segment. The images 
were stored and reviewed on the same day with other 
members of the community cardiology team and secondary 
care consultant cardiologist. The clinical picture and 
echo images were felt to be consistent with a post-MI 

Fig. 2. Modified 3 chamber view, peformed in the echo 
department of the local hospital

Fig. 1. Apical 4 
chamber view 
performed on portable 
echo device (“GE 
Vscan”)
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ventricular septal defect and an immediate admission to 
the local secondary care hospital was arranged. An echo 
in the department at the local hospital confirmed this. The 
patient was then transferred back to the tertiary care centre. 
After consultation with the cardiothoracic team, the patient 
was manged conservatively.

Case Two
AN UNEXPECTED FINDING
A 58 year old patient, whose usual state of health was 
good, was referred to the community cardiovascular 
service with a 12 month history of palpitations. The patient 
enjoyed regular cardiovascular exercise up to moderate 
intensity without significant symptoms. A 48 hour ECG 
monitor (after a 24 hour ECG had previously failed to 
demonstrate an arrhythmia) and resting 12 lead ECG were 
unremarkable and the symptoms persisted.  Blood pressure 
was 152/80. No abnormal clinical findings were described 
on the GP referral letter but because of the persistent 
symptoms, an echo was performed in the community 
clinic.  Figure 3,4 and 5. The echo demonstrated a 
dilated ascending aorta ( 6.82cm from leading edge to 

leading edge). Body surface area was 1.8 m2. There was 
a significant aortic regurgitation  - figure 4. No dissection 
flap was seen
The patient was advised of the abnormality and the 
case was discussed over the phone with a consultant 
cardiologist at the local hospital. The key images were 
faxed over to the cardiologist and an plan was agreed with 
the patient for an urgent out-patient assessment.

Discussion
These cases demonstrate two aspects of echo in the 
community. Case one highlights the benefit of point of care 
(POC) echocardiography. There has been research into the 
benefits of POC ultrasonography  using portable devices 
and this work has looked its benefits predominantly in 
the emergency department and critical care settings 2 
and it’s use as an “ultrasonic stethoscope” 3 but little 
work as focussed on the benefits of point of care echo in 
community settings. This is mainly because there are very 
few community clinicians who are able to perform echo 
to the required standard (and have access to facilities) and 
support to complete the accreditation pathway either in 
community or full adult TTE accreditation. This patient 
was assessed rapidly in his home and the patient was 
discussed with a local cardiologist. The cardiologist 
was visiting the practice on that day for a scheduled 
multi-disciplinary team meeting and was able to view 
the images. Improvement in IT systems and web based 
viewing platforms will make this much easier. 
The patient presented in case one was clinically unwell 
and would likely have been admitted based on the clinical 
features alone but the availability of echo in the patient’s 
home allowed direct referral to the most appropriate team, 
straight from referral in to the hospital  (fulfilling the 
“=Get It Right First Time” programmes, currently being 
promoted across many specialties by NHS England3.)
Case two highlights a different challenge in community 
echo. Here, the abnormalities were unpredictable but this 
type of patient can present in any setting. The challenge 
here was the presentation of a significant abnormality 

Fig. 3. 

Fig. 5. 

Fig. 4. 
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ARE YOU SITTING 
COMFORTABLY?
I THOUGHT I WAS TOO
I am proud to be able to say that I have enjoyed working 
in the field of cardiology as a cardiac physiologist for 
the past 34 years. Queens Medical Centre, University 
Hospital Nottingham is where I started my career & I was 
there for 22 years. I spent 12 years at chief grade over all 
echocardiography services. 

I emigrated to County Waterford, Republic of Ireland 12 
yrs ago in search of a  better work/life balance. I now work 
at a senior grade 3 days a week at University Hospital 
Waterford and was able to achieved my goal. 

I always thought that I was doing all that I could to keep 
my body ergonomically in check while performing the 
many thousand adult & paediatric TTE’s during my 
career. I was unaware that during that time my spine and 
surrounding muscles were under enormous stress as I 
strived to get the best possible image which would then 
allow me to write a comprehensive echo report. 

For the majority of my career in echocardiography I have 
had no cause for concern, I continued to scan, day in day 
out, with little or no pain during or after long scanning 
session. There was the occasional twinge when I attempted 

to get usable images on morbidly obese patients as I 
stretched over the patient for the apical views. 

It was not until my late 40’s (approx 29yrs of scanning) 
that I started to experience significant shoulder pains 
during and after scanning. This was followed by episodes 
of tingling and then numbness along my right scanning 
arm. At the same time my left hip started to pain me with 
shooting pains down my left leg.

I visited various doctors, physiotherapists and a 
chiropractor and they all did what they could to relieve 
my discomfort with pain killers, back stretches, exercises 
& massages. The only consistent piece of advice they all 
gave me was to stop scanning. Unfortunately this was not 
an option as I still had a mortgage and I actually wanted to 
continue working in my chosen career. 

My usual scanning position is me sitting behind the 
patient with my right arm over the patient to access the 
patients chest area. In an attempt to release the pain my 
first thought was to try to scan from the other side of the 
patient (facing the patient) Unfortunately this didn’t work 
for me and just caused a different set of aches and pains 
with sub optimal image quality most of the time due to my 
inexperience in this scanning technique. Maybe it’s true 
that you can’t teach an old dog new tricks! I considered a 
career change but what would I do? Echo was what I was 
qualified to do and I also had many years experience in 
this field. Fortunately my manager was very supportive 
and with regular physiotherapy and chiropractor sessions I 

without the availability of expert clinical support face 
to face. An urgent phone call review was held and the 
images where sent via fax. With the increased use of web 
based platforms to review the images in real time, this 
will hopefully be a thing of the past. When significant 
diagnoses such as this are made in community settings, 
it is essential that a robust follow up plan is arranged and 
carefully discussed with the patient with follow up support 
as needed.  It is also important that referral is arranged 
and confirmed with the local hospital and a safety net of 
advice given explaining symptoms to watch for and report 
urgently to the Emergency Department.
As the quality and portability of echo machines continues 
to develop, its potential in community settings grows. 
it has great advantages over clinical assessment and 
examination alone and can expedite referral directly to 
the right medical or surgical team. With these advantages, 
there are also limitations and challenges. Despite 
improvements in hardware and software many portable 
devices are unable to perform doppler measurements 
limiting the ability to perform a thorough assessment. 
However they are used widely in emergency care 
settings to rule out significant pathology requiring urgent 
attention4  and these advantages could be brought in to the 
patient’s home.  In order for echo to be practised safely 
in community settings, it is crucial there are vigorous 

procedures and strong links with the local hospital 
cardiology department to ensure referral and follow up 
for these patients. These two cases demonstrate some of 
considerable benefits of community echocardiography. 

Andy Potter
Whaddon Medical Centre
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continued to work in echocardiography. 

3 years ago I adjusted my position on my sofa at home and 
I experienced a sharp pain in my neck/shoulder area. My 
echo session the following day was excruciating and I was 
unable to carry on working. I was off work for 6 weeks. 

MRI scans of my spine showed that I had Degenerative 
Disc Disease (DDD) with 3 bulging discs in the cervical 
region and 2 in the lumbar region, one with a 9mm tear. I 
was asked if I did any sports or horse riding which could 
have caused this type of injury but I didn’t. 

I cannot say with any certainty that the cause of my 
DDD was echocardiography but the general wear & tear 
and repetitive strain after hours of performing TTE’s is 
probably the cause in my case. Many people have DDD as 
just getting older is often the cause. 

I persevered as I wanted to keep my job so I have 
developed a method of scanning from behind the patient 
that works for me. 

My sessions learning the Alexandra Technique with a 
qualified practitioner have by far made the biggest impact 
to my life and style of scanning. It has allowed me to 
release the tension in my body, stay balanced throughout 
the scan & use minimal effort to achieve the required 
images. Pain free and on no medication with 5 bulging 
discs in my spine - long may it continue. 

Below are suggestions on how you also could become 
more comfortable during and after performing an adult 
echo list. 

•  Think all the time about letting go of the tension in your 
body and your body will follow. Learn to relax every 
muscle in your body on a daily basis.  I use meditation 
while diaphragmatic breathing. The app Headspace has 
10min sessions you can easily work into your day. 

•  Whichever way you sit in relation to the patient try to 
have your feet flat on the floor, knees inline with your 
hips and your spine in a neutral stacked position. Let go 
of any tension in your body and try to use the minimal 
amount of effort to obtain the images required. 

•  Your eyes should be inline with the monitor and the 
keyboard should be close to you to minimise reaching. 

•  Check your head position. Is it tilted forwards trying 
to get nearer the screen? This creating tension in the 
muscles of your neck and down your back. A consultant 
orthopaedic surgeon advised me to have my ears over 
my shoulders throughout the scan and at the PC when 
writing the report.  Alexandra Technique teaches you 
to balance your head at the top of your spine thus using 
minimal neck muscles. 

•  Where possible support your scanning arm. If you 
scan from behind the patient then rest your arm on the 
patients arm & chest. If you scan from the front then 
use a pillow to support your arm. Don’t hold yourself 
in a tense position, be relaxed and use minimal effort to 
obtain the images required. Don’t scan patients while 
they are in a chair. The stress/tension on your body to 
hold the positions required to scan is off the scale. 

•  Hold the transducer with your fingers close to the face 
of the transducer so that your little finger in resting on 
the patients chest allowing you to relax your hand as 
much as possible. 

•  Don’t make any 2D or Doppler measurements at 
the time of scanning. Record the image and measure 
afterwards ideally in a standing position straight onto the 
monitor & keyboard. 

•  Between scans stand and swing your arms in big circles 
alternately above your head to make the muscles in your 
shoulders move in a completely different way. Rotate 
your shoulders getting them as close to your ears as you 
can. These will help to relax your neck and shoulder 
muscles and release that tension. 

•  Attend sessions with an instructor for the Alexander 
Technique. This teaches you how to unlearn all those 
bad habits you have picked up regarding your posture 
since you started school. They will teach you correct 
posture which should take no effort and how to balance 
your head & body to move freely. 

•  If your neck and back are painful then do stretching 
exercises daily. A physiotherapist can advise you or take 
up Yoga. Regular massage also helps relieve all that 
tension you are holding in your muscles

•  If staffing levels permit only scan for up to four hours a 
day and keep portable echo sessions to a minimum. 

•  If the patient is obese get what images you can without 
over stretching and causing yourself any pain. For 
an experienced echocardiographer if the image is not 
there within a few seconds then it’s probably not there, 
move on to the next window. If staffing levels permit 
get someone to help you operate the machine while you 
scan from a more comfortable position. Ensure that your 
report reflects the limited images obtained and suggest 
they try another imaging modality.

I hope you find this helpful. We are a small number of 
specialist practitioners in this vital area of cardiology so 
it’s important we all do what we can to keep scanning 
for as long as we can and maybe actually enjoy an echo 
session again pain free. 
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TOE GUIDED 
PERCUTANEOUS LEFT 
ATRIAL APPENDAGE 
OCCLUSION
The management of patients at high risk of thrombo-
embolic events due to atrial fibrillation and a history of 
bleeding can be challenging. The options for management 
include use of anticoagulation but this places the patient at 
high risk of bleeding events. There is also the option of not 
using anticoagulation but this leaves the patient exposed 
to the risk of thromboembolic events. Balancing the risks 
of bleeding and thromboembolic events is a dilemma that 
clinicians frequently face. The relatively recent development 
of left atrial appendage (LAA) closure devices provides an 
alternative approach to reducing thrombotic risk without 
the increased bleeding risk from anti-thrombotics. These 
devices can be delivered percutaneously safely under 
transoesophageal echo (TOE) guidance. 
A number of devices are currently available, the device 
which has been used most often in our institution is the 
Amplatzer, Amulet device. A large retrospective multicentre 
analysis has been carried out comparing outcomes for 
patients with an Amplatzer device to the predicted event 
rate for thromboembolic stroke (calculated using the 
CHADSVASC scoring system). The annual event rate, post 
device closure, for systemic thromboembolism was 2.3% 
and the annual event rate for major bleeding was 2.1% 
equating to a 59% and 61% risk reduction respectively 4. 
PROTECT AF and PREVAIL are the two largest prospective 
randomised controlled trials to date. These trials compared 
LAA occlusion to warfarin therapy. In summary, PROTECT 
AF showed non- inferiority of device closure compared to 
warfarin and demonstrated better procedural outcomes with 
increased operator experience.
Here we describe the management of a high risk of embolic 
event atrial fibrillation patient who underwent this procedure 
with TOE guidance.
A 67-year-old male presented to his cardiologist in August 
2016 with Atrial Fibrillation (AF) and a high predicted 
risk for thromboembolic events (CHADSVASc score 
= 6, equating to an annual stroke risk of 9.8%). He had 
suffered a cerebral haemorrhage in 2013 with further 
microbleeds evident on MRI placing him at increased risk 
of further brain haemorrhage. He was therefore considered 
unsuitable for long term oral anticoagulation and referred for 
percutaneous left atrial appendage occlusion.

The procedure was carried out under general anaesthesia, 
with TOE guidance. A 28mm Amulet™ device was 
deployed to the left atrial appendage. This device (Fig 1) is 
designed to completely seal the left atrial appendage at the 
ostium .
The left atrium was accessed via trans-septal puncture using 
a BRK-1 transeptal needle and an 8F SL-1 transeptal sheath 
from the right femoral vein. The atrial septal puncture is 
ideally performed under echocardiographic guidance to 
allow targeting of the inferior  and posterior aspect of the 
interatrial septum.
The device was sized using intra-operative TOE. The 
Amulet device comes in 8 sizes ranging from 16 mm to 
34 mm, sizing is usually guided by TOE with or without 

Fig. 1. AMPLATZER™ Amulet™ Left Atrial Appendage 
Occluder from Abbott Vascular

Fig. 2. 2D TOE image of the left atrial appendage

Fig. 3.  Sizing of the LAA. The measurement is taken 
10mm distal to the orifice of the appendage which is the 
‘landing zone’ of the amulet device.

Fig. 3. 3D Derived measures of LAA
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of the appendage utilising both 2D and 3D imaging. It is 
then used to guide the trans-septal puncture and subsequently 
the delivery of the device into the correct position. Accurate 
sizing and pre-deployment stability checks minimize the risk 
for device embolization. In addition, echo is used to assess 
for other potential complications which may occur during 
the procedure these being principally a hemopericardium 
which may progress to tamponade or instability of the 
deployed device. CT imaging is also having an increasing 
role for pre-operative sizing of devices.
Safe delivery of these devices requires the participation of 
echocardiography in the form of transoesophageal imaging 
within the catheter laboratory environment.  Collaboration 
between imaging and intervention is rapidly becoming an 
accepted joint modality within modern cardiology. TOE 
involvement with TAVI procedures has become established 
practice. Atrial appendage occluder deployment is another 
example of cooperation between the subspecialties. Further 
examples are on the horizon with mitral and tricuspid valve 
interventional techniques. Additional future techniques may 
also include intra-cardiac echo or trans-nasal TOE, aiding 
the potential for procedures to be carried out using conscious 
sedation.

C Oxley, W Winder, R Butler, A Large
University Hospitals of North Midlands
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fluoroscopy. Figure 2
 shows a 2D image of the left atrial appendage. The typical 
sizing procedure is performed in multiple planes with 
measurements taken 10mm distal to the ostium of the 
LAA (figure 2). The device is sized such as to be 2-4mm 
larger than the largest measured diameter (figures 2 & 3). 
3D derived measurements can be useful for sizing, and for 
demonstrating the shape of the appendage. In this example, 
the ostium of the appendage was oval which has significance 
because the disk of the device is circular and the oval-
circular mismatch may explain the presence of peri-device 
residual leaks. 
The device is a self-expanding, nitinol mesh graft made of 
two parts. The “lobe” is fixed to the body of the appendage 
and the “disc” which covers the orifice. Once implanted, the 
device is initially coated by fibrin and subsequently covered 
by endocardial cells forming an endocardial lining. This 
effectively seals the appendage from circulating blood.
Figure 4 is a 2D image of the device in situ. The disc can 
clearly be seen with a concave appearance whilst the lobe 
has been measured to show compression of the device, 
inferring stability. Figure 5 shows a “en face” view of the 
deployed device acquired using real-time 3D imaging. 
Figure 6 shows the expanded device on fluoroscopy prior to 
deployment.

The above describes the standard procedure with no 
periprocedural complications. Patients are usually 
discharged later on the day of the procedure
Immediately prior to the procedure the role of TOE 
is to characterize the left atrial appendage, facilitate 
understanding of the anatomy and exclude thrombus, 
reducing the risk for peri-procedural thromboembolic 
events. During the procedure TOE is used for accurate sizing 

Fig. 6. Fluoroscopic view of the device during 
deployment. Both the disc and the lobe of the device can 
be seen, still attached to the delivery catheter.

Fig. 4. LAA occluder in position

Fig. 5. 3D acquisition of LAA occluder device in position
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CAUGHT IN THE ACT: 
IMPENDING PARADOXICAL 
EMBOLISM – IPDE (SERIAL, 
REAL TIME IMAGES OF A 
THROMBUS TRAVERSING FROM THE 
RIGHT TO LEFT ATRIUM ACROSS A 
PATENT FORAMEN OVALE)
Introduction
Paradoxical embolism is an important clinical entity 
among patients with venous thromboembolism in the 
presence of intracardiac or pulmonary shunts. The clinical 
presentation is diverse and potentially life-threatening. 
Although the serious nature and complications of 
paradoxical embolism are recognised, the disease entity is 
still rarely considered and remains under-reported. 
Paradoxical embolism refers to the clinical phenomenon of 
thromboembolism originating in the venous vasculature 
and traversing through an intracardiac or pulmonary shunt 
into the systemic circulation. The clinical diagnosis 
requires a venous source of embolism, an intracardiac 
defect or a pulmonary fistula, and evidence of arterial 
embolism. Depending on the site of embolisation, 
paradoxical embolism may result in neurological deficits 
related to ischaemic stroke, chest pain and 
electrocardiographic changes indicative of myocardial 
infarction (MI), acute abdominal pain due to 
gastrointestinal ischaemia, back pain and haematuria as a 
result of renal infarction, or cold and pulseless extremities 
secondary to peripheral arterial occlusion.
According to Johnson1  Paradoxical embolism (PE) can be 
presumed in the presence of the following triad or when 2 
of the 3 criteria are fulfilled: (1) venous thrombosis and / 
or pulmonary embolism; (2) abnormal right-to-left shunt 
(usually cardiac, rarely pulmonary); and (3) systemic 
arterial embolus that did not arise from the left side of the 
heart. To be “proven,” a venous thrombus should be found 
lodged in the intracardiac shunt. First described by 
Cohnheim2  in 1877, PE remained a postmortem finding 
until 1930.
The advent of echocardiography has led to more frequent 
detection of impending paradoxical embolism, but it is rare 
to see a thrombus wedged through a patent foramen ovale 
(PFO). Management of this potentially life threatening 
condition is controversial. We report a case of a patient 
who presented in emergency department with only initial 
symptom of dyspnoea and was found to have an embolus 
that was overriding a PFO which was detected by 
echocardiography and successfully treated with 
thrombolysis.  

Case Report 
This 50 year old gentleman was admitted with 4 weeks 
history of intermittent and gradual worsening in shortness 
of breath (SOB). His blood pressure was 75/50mmHg; 
ECG showed inverted T waves in precordial leads and 
incomplete right bundle branch block (RBBB). His past 
medical history was remarkable for diffuse large B cell 
non-Hodgkin’s lymphoma status post six cycles of 
R-CHOP chemotherapy and radiotherapy in 2007, lung 
fibrosis secondary to radiotherapy, previous autoimmune 
haemolysis, idiopathic thrombocytopenia purpura ITP 
(Evans syndrome), previous sub-acute intracerebral 
infarct, recent unprovoked DVT treated with 
Rivaroxaban. He denied any recent long distance plane or 
car travel, prolonged periods of immobility, or recent 
accidents or surgery. 
He underwent Trans Thoracic Echocardiography (TTE) 
which showed a large serpentine thrombus in his right 
atrium, that was traversing the PFO into the left atrium 
through interatrial septum with further extension through 
mitral valve and almost into the left ventricle. Images 1, 
2 and 3.
This patient’s risk of embolisation and stroke was very 
high. There were no echocardiographic features 
suggestive of pulmonary embolism but the right atrial 
(RA) thrombus was mobile with high potential to 
obstruct right atrial and right ventricular outflow.  
Emergent operation was most suitable treatment strategy 
in this situation in an attempt to prevent an impending 
pulmonary or systemic embolisation. Surgical 
embolectomy whilst considered was a difficult option in 
view of lack emergency cardiac embolectomy facility 
and due to patient’s unsuitability because of radiotherapy 
induced pulmonary fibrosis. As the patient was in a 
haemodynamically compromised condition, after lots of 
deliberation patient was considered for thrombolysis.
Patient was consented after explaining about the high 
theoretical risk of thrombus fragmentation (followed by 
pulmonary and systemic embolisation) and thrombolysed 
with recombinant tissue plasminogen activator (rt-PA). 
He suffered a transient ischaemic attack (TIA) during the 
thrombolysis but recovered completely within 20minutes. 
A CT head and CT angiogram of his cerebral vessels 
didn’t show any abnormality. 
Transoesophageal echocardiogram (TOE) performed 
after thrombolysis showed a small residual thrombus in 
the right atrium, affix to patent foramen ovale  Image 04.  
A bubble saline contrast echocardiogram study with 
agitated saline contrast medium confirmed the presence 
of right-to-left shunting across PFO with evidence of 
interatial septum aneurysm  Image 05 , The rest of his 
heart was structurally normal. The Patient also received 
low-molecular- weight heparin  during his stay and 
discharged from hospital with uneventful recovery on 
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maintenance anticoagulation therapy with Warfarin (with 
targeted international normalised ration 2.0 - 3.0) and was 
also considered for a PFO closure device. He was also 
discussed with haematologists who were happy with 
warfarin as long as his platelet count doesn’t drop. 
A thrombus entrapped in a patent foramen ovale (PFO) is a 
rare but clinically well recognised entity. Paradoxical 
embolism has been postulated as a potential mechanism 
for stroke in patients with PFO, but documented cases 
including a “trapped” thrombus and DVT are rare. The 
transit of a thrombus across a PFO has been 
serendipitously documented on imaging studies on 
extremely rare instances. In the literature, various terms 
have been used to describe this phenomenon, including 
thrombus in transit, impending paradoxical embolism, or 
thrombus straddling in patent foramen ovale. The first 
diagnosis by echocardiography of a thrombus straddling a 
patent foramen ovale was reported in 1985. Most cases 
have been reported at autopsy only after finding a patent 

foramen ovale and arterial emboli. 

Patent Foramen Ovale

By far the most common intracardiac shunt is a PFO, 
which is formed by the left-sided interatrial septum 
primum and the right- sided interatrial septum secundum. 
In foetal life, the foramen ovale shunts blood from the 
right atrium to the left. Normally, fusion of the septum 
primum and septum secundum occurs shortly after birth, 
once left atrial pressure exceeds that on the right, but in 
approximately 27% of the adult population fusion is 
incomplete, resulting in a patent foramen ovale.  Most 
patients with a patent foramen ovale are asymptomatic, 
but rarely, the opening is associated with cryptogenic 
strokes, decompression sickness, migraines, vascular 
headaches, and air embolism.

The prevalence of a PFO appears to decrease with 
increasing age, with an incidence of 34% during the first 
3 decades, 25% during the third to seventh decade, and 
<20% among octogenarians. Under physiological 
conditions, a pressure gradient is maintained between the 
left and the right atrium, which results in passive closure 
of the PFO. In the case of increased right atrial pressure 
exceeding left atrial pressure (as observed at the end of 
valsalva manoeuvres such as coughing, sneezing, 
squatting, defecation or micturition), a transient right-to-
left shunt may occur carrying particulate matter such as 
thrombi into the systemic circulation. A permanent 
increase in right-sided cardiac pressures, as observed 
after pulmonary embolism or other causes of pulmonary 
arterial hypertension, results in a significant and possibly 

Image 1. Thrombus in RA (5-chamber view) 

Image 1. Extension of thrombus across mitral valve 
(apical 3 chamber view) 

Image 2. Mobile thrombus traversing through mitral 
valve (4-chamber view) 
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permanent right-to-left interatrial shunt, thereby increasing 
the risk for paradoxical embolism3. Patients with a larger 
PFO size (>4 mm)4 and a greater degree of right-to-left 
shunt as assessed by crossing microbubbles are at 
particular risk to experience paradoxical embolism. 

There are some additional anatomical variations that are 
frequently associated with PFO: 

•     A Eustachian valve (Fig. 2) is an embryonic remnant 
of the right valve of the sinus venosus that in utero 
directs oxygenated venous blood from the inferior 
vena cava to the foramen ovale. The Eustachian valve 
gradually disappears after delivery in the majority of 
individuals; however, residual and prominent remnants 
may direct venous blood to the fossa ovalis and cause 
significant right-to-left shunt in some individuals. This 
keeps the foramen patent. PFO and residual prominent 
Eustachian valves thus frequently coexist (70%) and 

constitute a common finding among patients with 
presumed paradoxical embolism. 

•     A Chiari network is another embryonic remnant of the 
right valve of the sinus venosus and is observed in 
approximately 2% to 4% of the general population. 
Whereas the Eustachian valve is a tenuous, valve-like 
ledge, the Chiari network contains a reticulated 
complex of threads and fibres in the right atrium that 
results from incomplete resorption during embryonic 
heart development. Although the Chiari network 
usually is an incidental finding on echocardiography, it 
is frequently associated with PFO (83%), a significant 
right-to-left shunt (55%), or an ASA (atrial septal 
aneurysm - 24%)—all facilitating paradoxical 
embolism. 

•     An ASA (atrial septal aneurysm) describes a floppy, 
undulating portion of the septum primum in the central 
region where it overlies the septum secundum. Defined 
as atrial septal excursion >10 mm with a base diameter 
>15 mm, it is as frequent as 2% in clinical studies. An 
ASA begets an adult PFO, and the majority of patients 
with an ASA indeed have a PFO. Typically, such a PFO 
is larger than a PFO without ASA, it may open with 
every heartbeat, and it is associated with an increased 
risk of paradoxical embolism. 

Management options of right atrial thrombus 
demonstrated by echocardiogram
Right atrial thrombus occurs in 4–8% of patients with acute 
PE. Two main types of thrombus have been described: Type 
A has high early mortality and consists of long, thin, 
worm-like mobile thrombi associated with clinically severe 
PE. Type B consists of immobile, non-specific thrombi with 
absence of associated PE in 60% of cases and low early 
mortality5. Small proportions of thrombi are intermediate 
in character (Type C), being mobile but not worm-like in 
shape, and have the potential to obstruct right atrial or 
ventricular outflow. 
The optimal management of patients with right atrial 
thrombus is unclear.6 A systematic review of 177 cases 
observed lower mortality in patients receiving thrombolysis 
(11%) compared with anticoagulation (29%) and surgery 
(24%).7 In a series of 16 consecutively thrombolysed 
patients, right atrial thrombus disappeared in all patients 
within 24 hours with 30-day survival of 100%.
Management options of biatrial thromboembolus caught in 
transit across a patent foramen ovale (Impending 
Paradoxical Embolism - IPDE)  
Paradoxical embolism was first described by Connheim in 
18772  and is defined as the embolic entrance of venous 
thrombosis into the systemic circulation through a right to 
left intracardiac shunt. This is mostly a presumptive 
diagnosis, while definite cases demonstrating a thrombus 
traversing the PFO are very few. Echocardiography, 

Image 4. Small residual thrombus affixed to patent 
foramen ovale (bicaval view)

Image 5. Positive bubble study indicating presence of 
PFO (bicaval view)
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especially TTE, plays a main diagnostic tool in recognising 
this potentially life-threatening, but treatable, condition.
At this time, no controlled trials for the treatment of IPDE 
have been performed. Farfel et al.8 describe 49 patients 
with RA thromoemboli. Patients who received surgical 
embolectomy had a 15% mortality rate. Those treated 
medically with thrpmbolytic agents, anticoagulants, or best 
supportive therapy had a 50% mortality rate. Four patients 
in this study had IPDEs. Of these, 3 were treated surgically 
and survived, and 1 was treated unsuccessfully with 
streptokinase. These authors thought that IPDE was best 
managed surgically. Similar data were reported by 
Armstong et al 9.

In their meta-analysis of 71 studies, Kinney and Wright10 
report an overall mortality rate of 31% for patients with 

intracardiac clot. The presence of Pulmonary Embolism 
(PE) in conjunction with atrial clot significantly 
increased mortality, They found no difference in survival 
whether the patient was treated medically or surgically, 
and conclude that drug therapy should be chosen.  In 
special situations, such as refusal of an operation by the 
patient, thrombolysis may be an alternative in the 
absence of contraindications11. In IPDE, thrombolysis 
has the additional advantage of treating the PE and 
reducing pulmonary artery pressure. Thrombolysis may 
decrease the incidence of recurrent paradoxical 
embolism and increase the patient’s chance of surviving 
recurrent PE.

Suggested approach

The clinical consequences of thrombi in transit depend 
upon clot size and overall clot burden. Sudden 
cardiovascular collapse is the worst outcome if the clot 
compromises the circulation in the heart or in pulmonary 
circulation. Therefore, clot in transit is considered to be 
an extreme therapeutic emergency. Case series reported 
high in-hospital mortality of 44.7% due to sudden 
pulmonary embolism and overall mortality rate in 
patients with right heart thrombi in transit has been 
reported as 28% and as high as 100% in untreated 
patients. Presentation in such patients varies from mild 
respiratory symptoms and systemic embolisation to 
cariogenic shock and sudden death.

Thrombolysis is suggested for type A thrombus while 
type B thrombus may be treated with anticoagulation 
alone. Surgical embolectomy is suggested for thrombus 
straddling a PFO; if this is not available then 
anticoagulation alone is a reasonable approach unless 
thrombolysis is indicated due to the severity of the 
underlying PE. Surgical embolectomy is suggested for 
type C thrombus if the thrombus is extremely large and 
associated with risk of right atrial or ventricular outflow 
tract obstruction should it dislodge.

Management in an individual patient will require clinical 
assessment of risks and benefits and will also depend on 
local availability of therapeutic interventions. 
Treatments including thrombolysis, anticoagulation, and 
embolectomy should be individualised. Long term 
anticoagulation therapy is recommended to prevent the 
recurrence of paradoxical embolism, especially in 
patients with an intracardiac communication or 
persistent risk factors for re-thrombosis.

Haroon Zafar
Russell’s Hall Hospital
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ECHO FINDINGS IN 
MYOCARDITIS
Acute myocarditis describes inflammation of the 
myocardium, classically resulting in chest pain, and 
a variable degree of ECG changes and rise in cardiac 
enzymes. In older patients it is often necessary to first 
exclude coronary disease, as the main differential 
diagnosis in these patients is acute coronary syndrome. 
Diagnosis is sometimes challenging, and echocardiography 
plays an important role in evaluation, particularly as 
myocarditis can result in LV dysfunction that can be severe 
in nature.
There is no single pattern of echaocardiographic 
abnormality in patients with myocarditis. The LV wall 
thickness can appear normal or hypertrophic, the latter 
being explained by the tissue oedema that results from 
myocardial inflammation. In fact the wall thickness may 
be increased by up to 4mm during the acute phase of 
myocarditis. In some patients the increase in thickness can 
be assymetric, in a pattern that can mimic hypertrophic 
cardiomyopathy.
The LV dimensions can be normal or dilated. Regional 
wall motion abnormalities (RWMA) can span the entire 
spectrum of hypokinesia, akinesia, and dyskinesia, and 
can mimic those of an acute myocardial infarction. As 
with other conditions resulting in severe wall motion 
abnormalities, ventricular thrombi can form.
Of patients who have RWMA, the mid inferior and 
inferolateral segments appear to be most frequently 
involved. There is no correlation between the degree of 
troponin rise and the extent of RWMA. The average EF 
in one study involving 23 patients, who had their echo 
within 24 hours of presenting, was preserved at 55%1. 
It is interesting that there often is not much in the way 
of echocardiographic clues in patients with myocarditis. 
In this particular study it should be emphasised that the 
patients were well enough to have a cardiac MRI. It is 
apparent from cardiac MRI imaging that the oedema 
from acute myocarditis affects mainly the subepicardium, 

whereas wall motion abnormalities reflect subendocardial 
dysfunction.
There are echocardiographic techniques available to 
detect more subtle myocardial dysfunction. Longitudinal 
myocardial strain is abnormal in patients with myocarditis 
who have no RWMA. It even correlates in wall segment 
distribution to oedema on cardiac MRI. Tissue Doppler 
velocities are also abnormal, being reduced in the 
inferoseptal and anterolateral LV walls, again in the 
absence of RWMA.
Fulminant myocarditis describes a severe form of the 
condition, in which the patient has a rapid onset of illness 
and often presents in a critical condition from cardiogenic 
shock and / or life-threatening ventricular arrhythmia. 
In this case the LV can have near- normal diastolic 
dimensions, or have a dilated cardiomyopathy appearance.
It is essential to assess the right heart, as impaired RV 
function carries a significantly worse prognosis. It is 
associated with a lower LV ejection fraction, and is also an 
independent predictor of death or cardiac transplantation. 
The most widely used method of measuring RV function in 
this scenario is TAPSE, and a cut-off of ≤ 1.7cm has been 
shown to have the most powerful predictive value.
Summary
Echocardiography is an essential component in the 
evaluation of the patient with suspected myocarditis. It can 
range from showing a severe dilated cardiomyopathy with 
RV involvement, to a virtually normal study. Techniques 
such
as tissue Doppler and strain can unmask more subtle LV 
dysfunction which would not be appreciated by analysis of 
ejection fraction or wall motion alone.

Sitara Khan
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FRONT COVER
There are no prizes for identifying the presence of an Atrial 
Septal defect on the front cover of this edition of ECHO.
The incidental finding of an adult with an ASD is not rare but far 
less common these days as most are identified and dealt with in 
childhood. Occasional ones slip through the net principally 
because it is invariably an asymptomatic condition until well into 
adulthood and the soft ejection systolic murmur, being less 
obvious than a valve defect murmur can be missed if only a 
cursory clinical examination is undertaken. This would appear to 
be the explanation in this case as the patient when referred for 
this echo study was well advanced in her second pregnancy. By 
inference, on all her previous medical examinations including 
those related to her care during her first pregnancy, the physical 
signs of her ASD had been missed. The echo referral on this 
occasion was not on the basis of a murmur being detected but 
because she had become unduly breathless even allowing for the 
pregnancy.
This brings us to the natural history of an ASD which , as 
mentioned is an asymptomatic condition in the vast majority of 
patients until middle age or later. The reason is that the thin 
walled right ventricle which distends more readily than the left 
ventricle, by gradually and progressively dilating allows more left 
atrial blood to flow across to the right atrium and ventricle. 
Blood, like water will take the easiest or less resistance route. 
Progressing through childhood to adult status this process permits 
the left to right shunt to increase together with the natural 
contribution of the heart growing. The physical signs of an ASD , 
these being principally a pulmonary flow murmur and a fixed 
splitting of the second heart sound will imply a shunt of 1.5 to 1 
or greater. It is interesting that when an ASD patient is studied by 
a full invasive cardiac catheterisation study (which is rare these 
days) the pulmonary vascular resistance is lower than normal, the 
lungs being able to cope with 2 or 3  or more times the volume of 
blood per minute than they were designed for. When the shunt is 
in excess of 2 to 1, the increased blood flow from the right atrium 
to right ventricle can be detected clinically by a tricuspid diastolic 
murmur. It is a common misunderstanding that the ASD itself 
produces the systolic murmur, no murmur is generated by the 
ASD itself. It is the increased flow through the pulmonary valve 
which generates the murmur.
Returning to echocardiography, the above mentioned dilatation of 
the right ventricle is often the first echo “clue” that an ASD may 
be present. An enlarged right ventricle requires an explanation 
and looking for or excluding an ASD, particularly in a young 
adult should be top of the list.
With the right ventricle dilated, a study of the intra ventricular 
septum is next as it may display reversed septal motion. This 
indirectly is reflecting right ventricular volume overload. A slight 
increase in pulmonary velocity may be noticed.
Commonly, an adult with an ASD with a significant shunt, if not 
identified incidentally e.g. by cardiomegaly on a chest X ray, 
may, after the 5th decade of life present with the consequences of 
the ASD either in the form of atrial fibrillation or recurrent 
respiratory infections (related to increased pulmonary 
vasculature). However, there are some who in earlier adulthood, 
perhaps after the 3rd or 4th decade, develop a rise in pulmonary 
vascular resistance resulting in pulmonary hypertension. There is 
a marked difference in that those who develop pulmonary 
hypertension are invariably female outnumbering males by a 2 to 
1 or greater ratio. This again is unexplained.
The patient whose images are reproduced here was found at this 
initial presentation to unfortunately have already developed an 
increase in pulmonary vascular resistance with her pulmonary 
arterial systolic pressure from the tricuspid regurgitant signal 

being in the region of 75mmHg.
This really unfortunate situation could have been avoided had her 
ASD been diagnosed and treated earlier, even if delayed to early 
adult life. Hence the importance to clarify if right ventricular 
dilatation is detected in an asymptomatic young adult, whether or 
not an ASD is present. The flow through an ASD is not always 
immediately obvious and can be difficult to identify with usually 
the best echo imaging being subcostally. A high or sinus venosus 
atrial septal defect may sometimes be impossible to identify by 
transthoracic echo imaging, but if right ventricular dilatation 
exists and is unexplained then recommend on your echo report 
that further investigation is required, the next step being a bubble 
contrast study to identify or exclude an atrial communication.   

Gordon Williams, Editor

Image 3. Colour Doppler imaging highlighting blood flow 
from the left to the right atrium through a central atrial 
defect on a subcostal view.

Image 1. Dilated RV (arrowed)

RV

LV

Image 2.  PSAX view.    Septum compressed towards the 
LV reflecting increased RV pressure

SEPTUM LV
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CASE REPORTS
1) Takotsubo 
Cardiomyopathy in Men 
- An Underdiagnosed 
Condition
An 82 year old man was admitted with chest pain which 
started as he was performing some DIY tasks.The pain 
was relieved by sublingual GTN. Serial ECGs showed 
flattening of T- waves in the lateral leads (fig 1). Troponin 
was 775 (ng/L). Coronary angiography (fig 4) showed non 
flow-limiting disease with a 40 % proximal RCA stenosis, 
mild proximal Cx disease, mild proximal LAD atheroma, 
40-50 % mild LAD lesion, diffuse LAD atheroma and mild 
proximal disease in a diagonal branch. Echocardiography 
revealed moderate left ventricular systolic dysfunction 
with apical hypokinesis. (fig 2) . Given the patient’s 
age, we felt that the most likely diagnosis was a Non ST 
elevating myocardial infarction secondary to acute plaque 
rupture and he was therefore managed as such with dual 
antiplatelet therapy and long term statins in addition 
to beta blockers and ACE inhibitors. We organised an 
outpatient MRI scan which was performed four months 
after discharged and surprisingly showed normal LV 
function with no regional wall motion abnormality or scar 
(fig 3). In view of the absence of scar and normalisation of 
LV function, the final diagnosis was changed to Takotsubo 
cardiomyopathy.

Discussion
Takotsubo cardiomyopathy (TC) or syndrome was 
first described more than two decades ago by Dote and 
colleagues in Japan, but has since been increasingly 
recognised around the world.  Takotsubo is the Japanese 
name for a traditional octopus trapping pot that has a round 
bottom and narrow neck, resembling the appearance the 
left ventricle during the acute presentation.
This is a particularly interesting case as Takotsubo 
cardiomyopathy (TT) is usually thought to affect post-
menopausal women. Our patient was an elderly man and 

this is why we did not entertain the diagnosis at the outset. 
As a result of this case, we were interested in reviewing 
the literature on the incidence and clinical features of 
Takotsubo cardiomyopathy in men.
Takotsubo cardiomyopathy is characterised by transient 
but ultimately reversible (usually apical) myocardial 
dysfunction which is accompanied with symptoms of 
chest discomfort, ECG changes and a rise in cardiac 
biomarkers. Coronary angiography usually fails to identify 
an implicating flow limiting-lesion. The hallmark of this 
condition is that the myocardial dysfunction as seen on 
echocardiography is seen to normalise within 3 months. 
Typically, no scar is seen in the area of myocardial 
dysfunction on MRI. It is usually thought to be caused 
by extreme stress and a consequent huge surge in 
catecholamines which result in a chemical myocarditis 
and transient stunning of the myocardium. Whilst the 
typical Takotsubo (TT) patient is most commonly a post-
menopausal woman who has experienced an intensely 
stressful emotional event, it has also been described in 
men. 2, 3, 6

Takotsubo syndrome is estimated to represent 
approximately 1–3% of all patients presenting with a 
suspected STEMI. There appears to be a very uneven sex 

Fig. 1. Sinusal rhythm, T wave negative in D I, D II, D 
III, aVF, V5, V6

Fig. 2. Apical four chamber diastolic phase

Fig. 2. Apical four chamber systolic phase
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distribution with a 9:1 female to male preponderance as it 
is showed in the International Takotsubo Registry. 4, 5

In a case series from Western countries, the percentage of 
men experiencing TT ranged from 4.4% to 12.7%.  In Asian 
studies, the proportion of men with Takotsubo is higher 
at 13% to 35%. This difference may be explained by the 
observation that in Asia, male patients are more likely to 
undergo emergency coronary angiography. It is also possible 
that as men are more likely to die before presentation or 
during the acute stage of presentation, the true prevalence 
in men is underestimated. The oldest male patient with a 
diagnosis of Takotsubo was 95 years of age. 1, 5, 7, 8

Whilst emotional triggers tend to be implicated in women, 
physical triggers seem to be more prevalent in men. Such 
triggers include acute respiratory failure, post trauma, CNS 
conditions (stroke, head trauma, migraine, intracerebral 
haemorrhage, seizures or psychiatric diseases), 
malignancies, sepsis and post-surgery. This leads further 
credence to a finding from a Japanese registry which noted 
that men were more likely to suffer a Takotsubo event 
whilst in hospital whereas in women, the event was more 
likely to occur out of hospital. 8

Whilst both men and women present in a similar manner 
with chest discomfort, it appears that men are less likely to 
have ST elevation on ECG compared to women. However 
men in general appear to have greater increase in cardiac 
biomarker levels compared to women. 9, 10

In a study of 1750 Takotsubo patients (10.2% male), 

Templin et al found that men were more lileky to suffer 
severe complications such as ventricular tachycardia (3%), 
ventricular thrombus, ventricular rupture and in-hospital 
death. In addition, men had increased rates of death from 
any cause and major adverse cardiac and cerebrovascular 
events during long-term follow-up. 1

Fig. 3. MRI scan systolic phase

Fig. 3. MRI scan diastolic phase

Fig. 4.

Left
Ventriculography

Left 
Coronarography

Left 
Coronarography

Left 
Coronarography

Right 
Coronarography
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Transthoracic echography provides a quick method of 
diagnosing wall-motion abnormalities typically seen in 
Takotsubo, specifically hypokinesis or akinesis of the 
midsegment and apical segment of the left ventricular. 
Perhaps most important, these wall-motion abnormalities 
extend beyond the distribution of any single coronary 
artery.
This case and review highlights the importance of 
considering Takotsubo cardiomyopathy in the differential 
diagnosis in men who present with chest pain, ECG 
changes, a rise in biomarkers and LV dysfunction who 
are subsequently not found to have flow limiting disease 
on coronary angiography. This is important because 
Takotsubo patients do not benefit from dual antiplatelet 
therapy or long term statins which may be otherwise 
prescribed in this patient group. 
In this context, it is vital to perform an echography soon 
after admission, therefore reducing the risk of such a 
serious disease remaining under-diagnosed.

Vlaicu Tudor, Lupu Aurica
University of Medicine and Pharmacy of Tîrgu Mureş 
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2) Left ventricular non 
compaction in patient with 
progressive chronic kidney 
disease
48 years old afro-Caribbean male with background 
medical history of progressive chronic kidney disease, 
Diabetic on insulin, hypertension and proliferative diabetic 
retinopathy. No family history of clinical importance.
He came to the hospital with increasing shortness of 
breath, paroxysmal nocturnal dyspnoea, orthopnoea and 
peripheral oedema.
Tranthoracic Echo. Raised a suspicion of increased LV 
trabeculations with possible LV non compaction VS 
infiltrative disease (for example amyloidosis).Mild-
moderate decrease in the LV systolic function and severe 
diastolic dysfunction .Minimal pericardial effusion.
Cardiac MRI was requested by the cardiology team. The 
patient was investigated by the renal team for possible 
renal amyloid especially with the steady decline in his 
kidney function over the last 4 years, but later the renal 
team attributed the decline in kidney function to diabetes 
rather than amyloidosis. 
Cardiac MRI results came to rule out amyloidosis and to 
confirm an underlying non-compaction cardiomyopathy. 

Discussion 
LV( Left ventricle) non compaction is a rare form of 
cardiomyopathy ,it has been reported more and more 

nowadays because of the increased awareness regarding 
this condition .
LV non compaction or spongy myocardium is featured by 
two layers of myocardium with compacted outer layer and 
non-compacted inner layer and excessive LV trabeculation 
(Fig.1) with deep intertrabecular cavity which is in contin.
uous with the LV cavity but not with the epicardial 
coronary arteries 1. It affects the LV in most cases although 
it may affect both ventricles and the RV (right ventricle) 
only 2. The diagnosis of LV non compaction is merely 
based on the LV morphology and its association with 
impaired LV function isn’t deemed necessary 3.

 
Fig.1 .Apical 4 chamber view showing prominent left 
ventricular (LV) trabeculae from lateral wall to apex.
Echocardiography is currently the key to make the 
diagnosis of non-compaction. The diagnostic criteria is 



Fig. 3-5. Contrast enhanced images showing the 
trabeculaion in different views (Apical 4, Apical 2 and 
short axis at papillary muscle level)
Cardiac MRI is another tool to confirm the diagnosis 
especially in patients with poor apical window. Cardiac 
MRI will show the trabeculations and the extent of these 
trabeculations to which particular walls .Trabeculated 
myocardium  above 20 % to the total mass showed higher 
sensitivity to predict LV non compaction 6. (Fig.4)

 Fig. 6. 4-chamber CMR image showing the 
trabeculaions extending from the apical septum clockwise 
to the lateral LV wall
Differential diagnosis of LV non compaction is thrombi, 
false tendons, dilated cardiomyopathy, apical hypertrophic 
cardiomyopathy and intracavitary abscess.
Niemann M et al., used tissue Doppler to differentiate 
between dilated cardiomyopathy and isolated LV non 
compaction 6.

Management of LVNC 
Management of patients with LVNC is based on the 

based on the ratio between the mass, volume and thickness 
of non-compacted to the compacted LV 4. Others use a 
ratio of 2 in end systole between the non-compacted to the 
compacted layers 5. The colour doppler used to depict the 
blood flow through the intraventricular trabeculations (fig. 
2).LV contrast agents can be used in patients with poor 
windows and to confirm the diagnosis (fig.3).

  
Fig.2. Colour flow Doppler showing blood flow deep into 
the LV intra-trabecular recesses.
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Fig. 4.

Fig. 3.

Fig. 5.
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presence of symptoms of heart failure and if there is 
significant arrhythmias warrant ICD insertion or not. 
There is an increased risk of systemic thromboembolic 
complications, however anticoagulation is still 
controversial.
Echocardiographic screening for family members is 
essential because the symptoms are variable and there is a 
risk of heart failure and sudden cardiac death as well 8.                        

Maged El-Gaaly, Grace Campbell, Reinette Hampson
London North West University Health Care

References
1. Jenni R., Oechslin E.N., van der Loo B. (2007) Isolated 

ventricular non-compaction of the myocardium in 
adults. Heart 93:11–15.

2. Ulusoy R.E., Kucukarslan N., Kirilmaz A., Demiralp 
E.  (2006) Noncompaction of ventricular myocardium 
involving both ventricles. Eur J Echocardiogr 7:457–
460.

3. Arbustini E., Weidemann F., Hall J.L. (2014) Left 
ventricular noncompaction: a distinct cardiomyopathy 
or a trait shared by different cardiac diseases? J Am Coll 
Cardiol 64:1840–1850.

4. André F., Burger A., Loßnitzer D., et al. (2015) 
Reference values for left and right ventricular 
trabeculation and non-compacted myocardium. Int J 
Cardiol 185:240–247.

5. Jenni R, Oechslin E, Schneider J, Attenhofer Jost C, 
Kaufmann PA. Echocardiographic and pathoanatomical 
characteristics of isolated left ventricular non-
compaction: a step towards classification as a distinct 
cardiomyopathy.Heart. 2001;86(6):666-71.

6. Niemann M., Liu D., Hu K., et al. (2012) 
Echocardiographic quantification of regional 
deformation helps to distinguish isolated left ventricular 
non-compaction from dilated cardiomyopathy. Eur J 
Heart Fail 14:155–161.

7. Jacquier A, Thuny F, Jop B, Giorgi R, Cohen F, 
Gaubert JY, Vidal V, Bartoli JM, Habib G, Moulin G.  
.Measurement of trabeculated left ventricular mass using 
cardiac magnetic resonance imaging in the diagnosis 
of left ventricular non-compaction.Eur Heart J. 2010 
May;31(9):1098-104.

8. Hershberger RE, Lindenfeld J, Mestroni L,et al., for the 
Heart Failure Society of America. Genetic evaluation 
of cardiomyopathy—a HeartFailure Society of America 
practice guideline. J Card Fail 2009;15:83–97.

3) Unusual appearance of 
the aortic arch, an incidental 
finding on transthoracic 
echocardiography:
Background
A 36 year old male patient was admitted into the hospital 
Coronary Care Unit for monitoring after a series of 
community collapses. During his admission, the patient 
experienced a witnessed episode of collapse. The ECG 
monitor showed progressive slowing of the heart rate 
before symptoms, followed by loss of consciousness. 
There was 6 seconds of asystole during which the patient 
required cardiopulmonary resuscitation.

Patient history:
Patient history included vasovagal syncope provoked by 
pain or the site of blood.  The patient also complained 
of having previously experienced intermittent left sided 
headaches with no neurological features. There was a 
family history of intra-cranial haemorrhage.

Diagnostic testing:
CT brain (in view of family history of intra-cranial 
haemorrhage) showed no significant findings.
Echocardiography was performed to assess LV outflow 
tract obstruction with a view of future inpatient tilt table 

Fig. 1. Image from: echocardiographyskills.com

testing.
The echo showed an abnormality around his aortic arch 
and consequently a chest x-ray was performed which 
confirmed mediastinal widening.  Further investigation 
using  CT scanning revealed an 8 cm x 5.6 cm soft tissue 
mass in the anterior superior mediastinum, encasing the 
left internal mammary and left common carotid arteries. 
Ultrasound guided biopsy of the mass showed histological 
changes compatible with a primary mediastinal B cell 
lymphoma.
The patient went on to have chemotherapy and symptoms 
were resolved.
Discussion:
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Fig. 3. DA= Descending aorta

Fig. 4. LCCA= left common carotid artery; LSA= left 
subclavian artery; DA= Descending aorta

Fig. 2. Zipes: Braunwald’s Heart Disease: A Textbook of 
Cardiovascular Medicine, 7th ed.
Copyright © 2005 by Elsevier Inc.

A point of interest in echocardiography is how extra-
cardiac structures are not usually of main interest in 
a report, yet in this case, this proved to be crucial in 
successfully and quickly reaching the main diagnosis.  
Figures 1 and 2 show the echocardiographic structure 
of the aortic arch as would be found on an ordinary 
transthoracic echo.  The images that follow show the 

unusual appearance of the aortic arch as was captured on 
transthoracic echocardiography. The left common carotid, 
subclavian and descending aorta can be seen on colour 
flow Doppler, against a background of an echogenic 
structure or mass anterior to the aortic arch. The echogenic 
structure is also seen on the b-mode images.  A high 
frequency setting was used on the Phillips IE33 machine 
in order to obtain depth and clarity of image.  Spectral 
Doppler in the descending aorta was normal. 
Similarities can be drawn between this case and a case 

Fig. 5. LCCA= left common carotid artery; LSA= left 
subclavian artery, DA= Descending aorta

Fig. 6. 

Fig. 7. 
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Fig. 8. 
described by Wang et al (2006) in which a patient 
presenting with recurrent syncopal episodes and was found 
to have a tumour encasing the left common carotid artery.  
Wang et al proposed that the syncope experienced by their 
patient was a result of direct vagal nerve stimulation by 
the tumour.  Similar to this current case study, Wang et al 
report that the patient symptoms resolved after treatment.  
Several similar cases have been discussed by Ni et al 
(2017) and Sharma and Dougherty (2011). 

The patient in the current study presented with a 
background of typical neurocardiogenic syncope, Wang 
et al and Ni et al suggest that although an oncologic 
workup is not thought to be necessary with this type of 
presentation, malignancy should perhaps be considered in 
cases of newly developed syncopal symptoms.

Thembi Lambu
Royal Derby Hospital
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Over the last four years, there has been a series 
of surveys of echocardiography activity and 
workforce thrust upon members by Council. 
This article is to communicate the results of two 
of these, and discuss the implications from the 
most recent, which originated not from the BSE 
(although promoted by our Society) but from the 
Echocardiography Sub-Group of the 7 Day Services 
workstream within the Department of Health. 
The 2016 and 2017-8 National Echocardiography 
Surveys were carried out on behalf of the British 
Society of Echocardiography by the Picker 
Institute, an independent organisation dedicated 
to information gathering within the health sector. 
Although these two surveys incurred cost to the 
BSE, the use of an independent organisation to 
perform, analyse and report the results was felt 
to be important for credibility when presenting 
these to government. Our aim was to produce 
annual, reliable reports to demonstrate the 
demand for echocardiography, the availability 
of echocardiographers, the opportunities for 
training, and the demographic variation in services 
across the United Kingdom. The survey was carried 
out on-line and was sent to the most appropriate 

THE BSE NATIONAL 
ECHOCARDIOGRAPHY SURVEYS

contact at all NHS echocardiography departments 
across the United Kingdom, identified using 
regional representatives of the BSE as the person 
responsible for delivery of echocardiography in 
each unit. The regional representatives, recruited 
first by Tim Jeffries and then further by Dave 
Hatton, have been instrumental in encouraging 
units in their areas to complete the surveys. As a 
result, the response rate across the surveys was 
42%, both were considered representative samples 
by the Picker Institute and each were comparable 
to the 44% response rate for the NHS Staff Survey 
used to inform the Department of Health on 
workforce. A big thank you to all who completed 
the survey, as this important work would not be 
possible without your input.

The results make clear the pressure that remains 
on UK echocardiography services. The results have 
been divided into the following four sections: 
workforce, workload, targets, and training.

Workforce: It will come as little surprise that the 
number of people performing echocardiography 
changed little between the two periods sampled. 
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Consistent across the surveys, more than three-
quarters of all hospitals have fewer than 5 
people working above 80% of their time in 
echocardiography. Although it is known that many 
physiologists work not only in echocardiography 
but contribute also to pacing, monitoring and 
other cardiovascular services, this means that the 
burden of delivering 7-day echocardiography 
will be concentrated in many centres among few 
people – unless there is significant reform to the 
ways that services are organised, for example 
across networks, or there is a significant increase 
in personnel.

Bringing additional urgency to the question of 
an increase in trained personnel is the planned 
retirement of at least one echocardiographer 
in 43% of our departments within 5 years. 
This number has not changed and losing these 
experienced staff remains a critical issue. This was 
raised at the Echocardiography Sub-Group – not 
only is there a need to find new recruits to replace 
those retiring but a meaningful way of retaining 
those planning to retire needs to be found, so 
that they can perhaps contribute to teaching new 
entrants into echocardiography.

There has been no improvement in the workforce 
shortage over the years, with more than half of 
all departments short by at least one unfilled 
whole-time equivalent post, and a shocking 1 
in 10 departments with 3 or 4 vacancies. (Figure 
1) It is noteworthy that the percentage of 

departments employing locum agency staff has 
increased between the two surveys, with just 
under half employing at least one. (Figure 2) 
Despite the recognised cost of such personnel, 
the attempts of government departments to 
restrict employment of expensive locum staff has 
failed. It is sad that after the first survey, meetings 
were held with the Chief Scientific Officer in 
Scotland and it was argued that significant costs 
to the health economy arose from this shortage 
of echocardiographers – for example, the costs 
of keeping patients in hospital to have an echo, 
the additional expenditure incurred by late 
or inappropriate treatment of heart failure. 
Despite an understanding that re-direction of 
funds to increase training of physiologists and 
echocardiographers by the CSO Scotland, nothing 
has changed and waiting lists remain.

Workload: It might surprise many that there 
was no change in demand for echocardiography 
between surveys. This might be due to the way 
that data on numbers of scans was collected, since 
NHS data in England on demand and waiting times 
in echocardiography continued to show a 2-3% 
yearly increase in activity.

One of the questions that has been raised in 
the 7 Day Services Echocardiography Sub-Group 
is that if the number of people performing 
echocardiography has not changed, how come 
activity in terms of scans performed increases 
each year? The answer to this question partly lies 
in Figure 3, which shows that the most common 
time allotted for a standard transthoracic 
echocardiogram has fallen from 41-45 minutes to 
36-40 minutes. I would add to this that I suspect 
there has been considerable ‘slippage’ in other 
aspects of service, such as loss of regular breaks, 
regular scanning over lunchtime, and lack of 
opportunity to attend educational events.

Targets and Timeliness: A new aspect of the 2017-8 
Picker survey was an attempt to get a real picture 
of current practice of departments in meeting 
targets set within the 7 Day Services programme. 
In total, 65% departments were able to provide 
emergency in-patient echocardiography within 1 
hour – but only 77% departments could deliver 

Fig. 1. Percentage of Departments with Unfilled Posts Note: the survey 
question changed from 2016 to 2017-7 to take account of part-time 
posts, explaining why <1 was zero in the first survey and up to 9% in 
the second survey.

Fig. 2. Percentage of Departments Employing Agency Staff.

Fig. 3. Time Allowed Per Echocardiogram.



departments cannot meet targets that are 
supposed to be met and that these targets are 
unrealistic without major investment.

Training: A salutary finding of both surveys 
was the number of centres that fail to train 
any echocardiographers within the physiology 
workforce. (Figure 5) Having a third of 
departments that fail to train anyone places an 
undue burden on those that do train in terms of 
dedicated time. Moreover, this gradually leads to 
a vicious circle when departments stop training as 
they lose staff to other centres. Of course, there is 
always the response ‘we are too busy to train’…
but echocardiography is a practical skill that may 
never be taught only in classrooms or on-line, and 
if we do not train for the future, who will?

The survey results provide powerful evidence 
that more needs to be done to help us meet 
the workforce and workload challenges that 
are ahead. Discussions with the 7 Day Services 
Echocardiography Sub Group, NHS England 
and HEE resulted in the commissioning of a full 
workforce planning document, that analyses 
much more widely than our existing Picker 
survey into current and future demand, and the 
numbers needed to provide an effective 7-day 
echocardiography service in acute units where that 
is required. With the release of a long-term plan 
for the NHS, in England there does seem to be an 
opportunity for more resources to be directed into 
training physiologists – but the argument must 
be won against many other competing demands 
for the extra sums of money being available. 
There has also been discussion around a plan for 
a network of trainers that could recruit current 
non-training centres back into action, with pump-
priming money being sought from HEE. Sadly, 
there has been no response to repeated requests 
for initiatives in Scotland, Wales or Northern 
Ireland. There are glimmers of hope and at least, 
echocardiography services are being discussed – 
which is better than being ignored.

this level of service during the week (Figure 
4(a), and less than a third could do this over the 
weekend (Figure 4(b).

When providing urgent in-patient 

echocardiography within 12 hours, 46% 
departments could deliver a scan within this time 
frame, and 37% within 24 hours. Coverage was 
better, with the large majority of departments 
delivering urgent echocardiography during the 
week – but again only 31-32% could provide this 
over the weekend. Only 18% of departments 
could currently meet the target set by 7 
Day Services of delivering routine in-patient 
echocardiography within 24 hours.

The picture appears rosier when looking at 
delivery of routine out-patient echocardiography 
within 6 weeks, which is a target met by more 
than 85% hospitals. Unfortunately, waiting 
list initiatives are performed in half of all 
departments, presumably to keep within the 
central target. These data suggest that most 
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Fig. 4a. Provision of Emergency Echo During the Week.

Fig. 4b. Provision of Emergency Echo During the Weekends.

Saturday and Sunday data almost identical and latter not shown.

Fig. 5. Numbers of Physiologists Trained Within Departments.
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Sligo University Hospital (SUH) has become the first 
hospital in the Republic of Ireland to achieve British 
Society of Echocardiography (BSE) accreditation. The 
Cardiology department’s accreditation has been supported 
by the use of McKesson Cardiology from Change 
Healthcare, leveraging the system plus embedded BSE 
range checks, to transform the pathway from Echo 
order through to report. Using the system’s electronic 
vetting, the team has been able to triage Echos, reducing 
the number by 8.9% in 2016 as a result of eliminating 
inappropriate requests and ensuring 80% of requests from 
the Acute Ward are carried out on the same day as ordered.

 

Introduction

Balancing high quality care with efficiency – and 
avoiding unnecessary procedures – is a priority for any 
hospital department given the continuing need to manage 
increasing demand for services with budgetary pressure.  
Providing high quality healthcare to the people of Sligo, 
Leitrim, South Donegal and West Cavan, SUH delivers 
Acute Inpatient, Outpatient, and Day Services as well 
as Regional Specialty Services in Ophthalmology and 
Ear, Nose and Throat Services. For SUH’s Cardiology 
Department, the adoption of McKesson Cardiology in 
2013 provided an opportunity to streamline processes and 
improve workflow.

Replacing a manual, paper based process, Echo orders 
are automatically received into the system from Ireland’s 
national NIMIS radiology system, and then fed directly 

through to the Echocardiogram machines. All the Echo 
images and measurements are then stored within the 
cardiology database, enabling the Cardiac Physiologists to 
undertake reports on the system.

As Anita Flynn, Senior Cardiac Physiologist, explains, 
“The process not only streamlined Echo referrals but also 
provided doctors with access to the electronic reports at 
the touch of a button. For doctors previously used to time 
consuming creation of paper orders and storing printed 
reports within patient charts, the entire process became far 
more efficient and effective.”

 

Achieving BSE Accreditation

With the upgrade to their cardiology solution in 2015, SUH 
took a step further, leveraging the improved reporting and 
embedded BSE range measurements to support its bid for 
BSE accreditation to demonstrate the quality of services 
being delivered. As Anthony Ryan, Chief 2 Cardiac 
Physiologist, SUH, says, “BSE departmental accreditation 
is a recognised benchmark of quality. It indicates to 
patients, resource allocators and health professionals that 
an Echo department meets quality standards.” 

The department has leveraged the new software to achieve 
improvements at every step of the pathway – from initial 
Echo orders through to reporting. A key aspect of the 
new workflow is the use of electronic vetting, which has 
enabled SUH to triage Echo requests to both ensure urgent 
cases are prioritised and minimise unnecessary activity.

CHANGE HEALTHCARE CASE STUDY - SLIGO UNIVERSITY HOSPITAL
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Using secure login, cardiac doctors and advanced nurse 
practitioners can order Echos via NIMIS which are now 
actively graded by the Echo team. “If we don’t feel the 
doctor has included enough relevant information we 
send the order back with a request for more clinical 
information,” Flynn confirms. “They have ten working 
days to provide that information – at which point we 
will either approve the request or deny because it is not 
compliant with BSE guidelines.” 

As a result of this vetting process, SUH reduced its Echo 
workload by 8.9% in 2016 by weeding out inappropriate 
requests. At the same time, the triage process has ensured 
the hospital’s Acute Assessment patients are prioritised – 
with 80% of Echo requests received from the Acute Ward 
undertaken on the same day as ordered.

 

Efficient Response

One of the most important additions to the system was the 
inclusion of the BSE range checking - making redundant 
the Cardiac Physiologists’ previous use of Wall Charts 
or phone apps to verify measurement range. As Ryan 
explains, “When we perform an Echo measurement 
we will double check the appropriate range and make 
a comment –embracing the BSE minimum dataset and 
quantitative measurements was a huge step forward. The 
system flags up any measurements outside the BSE range, 
which helps us to highlight abnormalities.”

The system also helps with reporting, with pre-defined 
sentences built in. Flynn adds, “Rather than typing out 
entire sentences regarding a particular Echo pathology, 
using the drop-down boxes we can very quickly and 
efficiently create the report – with no spelling mistakes!”  
In addition, in built teaching files help trainee echo staff to 
gain confidence on the system quickly.

The Cardiac Physiologist team also has access to the 
reporting database from all its PCs, freeing up more 
machines for Echo reporting, which ensures there are no 
backlogs. Flynn confirms, “We didn’t want any reports 
outstanding for more than two or three days. Utilising the 
integration between our cardiology solution and Cognos 
we have been able to identify any problems in turnaround 
times – flagging individuals who were not reporting within 
24 hours for inpatient, urgent and routine reports, in line 
with BSE targets. 

In addition, the system has customised its reporting to 
meet SUH’s specific requirements, in line with the BSE 
standard and delivering the full audit trail. For example, 
staff can gain quick access to their BSE log book if 
required, plus Echo reports can be indexed to enable the 
Cardiology team to track trends in Echo activity, including 
patient demographics, using the cardiology solution and 
IBM Cognos software.

 Understanding Patient Demographics

With changing demographics, plus the rise in chronic 
illness and obesity affecting every aspect of patient 
care, it has become essential to understand patient 
trends. Approximately 10,000 people die each year from 
cardiovascular disease (CVD), including coronary heart 
disease, stroke, and other circulatory diseases. CVD is the 
most common cause of death in Ireland, accounting for 
36% of all deaths, according to the HSE. 22% of premature 
deaths (under age 65) are from CVD. SUH, however, 
operates in the North West of Ireland, an area with a higher 
than average elderly population.

Within the cardiology solution, SUH is able to record a 
depth of patient information, including not only age but 
also body surface area, height and weight.  The results 
are indexed, thus providing more accurate quantitative 
measurements about BMI, patient mobility and age 
demographics.

Again, gaining maximum value from the integration of 
Cognos Statistical Resource to the system, the team is 
able to demonstrate the number of geriatric and paediatric 
cardiac Echos undertaken on both a monthly and yearly 
basis – revealing that over 42% of patients were aged 65 
or over and 24% aged over 80 in 2016. “Providing this 
information to management is key to ensuring we have the 
right resources of both staff and equipment, such as Echo 
couches for elderly or obese patients,” says Ryan.

 

Gaining Confidence

One of the unexpected side effects of attaining BSE 
accreditation has been a boost in confidence amongst staff. 
As Ryan confirms, “Staff had the ability but achieving 
accreditation has given them more confidence – we are 
working as a team, proud and motivated.” Flynn adds, “We 
know we are doing the job well and to the best standard 
we can; the best for patient care. In addition, as part of 
the BSE process we have Echo meetings where we are all 
learning from one another.”

 This focus on continual improvement will include 
encouraging more staff to undertake their individual BSE 
exams to further demonstrate to doctors, management and 
patients the high standards delivered by the Echo team. 
Flynn adds, “Our cardiology solution is key to providing 
SUH with the tools and training to support our BSE 
accreditation and we will continue to work with Change 
Healthcare and their Cardiology Team to make sure we are 
up to date with current standards and any new guidelines 
that come in to maintain the high standards we have 
achieved.”

Josephine Timmins
Neo PR Limited
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Thinking of organising a BSE regional event day? Do it! Let me share with you how we 
organised ours for the South West Peninsula region, so that you can do the same in yours!

Encouraged by the BSE to hold regional events, and will the solid support of council and particularly, Dave 
Hatton, it was decided to hold an event on 7th September 2018 in Truro, Cornwall. This was decided back in July, 
providing plenty of time to plan. Venue, funding and catering were the easy parts, thanks to the very supportive 
and forward thinking manager of the Cardiac Department at Royal Cornwall Hospital. I’ll be honest – the difficulty 
came when devising the programme, asking very busy people to give up their working day to come and present 
for you, and also encouraging heads of departments to release their staff on study leave for the day.

I began the planning by asking our echo team in the weekly 
MDT what they would like from a regional meet – I was met with 
requests for high profile presenters, a variety of topics, worthwhile 
interactive stations and at least 40+ people in attendance! OK, how 
on earth do you make that happen! Well I’m thrilled to say I did, 
and let me tell you how. Firstly, I liaised with the council regarding 
potential presenters via Dave. The support received from council was 
overwhelming, with BSE head of accreditation – Claire Colebourn 
– presenting on ‘ Urgent Echo in a Clinical Setting’, and also Vice 
President of the SCST – Brian Campbell – presenting on ‘Mitral Valve 
Disease’. These were two of the favourite presentations of the day, 
with an abundance of case studies to show and opportunity to ask 
questions at the end.

With regard to attendees, I spent a huge amount of time researching and inviting all sonographers within the 
region, working both within the NHS and privately. We decided not to charge for the event, in the spirit of 
encourage networking and strengthening relationships within the region. This, in addition to the event gaining 
attendees 3 BSE re-accreditation points, was my pulling power for attendees.

Our day did have a slight twist to it, with talks on Quality Assurance from a the clinical director of a local private 
provider, a talk from an industry rep regarding 3/4D echo, and a neurolinguistic programming (NLP) talk, due to 
the rising awareness of NLP within healthcare and its successful impact on personal and professional wellbeing. 
Although the strongest stream of written feedback from the day was a want for more clinical content (which I 
certainly take on board) – the main compliments I received actually on the day was the great variety of topics!

The organisation of the day was mainly 
done during my lunch breaks and in 
the rare admin session, so was a huge 
undertaking and was in result very busy 
toward the latter stages of planning! 
However, I must say was 100% worth 
it and I encourage anyone thinking of 
holding one to just do it. I would like to 
take this chance to say at heartfelt thank 
you to all of our amazing presenters and 
to all sponsors of the event. For those 
organising future events – if I can help 
in any way at all – I would be thrilled to 
hear from you and will certainly support 
and attend.

Amanda Bettoney, Royal Cornwall 
Hospitals NHS Trust

SOUTH WEST PENINSULA 2018 
BSE REGIONAL EVENT
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The first team of volunteers arrived in South Africa on the 7th October to take part in the BSE / SUN Heart ‘Echo 
in Africa’ project. This year the project saw volunteers providing echo screening clinics in schools, using hand held 
devices.

9 volunteers from across the UK arrived to take part in the first of this three week long project: travelling from 
Southampton, Preston, Stoke-on-Trent, Leeds, Gateshead, and London. The team consisted of one general 
practitioner with a specialist interest in cardiology, a cardiology registrar and seven cardiac physiologists, one of 
whom also took part in the project in 2016.

The week one team provided clinics at Nomzamo high school on the outskirts of Cape Town, which has in the 
region of 1000 registered students. All of the children at Nomzamo live in a large nearby informal settlement, it is 
a very poor community which typically has very limited access to healthcare. The primary objective of the week was 
to screen children for signs of rheumatic heart disease, facilitating early access to specialised care and treatment. 
All children who had positive signs were invited to Tygerberg hospital for further evaluation, Tygerberg is the 
largest of two government hospitals in Cape Town. 

Day one was spent at Tygerberg Hospital with the team based in South Africa. Educational sessions were provided 
which covered identification of early signs of rheumatic valve disease in children, an introduction to the screening 
protocols and rationale behind them as well as some direction as to how to interact with these children, tackle 
language barriers and provide encouragement and reassurance. 

The following four days were spent screening at Nomzamo School, working in an environment familiar to the 
children with the support of their teachers. Outside of clinic times the team from Tygerberg ensured that we had 
an opportunity to visit the ‘must see’ sights, including Cape Point, Boulders Beach and Table Mountain. Our safety 
was their priority, all excursions were provided by a local tour company with mini-bus transport and a tour guide, 
Clarence, who was a real character and made every trip even more memorable.
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The team have shared their experiences: 

Jerusalem Fekadu, Chief Cardiac Physiologist, Lewisham and 
Greenwich NHS Trust:
“ I volunteered for Echo In Africa as part of my MSc (STP) elective 
project. It was an amazing opportunity to be able to use my skills 
in echocardiography to help screen children from underprivileged 
communities, who otherwise might not present to hospital  until the 
very late stages of valvular disease. It was reassuring to know that 
those who have been identified with early signs will have prophylactic 
treatment which will prevent future development of significant valvular 
disease. However the heart breaking part of the week has been when 
we were giving the donations we had brought from the UK. It was easy to screen and diagnose but much more 
difficult  knowing the complex socio-economic problems span far deeper than we can begin to imagine. Our 
donations are literally a drop in the ocean. Overall, it has been a wonderful experience that I would love to do 
again and would recommend to anyone. I saw the most spectacular scenery, visited beautiful wildlife and met great 
people” 

Sanaa Azram, Cardiac Physiologist, Leeds General Infirmary: 
“ As a scientist we get quite excited about finding any interesting pathology. The moment I found my first 
rheumatic heart I was overwhelmed with sadness, this heart belonged to 14 year old girl. Thanks to this screening 
programme, she will be followed up at Tygerberg Hospital. Its been so rewarding to help these children with the 
specialised skill of echocardiography”.  

Dr Andrew Constantine, ACHD Fellow, Royal Brompton Hospital:
“As a young cardiologist, my week in South Africa as an Echo in Africa charity volunteer was time well spent. In 
the setting of the beautiful Western cape, I had the chance to work with an inspiring team of physiologists and 
clinicians and gained an insight into the unique challenges of the South African healthcare system. 
Working as a team of nine, we quickly gained speed and confidence in the V-scan-based screening protocol. By 
the last day as a group, we were able to screen one child every minute. The children were brilliant, charming and 
curious to find out about their hearts and about us. Over a matter of days, the breadth of pathology we were 
exposed to was striking and reinforced the need for volunteers like ourselves. We saw mitral and aortic disease 
including rheumatic heart disease, aortopathy, asymmetric septal hypertrophy and simple shunts. 
The rest of our time was spent exploring a part of the world of unparalleled natural beauty and bonding as a 
team. Over the course of a week, I contributed to a worthwhile screening programme, gained echo skills, sparked 
friendships, and experienced a new culture. Echo in Africa 2019? I would go back in a heartbeat”

Sara Broring, Chief Cardiac Physiologist, Lewisham and Greenwich NHS trust:
“Echo in Africa Project has given me the opportunity to help those who really need. Scanning has brought me more 
experience, knowledge for what I am looking for and a bigger understanding of the non technical features of 
rheumatic heart disease. South Africa is beautiful and volunteering for these two weeks has been amazing”

Lee Stephenson, Chief Cardiac Physiologist, 
Queen Elizabeth Hospital, Gateshead:
“ I took part in EIA 2016 and loved it. It doesn’t have 
to be a once in  a lifetime experience. I really enjoyed 
my second visit, scanning at different schools and 
meeting new people. Its an excellent project to be 
part of”

Cheryl Oxley, University Hospitals of North 
Midlands
For me, this project presented an opportunity 
to use my knowledge and skills to do something 
extraordinary and hopefully make a difference 
to a group of people who really need our help. 

Whilst I was there I met 
some amazing, positive, 
inspirational children who 
make the very best of 
challenging and difficult 
circumstances. 
This is Echo in Africa’s fifth 
year. The team at Tygerberg 
are hopeful that the project 
will be able to continue, 
and possibly expand in to 
other regions with a high 
prevalence of rheumatic fever.
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We often receive enquiries from our members asking how they would go about writing and submitting something for ECHO. We 
understand that it sometimes takes time to build up courage to submit your work, questions such as ‘is my work good enough’ 
and ‘have I done this correctly’ often provide a barrier to someone writing and submitting something to the magazine.

We thought that if we can remove some of the uncertainty around what you need to do will hopefully help give you the 
encouragement to share your thoughts and work with other members through ECHO. The following guide hopes to answer 
some of the major questions and clarify the process for submitting your work.

Can I write something?
Yes you can! We would encourage all our members regardless of your profession, position or experience level to write 
something for ECHO. The magazine was originally developed to provide a medium for Physiologists, Trainees and Medics to 
publish their work that would otherwise not meet the stringent criteria for a peer reviewed Journal. ECHO aims to provide 
something educational to its readership including (to coin a phrase from Dr Williams the Editor) ‘Things you wouldn’t find in a 
text book’.

What can I write about?
Firstly we would encourage you to write on a subject that interests you! ECHO is pretty flexible when it comes to publishing 
articles, as long as it has Echocardiography as its Core subject. In the past ECHO has had a mix of Case reports, Educational 
articles, Reviews, and Quizzes. 

Recent interaction with the readership has suggested other potential content types including ‘How To’ articles, Service review 
articles, interviews, Top Tips, and personal journey stories (e.g. a journey through the accreditation process). This list is not 
exhaustive, and we are open to publishing other types of content not mentioned above, so if you have an idea please send it 
through to us.

How do I write it?
Many peer reviewed journals have strict guidance regarding layout and referencing. ECHO has a more flexible approach to this, 
with no set layouts for submissions, and content does not tend to be ‘Reference heavy’. Generally the aim is to provide articles 
of practical interest for the reader, giving tips and tricks without necessarily giving an exhaustive list of references. The articles 
tend to be between 500-1000 words but this is left to your discretion. 

As the content submitted to ECHO can be quite diverse it is difficult to provide a structured approach to writing each different 
style of article. What we would recommend is reading previously published content in ECHO, to get an idea of how to structure 
your articles, and how to reference. 

Is there any guidance I need to be aware of?
In each edition of ECHO at the bottom of page 3 there is some guidance from the Editor provided to authors. This basically 
provides some information on presentation, acceptable image formats and referencing. It also provides guidance for members 
seeking to re-publish their work, and a disclaimer for the society. We would encourage people to read the guidance before 
submission.

I’ve written something, what happens now?
Send your work by email to editor@bsecho.org. Your work will be read over by one of the editorial team. We will send you a 
response confirming receipt of your submission and that it will be reviewed by a member of the ECHO team.

If we think you can tweak things to improve it, we will provide positive feedback with suggested changes. It is important that 
you don’t see this as a negative and let it put you off submitting anything. We as an editorial team are here to help and provide 
feedback (if required) we can help first time writers through the process to get their work published in ECHO.

We will whenever possible aim to publish your work in the next copy of ECHO to be published. However in cases where we 
have a high rate of submissions it may be published in a later edition. You will receive an email to inform you when it will be 
going to be published.

Benefits of submitting a published article
Apart from seeing your work published and being able to add it to your CV, there are other benefits open to members. For 
every article published in ECHO the authors (up to three authors) receive 2 BSE re-accreditation points . There is also the added 
benefit of being entered* into a draw for Article of the Year to be selected by the Editor/Editorial committee, and the prize 
being 1 years free membership of the BSE! 

*Prize is open to existing members of the BSE and is not open to BSE council or Committee members 
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I had the pleasure to attend BSEcho 2018 this year, which was a great opportunity for me. 

We arrived the evening before the conference in Liverpool, so that we did not miss any sessions. On arrival, we 
were taken aback by the long queue for registration at the main reception due to high delegate numbers but 
thanks to the experienced and helpful BSE staff who very professionally streamlined the process, in no time 
we were done with the formal registration process and heading to the inaugural session. Predictably, after the 
inaugural session we could not make up our minds about which sessions to attend as there were equally good 
parallel sessions in the adjacent hall! After pondering for a few minutes, we decided to join in Hall 1A for The 
ultimate guide to TTE assessment. It was a fascinating exchange of valuable knowledge by various experts, packed 
with everything you need to know for day to day echocardiographic reporting. At the end of the session, we really 
needed a break for coffee!

After the break I attended Imaging in the cath-lab, although it was a difficult choice between that and The right 
heart! It was a great relief to know that the BSE would be uploading many of the sessions to its website, I would 
be looking forward to these webcasts to catch upon all those sessions which I was unable to attend.

During lunch time there was plenty of opportunity to network with leaders in the field both in research and 
clinical practice. There were plenty of exhibitor stands with human simulator. I found the simulator sessions quite 
enjoyable, as it’s helpful to have hands-on training as opposed to listening to lectures continuously throughout the 
day. 

In the final session I joined The BSE invited lecture, on the interesting subject of deformation imaging which 
was superbly presented by the very enthusiastic Professor Voigt.  The first day was packed with lectures, but 
nonetheless a good mixture of mind stimulating topics throughout the day. 

After an exhausting day, I still had some energy left to attend the BSE social event, with plenty of free drinks 
on offer and where life time achievement awards and honorary fellowship presentations were made. It was yet 
another opportunity to meet with leaders and educators alike in the massive field of echocardiography.

On the second day there was no lack of enthusiasm and energy both among attendees, presenters and BSE 
organizers! I stayed in the main hall for the first session. The myth of PPM (patient prosthesis mismatch) which has 
been an Achilles heel for so many echocardiographers, was so nicely and elegantly presented by Dr Khalatbari that 
by the end of the session I felt confident to deal with this and am sure others felt alike.

After our coffee break, I attended a session about management of failing prosthetic valves, yet again I was not 
disappointed as it seemed a good build up on the knowledge acquired in the last session. Mr Modi’s lecture on 
robotic mitral valve surgery was mind blowing and I was flabbergasted by the in-depth detail he shared with us. 
All in all, it was a splendid opportunity to see advances in surgical treatment of mitral valve diseases.

After indulging in a much deserving hot buffet lunch we headed to The BSE international lecture. This year’s 
theme was on infective endocarditis treatment and prevention which was presented by Professor Habib. It has 
always been a pleasure to listen to Professor Habib who is a true leader in cardiac imaging on the international 
stage. What a great way to end the day! In the final hours of the conference we indulged in an interactive 
case discussion with experts in the field which enabled us to engage with professionals alike who shared their 
experiences with us and an insight to how they proactively dealt with scenarios. 

The conference was packed with different themes directly affecting the day to day practice and with innovative 
ideas from research laboratories to improve the diagnostic power of echocardiography and ultimately translating 
them to improved patient care. It was 2 days of propounded, vast knowledge which was undoubtedly thoroughly 
enjoyed!

I look forward to joining again next year in Birmingham!

 Imran Ansari

ANNUAL CLINICAL & SCIENTIFIC 
MEETING - DELEGATE REVIEW
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CONGENITAL CROSSWORD

Across
4      Muscular part of RVOT
7      Towards the apex
8      SVC to PA shunt
9      Fossa ovalis absence
10    Doubly committed VSD
12    45, X
16    Collagen disorder
18    Connective tissue disorder
22    Bottom chamber
24    Turner-like syndrome
28    Commonest VSD
29    Transposition procedure
30    Quantification of regurgitation

Down
1      Two cusps
2      Heredity
3      Tetralogy of
5      Present from birth
6      Atrial septal deformation
11    Cause of tricuspid valve displacement
13    Trisomy 21
14    Bluish discolouration of the skin
15    Shunt connecting subclavian artery to PA
17    Narrowing above the valve
19    Single functioning ventricle
20    Fetal blood vessel
21    Four cusps
23    Narrowing of aorta
25    Frequency change effect
26    Congenital malformation of MV
27    Inferior interatrial septum ASD

We are grateful to Claire Compton
for submitting this crossword
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ANSWERS to JUMBLED EIGHTS
Below you will find the eight letter answers with the eight letter anagram that appeared in 
Issue 102, which when unscrambled gives you BI E RIDE, completing the cartoon caption.  

COMMUNICATING WITH THE SOCIETY
BSE, Docklands Business Centre, 10-16 Tiller Road, London E14 8PX

Tel: 020 7345 5185   Fax: 020 7345 5186

For all individual accreditation queries please contact Jo Thanjal at accreditation@bsecho.org
For all departmental accreditation queries please contact dept@bsecho.org

Financial matters (payments, direct debits, duplicate receipts)
Manjinder Virdi at finance@bsecho.org

For all questions relating to BSE meetings and Events please contact Hatty Grant at events@bsecho.org

For submission of articles or case reports for the ECHO journal please email
the Editor at editor@bsecho.org

Echo Research & Practice Journal related queries should be directed to
echo@bioscientifica.com

Tel: 01454 642274  www.echorespract.com
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RECENTLY ACCREDITED MEMBERS
Congratulations to the following members who have 
recently achieved BSE Accreditation

TTE ACCREDITATION
Mr Paraic Cliffe, Basildon and Thurrock University Hospitals 
NHS Foundation
Dr Mihaela Ene, Northampton General Hospital   
Mrs Sarah Hastings, Glasgow Royal Infirmary  
MrAntony Phipps, Leeds Teaching Hospital   
Mr David Tetley, Northampton General Hospital   

PRACTICAL ASSESSMENT CRITICAL 
CARE ACCREDITATION
Dr Ben Greatorex, University Hospital Bristol
Dr Khalid Haiba, Wye vally NHS Trust 

PRACTICAL ASSESSMENT TTE 
ACCREDITATION 
Dr Ahmed Abdelhafez, Kettering General Hospital 
Dr Yousif Abusalma, Abeerdeen Royal Infermary
Miss Cara Ainsworth, West Suffolk Hospital
Miss Josie Andrews, Hinchingbrooke Healthcare NHS Trust
Dr Lavanya Athithan, Lincoln County Hospital
Dr Sveeta Badiani, Barts Heart Centre
Mr Robert Beaven, Fairfield Hospital
Dr Paul Brady, Royal United Hospital
Mrs Sara Broring Braz, Whittington Hospital
Ms Ma. Luisa Buhayan, Watford General Hospital
Ms Camila Camara, BUPA Cromwell Hospital
Mrs Teresa Carneiro, Royal Bournemouth Hospital
Miss Emma-Jayne Chetwynd, George Eliot Hospital
Mrs Daniela Ciriaco, Musgrove Park Hospital
Miss Ana Costa, Worcestershire Royal Hospital
Miss Tineke Dalton, Lewisham & Greenwich NHS Trust
Dr Arka Das, Airedale General Hospital
Dr Antonio de Marvao, Imperial College London
Dr Wern Yew Ding, Liverpool NHS 
Mr Paul Fahy, Heatherwood Hospital
Miss Paula Fay, Mater Hospital
Miss Elan Foulkes, Leeds General Infirmary
Miss Ciara Fox, Blackrock Clinic
Mrs Lisa Garrard, ULHT Pilgrim Hospital
Dr Syed Owais Mansoor Ghias, Derby Teaching Hospitals NHS 
Foundation Trust
Mrs Natalija Gorbacova, Imperial College London
Mr Michael Gregson , Liverpool NHS
Mr Nuno Guedelha, Royal Devon and Exeter NHS Foundation 
Trust
Dr Naeema Hasan, Chelsea and Westminster Hospital
Dr Thomas Heseltine, Warrington Hospital
Mr Daniel Hewitt-Green, Portsmouth Hospitals NHS Trust
Mr Aled Hughes, Betsi Cadwaladr University Local Health 
Board
Dr Vijayabharathy Kanthasamy, Eastbourne District General 
Hospital     
Dr Jamie Kitt, Wexham Park  Hospital
Mr Adrian Krzyzowski, Blackrock Clinic
Dr Hazem Lashin, Barts Health NHS Trust - St Bartholomew 
Hospital     
Mrs Maria Lewis, Royal Albert Edward Infirmary
Dr Kate Liang, Gloucester Royal Hospital
Mr Carlos Lopes, Homerton University Hospital NHS 
Foundation Trust
Mrs Jance Lyn Manalo, John Radcliffe Hospital
Dr Annette Maznyczka, Glenfield Hospital
Miss Sinead McCann, Southern Health and Social Care Trust
Mrs Rachel Mccrea, Great Western Hospital

Mr Jonathan Milner, Leeds General Infirmary
Mr Christopher Moore, Darlington Memorial Hospital
Dr Shawn Morais, University Hospital Southampton
Mr Vitor  Morgado, Royal Devon and Exeter NHS Foundation 
Trust
Mrs Jo Mundy, North Bristol NHS Trust
Mr De Wet Nel, Kings College Hospital
Mr William Newham, Leeds teaching Hospitals NHS Trust
Ms Marieke O Connor, Tallaght Hospital
Dr Kush Patel, Whips Cross Hospital, Barts Health NHS Trust
Miss Hannah Peters, Hampshire Hospitals NHS Foundation 
Trust     
Mrs Marlene Pires, Northwick Park Hospital
Mr Ferdinand Rosagaran, Southampton General Hospital
Ms Sylvia Sadiq, Imperial Collage London
Dr Walid Safwat, Solihull Hospital
Dr Hanish Sall, Nottingham University Hospitals
Mrs Anne Samuel, Basildon and Thurrock University NHS 
Foundation Hospital     
Dr Theophilus Samuels, Surrey and Sussex Healthcare NHS 
Trust
Miss Harlene Santiago, Lister Hospital
Dr Andreas Seraphim, Royal Brompton Hospital
Miss Jade Smillie, University Hospital of North Durham
Mrs Helen Smurthwaite, Kings Mill Hospital
Dr Alison Smyth, Ulster Hospital
Dr Charlotte Thornton, RGH
Mr Mohammed Siam Uddin, King George Hospital
Mrs Danielle Vaugahn, North Bristol NHS Trust
Dr Kavitha Vimalesvaran, Guys & St Thomas Hospital
Mr Joseph Walukiewicz, United Lincolnshire Hospitals - 
Lincoln County
Mr Adam Whaley, Calderdale and Huddersfield NHS 
Foundation Trust
Mrs Hannah White, Newcastle Upon Tyne Hosptial Trust
Dr Alice Zheng, Royal Bournemouth Hospital

PRACTICAL ASSESSMENT TOE 
ACCREDITATION 
Dr Subhi Akleh, Freeman Hospital
Dr Stephanie Hughes, Manchester Royal Infirmary
Dr Richard Jones, Basildon and Thurrock University Hospitals
Dr Pierre Le Page, Derriford Hospital
Dr William Moody, Queen Elizabeth Hospital Birmingham
Dr Ketna Patel, Barts Hospital
Dr Abdel Khalid Saidmeerasah, James Cook University 
Hospital 
Dr Stephen Sandys, University Hospital Southampton
Mr Antonis Tipper, North Middlesex Hospital
Mrs Deborah Anne Wilkinson, Sheffield Teaching Hospitals 
NHS Trust 

PRACTICAL ASSESSMENT STRESS ECHO 
ACCREDITATION 
Mr Reuben Dane, Barts Health NHS Trust
Dr Oleksandr Danylenko, Royal Brompton & Harefield NHS 
Foundation Trust
Dr Georgios Mangouretsios, Southampton University Hospital 
NHS Trust

PRACTICAL ASSESSMENT LEVEL 1 
ACCREDITATION  
Miss Hannah Conway, Glenfield Hospital
Dr Polyvios Demetriades, Sandwell and West Birmingham NHS 
Hospitals Trust
Dr Anna Goose, Oxford University Hospitals NHS Trust
Dr Nadia Short, Guy’s and St Thomas’ NHS Foundation Trust 
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Caroline Barker
What is your role at the BSE?  I joined as an interim Strategy Consultant to help define the Society’s future 
direction for growth and to support and build the team in the office for successful 
How long have you been with the BSE? 4 months (from July2018)
What are your priorities for the BSE? to provide services for our growing membership around accreditation and 
education, enabling a strong support team in the BSE office working closely with Council (and the successful 
implementation of the new website)
What is your employment background? I trained as a Chartered Accountant , and have worked as Finance 
Director and CFO in the IT and consultancy sectors, and more recently in the medical and not for profit sector
What is the best piece of advice you have ever been given? Don’t expect your “in-tray” (I suppose we would say 
“mail box” now) to ever be empty
What is your greatest achievement?  Achieving business success in China in the 1990s, being able to share that 
with other UK businesses then and now, and receiving an OBE  
What are you most passionate about? Seeing young people embrace life’s 
opportunities
How would you like to be remembered? Honest and fun
Favourite album?  Something I can dance to
Favourite film? Something funny 
Favourite hobby? Riding my bike - DOWNHILL after a slow hard climb uphill 
Favourite holiday? Mountains and Lakes
What keeps you awake at night? Hopefully nothing 
Three words you would use to describe yourself?  Should relax more
Your ‘claim to fame’?  I don’t have one that I’m aware of
Who would you take to a desert island? My family!

BSE BEHIND THE SCENES

Following on from the announcement in the June edition of Echo of the development of a pa-
tient advisory group for the BSE, we have had an excellent response from patients seeking to 
become members of the inaugural group. The post was kindly advertised and then a direct email 
sent by the British Heart Foundation to their patient network. This resulted in a an excellent re-
sponse with 35 patient seeking more information in the first morning. Subsequently we received 
20 completed application forms. We are in the process of completing telephone interviews for 
the 20 applicants. So far, the response from the patients has been universally positive with many 
of the responses describing very positive experiences of echo and declaring a great interesting in 
being involved in the group. A common area of keen interest for the patients is the interaction 
between sonographers and patients during and at the end of the study and many have expressed 
a great interest in helping the BSE understand what patients want from this vital interaction. The 
patients also want to help improving the public understanding of echo in the UK. 

If you have any comments, questions or know of patients who would like to be involved, please 
contact   andrew.potter4@nhs.net. 

Dr Andy Potter
Whaddon Medical Centre, Bletchley, Milton Keynes.

The Patient advisory Group for the BSE



 26th April Advenced Imaging 2019

 Location: Royal Society of Medicine

 URL: bit.ly/ai2019

 3rd - 5th June BCS Annual Conference

 Location: Manchester Central

 URL: bit.ly/bcs2019

 23rd June Oxford Practical Exam

 Location: Oxford Heart Centre

 URL: bit.ly/practicalexam

 11th - 12th October BSECHO 2019

 Location: ICC Birmingham

 URL: bit.ly/bsecho2019
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Full details and course descriptions for all these cources are available 
from the BSE website.

DATES FOR YOUR DIARY 2019
BSE members can also see up-to-date details via the 
Events Calendar on the website www.bsecho.org

 20th January Manchester Practical Exam

 Location: Wythenshawe Hospital

 URL: bit.ly/practicalexam

 2nd March BSE + ICE 2019

 Location: ICC Belfast

 URL: bit.ly/bseice2019

 10nd March Coventry Practical Exam

 Location: Coventry University Hospital

 URL: bit.ly/practicalexam

 24th April Spring Written Exam 

 Location: Multiple venues

 URL: bit.ly/writtenexam




