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PRESIDENT’S
MESSAGE

It was only last night at 5.50 pm that I was leaving for home 
when the phone rang and BSE Office flashed up on my mobile. 
I obviously answered within 3 rings to a small voice on the 
other end of the phone: “Hello Keith, just reminding you it’s 
time to write another President’s message for the next edition 
of ECHO.” said Hatty. Of course I hadn’t forgotten - “When 
does it need to be completed by?”
“Well, ideally yesterday!” was the response - not what I wanted 
to hear but nevertheless I finished it off that night and it 
managed to just make this edition. 
I never realised how difficult it is to write a brief piece for 
ECHO, attempting to ensure we communicate all the major 
events within the Society over the past 3-4 months whilst 
also trying not to write the most boring piece that nobody 
ever reads; but here goes with an update since the December 
edition.
All sub sections of the society really have been working 
overtime to deliver practical examinations, produce articles 
to support Echo Research and Practice, plan this year’s major 
educational events and improve dialogue with our South 
African colleagues to further enhance our humanitarian 
project. Alongside this, we have been recruiting to the newest 
senior role within the Society, that of Executive Director. 
The council has been developing the concept of improving 
leadership within the office and the wider society in order to 
promote a strategy that will overarch presidential changes 
within the Society. The proposal to make such decisions has 
been heavily debated amongst all elected council members 
and unanimously everybody felt it would undoubtedly 
support the further transition of the Society in becoming 
even more professional in its strategic aims for improving the 
care we deliver to our patients by improving the education 
opportunities for our members. The Society has worked very 
closely with Thewlis Graham Associates and our current 
Interim Executive Lead, Caroline Barker, in identifying, 
advertising, shortlisting, interviewing and successfully 
appointing its first Executive Director. I would like to offer 
formal thanks to Caroline and all associates at Thewlis Graham 
for their input and I am absolutely delighted to introduce our 
newest member of the team, Ms Joanne Sopala. 
Jo formally took up her position as the Executive Director 
from Monday 11 March 2019 and was subject to a baptism 
of fire with her first council meeting to be held the following 
day. As a council we have absolutely no doubt Jo will help 
the Society in further developing and achieving its aims and 
objectives over the forthcoming years. I am hoping to invite Jo 
to participate in our BSE Behind the Scenes feature in the next 
edition of ECHO, however if you can’t wait until then I hope 
that you will take the opportunity to meet Jo at forthcoming 
educational events such as Advanced imaging 2019, at which 
she is hoping to meet our members and begin this new venture.
It’s important that we communicate the opportunities for 
education in this forthcoming year and whilst this piece will go 
to press before the BSE + ICE 2019 meeting in Belfast, I can 
predict that it will be great success. Hatty Grant, our Marketing 
and Events Officer has worked hard with the support of the 
office team and has done a fantastic job in helping to make this 
year’s meeting an even greater success than 2018. There will 

be over 140 delegates in attendance at the ICC Belfast and a 
high-quality programme will be delivered by the education 
committee. Maintaining the theme on educational events, 
we are holding our Advanced imaging 2019 day again in on 
Friday 26 April 2019 in conjunction with the Royal Society 
of Medicine. This year’s topic is mitral valve disease and in 
keeping with last year’s event it looks as though this could 
be a very popular day. To date there are over 160 delegates 
signed up for this event, so to avoid disappointment please 
book now. 
As part of our commitment to the British Cardiovascular 
Society (BCS) and as their largest affiliated society, we 
are delighted to be delivering a one-day Core knowledge 
2019 programme at this year’s BCS annual conference in 
Manchester on Tuesday 4 June 2019. We are providing a 
full day of education which is applicable to anybody from 
any discipline who is looking to undertake any accreditation 
process offered by the BSE or simply just to update their 
knowledge. Please note that you will need to register with 
the BCS for attendance at their annual conference but once 
you’re in then head to this fantastic array of presentations to 
have a run through our educational curriculum topic by topic.
Our Education Committee is really stepping things up 
this year by introducing a new course due for delivery in 
September. This course will be the official BSE examination 
preparation course 2019 and will offer delegates the 
opportunity for some didactic lecture content with example 
MCQs and example digital case presentations and questions. 
This is something that as a Society we have previously 
been reluctant to undertake, however with the opportunity 
to relocate some of our core knowledge training this has 
provided us with the opportunity to deliver a new initiative - 
so please keep your eyes out for the advertisement. Lastly but 
by no means least, our BSEcho 2019 annual conference will 
be held in Birmingham in October. The program is written 
and the speakers are being confirmed and I am sure that it will 
be a greater success than last year’s conference. Many thanks 
to all the Education Committee members for their tremendous 
work over the past 12 months.
All other areas within the Society structure are continuing 
to work hard and are making great progress in areas such 
as streamlining the accreditation practical assessments, 
developing and building our new website and further 
enhancement of the Regional Network training events. 
Our Clinical Standards Committee have been working 
closely with colleagues within the Intensive Care Society to 
develop and endorse a program surrounding departmental 
accreditation in areas outside the traditional echo department 
and we are hopeful to realise this project in the very near 
future. 
In addition to all these areas of the Society and in keeping 
with the over-arching theme of inclusivity I am eager to 
try and realise and share areas of best practice across the 
wider membership. To this end I am asking you all as the 
membership to help support a new initiative in which I would 
like to personally interview departments who are willing 
to share their areas of expertise. This wouldn’t be anything 
demanding and based on a telephone interview with just a 
few questions I am hoping to promote, recognise and realise 
areas of good practice. By sharing this through the Society 
others may learn and use the information to their own 
departmental benefit. If you are brave enough to undertake 
such an interview, please email events@bsecho.org with the 
subject President’s interview, include your contact details 
and I will endeavour to call you up for a chat. 

Kindest Regards 
Keith Pearce

President, British Society of Echocardiography



MITRAL PROLAPSE
IS IT MORE THAN JUST MITRAL 
REGURGITATION?
The grey scale image seen in figure 1 can be recognised as all 
echocardiographers are familiar with mitral valve prolapse, 
particularly the type with thickened myxomatous leaflets, 
either the posterior, anterior or both. Clinicians may recall 
the physical signs on auscultation, those of a mid-systolic lick 
and late crescendo systolic murmur terminating at the second 
heart sound. The murmur is that of mitral regurgitation, 
accelerating later in systole, the regurgitation to varying 
degrees almost always being present. The condition was 
described by Criley et al in 19661 and termed mitral valve 
prolapse, although at about the same time the condition 
was also described by Barlow and Bosran in their paper 
“Aneurysmal Protrusion of the Posterior Leaflet of the 
Mitral Valve.” A long title and shortened for years to that of a 
“Barlow valve” 2. The former title of mitral valve prolapse is 
now universally used. Mitral prolapse is considered to exist 
when one or other mitral leaflet is displaced towards the left 
atrium in systole and more than 2 mm along the line of the 
mitral annulus. The valve leaflets are further sub-divided by 
their thickness, those leaflets greater than 5 mm being termed 
typical or classical leaflet prolapse whilst thinner leaflets, less 
than 5 mm being non-classical or atypical.
Definitions used to be straightforward but now are ever more 
complex, mitral valve prolapse (MVP) being no exception. 
Normally the commissural or mitral leaflet edges meet 
together in early systole termed symmetrical coarctation 
and act as a normal, non-leaking valve. In MVP it is not 
uncommon for one leaflet to close before the other, the initial 
one moving further back within the left atrium, this being 
termed ‘asymmetrical coarctation.’   The consequence is 
effectively having nothing to close against when one leaflet 
moves further into the left atrium, this effectively pulling on 
and stretching the chordae tendinae attached to it resulting in 
aggressively more regurgitation. Although not common, when 
considering the number of patients with MVP, a leaflet with 
stretched chordae can progress to the rupture of one or more 
chordae tendinae. This results in the sudden onset of severe 
mitral regurgitation.
The majority of patients with MVP when first seen have 
minor or moderate only mitral regurgitation, the condition 
being diagnosed incidentally due to the detection of a 
murmur, the majority of patients being initially asymptomatic. 
Progression of the mitral regurgitation in the majority is 
one of slow progress, hence most patients are intermittently 
reviewed and restudied by Echo at clinically appropriate 
intervals depending on the status of the valve. The Echo 
assessment of the mitral regurgitation is conducted and 
interpreted along similar lines to mitral regurgitation from 
any other aetiology.
By the mid-1970’s interest intensified in respect of MVP in 
that, particularly in children or young adults who clinically 
only had mild MR due to MVP. They often presented with 
palpitations. Echo was in its infancy at that time with blind 
M-mode the only Echo technology available. MVP was 
readily identifiable by that technique. Many patients would 
initially present with symptoms of palpitations, these being 
principally isolated ectopics and occurring for a variety of 
reasons, commonly for no identifiable reason, but looking for 
underlying mitral valve prolapse was at the time “the thing to 
do”. In some departments, so keen were they to identify the 
mitral valve prolapse as the cause of the ectopics, that if no 
prolapse was identifiable on the M-mode Echo, the patient, 
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lying on the couch would be asked to dangle their hands in 
bowls of ice-cold water, then restudied. Very occasionally, 
a debatable suggestion of minimal prolapse may be induced 
and identified (but often not) the theory behind the cold 
water being that an increase in peripheral vascular resistance 
induced by cold extremities would increase the left ventricular 
afterload, putting more pressure on the mitral valve in 
systole and it may just induce a degree of prolapse. It was 
a short-lived practice and soon abandoned. Why was there 
so much interest in trying to identify MVP in these patients 
with palpitations? The reason was, it was already becoming 
recognised that there was a relationship between MVP and a 
variety of cardiac arrhythmias ranging from isolated ectopics 
to paroxysms of various supraventricular tachycardias. As 
time passed a stronger and more concerning relationship 
began to be recognized between mitral valve prolapse and 
arrhythmias.
The prevalence of MVP in the general population is now 
considered to be in the 2-3% range3. The Framingham Heart 
Study puts MVP to be a benign condition4, although details 
the progressive nature of the mitral regurgitation. It is well 
recognised that if left the mitral regurgitation will become 
severe resulting in failure of the left ventricle, progressing 
to congestive failure and also the risks of endocarditis, and 
atrial fibrillation related stroke so in effect the condition is 
not at all benign. In addition to natural progression of the  
mitral regurgitation there are numerous reports of ventricular 
arrhythmias, syncope and sudden cardiac death 5,6 &7.
A study of the structural changes occurring in MVP) may 
help to clarify in that the term myxomatous degeneration of 
the leaflets effectively refers to degeneration and disruption 
of leaflet connective tissue with accumulation of relatively 
acellular collagen and different forms of fibrous cells, the 
leaflet becoming thicker and more ‘floppy’. A valve leaflet 
so affected enlarges with areas of redundancy the leaflet 
becoming elongated with elongation of the chordae attached to 
the leaflet. A process of inter-chordal hooding often develops 
which is when the mitral valve leaflet looks like a ‘dome’ 
bulging towards the left atrium. As the valve enlarges so 
gradually does the valve annulus8.

Fig. 1. Posterior mitral valve leaflet thickened and 
prolapsing (arrowed).
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Although this explains the gradual progression of the mitral 
regurgitation, it does not specifically explain the reasons for 
cardiac arrhythmias other than the dilated left atrium and 
subsequent atrial fibrillation.   
That there is relationship between MVP and a syndrome 
involving sudden cardiac death has been established within 
the medical literature, the incidence of sudden cardiac 
death varying between 0.2% per year and 0.4% per year in 
prospective follow-up studies7.
Left ventricular dilatation and impaired function consequent 
upon the progression to severe mitral regurgitation identifies 
one sub-group at risk for sudden cardiac death and this 
is understandable. Sudden cardiac death however is also 
reported in patients with only mild mitral regurgitation8.
The study from Italy9 identified 43 young adults aged less 
than 40 having sudden cardiac death where mitral valve 
prolapse was the only identifiable disorder. 26 of the group 
were females with a mean age of 32 years. 12 of these 
young females had ECG data where 10 (83%) had inverted 
inferior lead T waves and all had right bundle branch block 
ventricular arrhythmias. Bi-leaflet MVP was found in 70%.  
Post Mortem histology identified left ventricular fibrosis at 
the level of the papillary muscles in all of the patients and 
infero-basal left ventricular fibrosis in 88%.  
The technique of late Gadolinium enhancement in cardiac 
MRI studies has also identified myocardial fibrosis in both 
the papillary muscle area and the inferior left ventricular 
wall in 93% of the study group patients sustaining sudden 
cardiac death. Continuing with this study, ischaemic heart 
disease was excluded and patients with more than mild mitral 
regurgitation were excluded from analysis together with any 
patient found to have a non-cardiac cause for sudden death.
The interpretation of the current literature is that MVP is 
under-diagnosed as a cause of sudden cardiac death in young 
adults, the predominance being young females.   Studies 
are reported where prolonged ECG recordings have been 
undertaken describing a group of malignant MVP patients10 
where physiological mapping identifies ventricular premature 
beats arising from the papillary muscle areas.   
Excessive traction forces exerted on the papillary muscles 
by chordae attached to the mitral valve leaflets travel well 
back into the left atrium in systole are postulated to be 
relevant given that after repetitive such traction with each 
systole the trauma induced may progress to inflammation 
and subsequent fibrosis and scarring related to the papillary 
muscles and myocardium to which the papillary muscles are 

attached. This explaining the fibrosis identifiable on MRI 
studies in those territories. To avoid doing MRI studies on all 
patients with MVP some ECG markers have been suggested 
as identifiers for a higher risk group of individuals. These are 
depolarisation abnormalities in the inferior leads, short runs 
of greater than 3 ventricular premature beats with right bundle 
branch block morphology. There is no association with long 
or short QT intervals or Brugada type ECG’s.  Additionally a 
history of pre-syncope or syncope should be considered very 
relevant.   
Whilst genetic factors may additionally be involved in sudden 
cardiac death there is no clear evidence to date although 
studies so far have ruled out channelopathies as an underlying 
aetiology.   
Therefore, when you next identify MVP, don’t think of it 
just as someone with mitral regurgitation, but as someone 
who may have potentially a far more profound condition, 
particularly a female and having ectopics of left ventricular 
origin during your Echo study. Consider including a comment 
in your report that a further imaging modality may be helpful, 
principally an MRI study.   
Writing this article was prompted by the recent acute 
admission of a 66 year old man who when driving inexplicably 
ran off the road. It was assumed that he had sustained a 
transient loss of consciousness but when admitted other than 
minor trauma injuries there was no pathology identifiable to 
explain a transient syncope other than the finding of mitral 
valve prolapse with severe mitral regurgitation clearly of long-
standing.    
Interestingly myxomatous mitral valve disease is the 
commonest type of acquired heart disease in dogs particularly 
effecting the smaller breeds and of these the Cavalier King 
Charles Spaniels are the most prone.

Gordon Williams, Editor
York Teaching Hospitals NHS Foundation Trust
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Fig. 2. The same image as Fig 1 with colour Doppler 
imaging. Severe mitral regurgitation.

Fig. 3. Mitral prolapse with late systolic mitral 
regurgitation (arrowed) identified and timed bycolour M 
mode imaging.
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DEVELOPING THE TRAINEE ECHO WORKSHOPS 
Registrar training has become a great challenge for many echo departments throughout the United Kingdom. The British 
Society of Echocardiography (BSE) has worked hard to bench mark the standards and have best practice with the 
development of e-learning training in echocardiography; it is vital that the basics of echocardiography is taught at the 
level which the registrars achieve the requirements needed. Practice of basic Echocardiography is the foundation for their 
training program in accordance with the Joint Royal Colleges of Physicians Training Board (JRCPTB) program. 
JRCPTB is responsible for the core medical training1 including 30 medical specialties and 3 sub-specialities, fig 1.1. 
The JRCPTB requires for all trainees at various levels of their stages and a minimum of 150-200 transthoracic scans to 
be performed per year when there pathway is cardiology (Echocardiography) and must be achieved over the 3 years of 
training period. The rotation of registrars within the region is a great challenge for many cardiac departments and may 
reflect on a short fall of achieving the final numbers. 

Fig. 1.1 Medical core training pathway 
The United Lincolnshire Hospitals NHS Trust (ULHT) has provided an extensive program for all trainees at various 
levels to achieve the basic training and assessments towards echocardiography within the Lincolnshire region. The 
echo workshops include a two stage in house assessment, which is supported by the echo workforce team, composed of 
cardiac physiologist, cardiac anaesthetist and echocardiography consultants. The challenge remains: “Can the trainee 
registrars achieve their numbers in their rotation?” With further development of these specialised workshops, the trainees 
are open to attend extended sessions to achieve their numbers.  

A question that was raised was “At what stage 
the trainee should aim to complete the BSE exam 
if they are at ST3 level of their training?” The 
recommendation is that the ST3 level trainees must 
achieve competency in performing the basics of 
echocardiography before any attempts. There must 
be a complete agreement between the training team 
and with the trainee in achieving what is needed. 
All trainees should work towards the requirement 
of the JRCPTB curriculum set out, along with the 
recommendation and guideline set by the British 
Society of Echocardiography. The trainee by the 
end of their rotation maybe at the level, which an 
attempt towards the BSE exam can be considered. 
The echocardiography curriculum delivery tool can 
be accessed on the JRCPTB website and can guide 
trainees on what is required. All trainees should aim 
to complete the BSE e-learning tool (TALKING 
SLIDES)2, within 3 months of the start of their 
training. Therefore obtaining BSE accreditation is 

Fig. 1.2 United Lincolnshire Hospitals NHS Trust (ULHT) 
Echocardiography training flow diagram
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preferred over the duration of the training (ST3-ST5), the e-learning and the theory delivered from the training centre all 
compliment towards achieving the accreditation.
The Lincoln echocardiography-training program was developed to achieve the following three main components: 

The ULHT is composed of hospitals over three sites, which 
are over 25miles distance apart. The rotation of these 
trainees was a great challenge for the cardiology department 
to maintain effective communication. The communication 
between sites and trainees was vital and therefore a trainee 
echo workforce team was developed to maintain the 
communication between the team composed of accredited 
specialist cardiac physiologists, cardiac anaesthetist and a 
consultant driven program to complete the overall standards 
required to achieve effective teaching and training in 
echocardiography. 
1. Echocardiography theory (webinars, echo workshops)
These run throughout the year with an identified supervisor 
over all sites who is fully accredited and follows all progress 
for the trainee. At the ST3 level, the trainee will need to 
complete the basics of emergency echocardiography or 
FEEL scan. The first stage is a 6-month assessment, which 
is open to all trainees, anaesthetist in training, and student 
physiologist. All trainees must complete the attendance 
of educational teaching delivered by the supervisor and 
plans are to deliver monthly webinars for teaching basic 
echocardiography. Additional support will be provided for 
the trainees to complete the core knowledge and various 
echocardiography courses throughout the UK.

2. Echocardiography ‘hands on clinics’
These are dedicated echo sessions for all trainees, adjusted over a 45-60min session to complete the scan under 
supervision by an accredited cardiac physiologist. The trainee must complete their locally agreed logbook with reflective 
feedback provided at the stage of the training. Each trainee will aim to complete between 3 to 4 scans in there session. 
The rotation normally equates to 12 sessions, which would provide average of 42 scans. Over the duration of the year, the 
trainee will be rotated over three sites, which would equate to approximate 126 scans per year. This is clearly a problem 
within our model and there is a short fall of scans, which is very much a reflection for other centres throughout the UK. 
Therefore, we have opened up additional echo workshop clinics, which includes the use of the heart work simulator to 
teach pathology and to scan live subject to achieve their numbers. A minimum of 150 -200 scans should be achieved 
per year and those trainees who have been signed off, may achieve additional scans through on call and additional echo 
workshops.
3. Locally developed assessment
This is a unique development, which is planned 6 months into the trainees program and is composed of stage 1 and 2 
assessments. The first stage assessment was recently piloted and was very successful with the trainee gaining additional 
scanning through the HeartWorks simulator model on various pathologies (fig 1.3  HeartWork model). 

                 

Diagram 1.1 Principles of the Echo workshops and 
educational portal

Fig. 1.3-HeartWork model
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Echo workshop and assessment
The objective is to complete the basic emergency echocardiography assessment (ST3 stage), as part of echocardiography 
curriculum delivery tool from the JRCPTB. This will allow the signing off for competency and complete the first stage 
teaching and training. In Lincoln we only had ST3 trainees, which worked in our favour. However, this maybe more 
complex within other NHS trusts and regions, which may require an extended set up of these echo workshops and 
assessments. (Fig 1.4)

 

The second part of this echo workshop is to commence in 6 months’ time near to the end of the trainees rotation. This 
is planned for June/July 2019 in Lincoln, which will carry a very similar process to achieve our objectives at the level 
of training (ST3-ST5). Obtaining BSE accreditation demonstrates training that is more comprehensive and is preferred 
for those who are ready to attempt the BSE exam or in the case of trainee anaesthetist to consider the Level 1 BSE 
accreditation if this is a more preferred route. 
The completion of all pathways through the echocardiography curriculum delivery tool are set by ST5. The trainee must 
complete five video cases across a range of pathologies, which the trainee must independently acquire and report. The 
pathway that connects the JRCPTB with the BSE therefore will guide the achievement and submission of the logbook 
(250 cases) and the practical stage of the assessment on achieving the BSE accreditation. This process remains a great 
challenge for many cardiac departments and an even bigger challenge for the trainees on successfully completing all 
stages in their rotation.
Conclusion
The feasibility in developing the echo workshops has entirely improved the way training is provided for the trainees 
and sets a benchmark to achieve the numbers and education in echocardiography over the duration of the rotation for 
the trainee (ST3-ST5). The ULHT has worked very hard over the past year with the development of the training echo 
workforce team and the echo workshops. The echo workshop has been successfully piloted and provided a strong 
commitment to deliver best practice in echocardiography as set out by the British Society of Echocardiography in 
accordance with the JRCTPB echocardiography curriculum delivery tool. The challenge for many departments remains 
an ongoing problem and with the significant demand on cardiac departments to achieve their targets with reduced 
number of workforce, it is vital that this simple paradigm change occurs to achieve best practice and teaching of 
echocardiography for all our trainees. This includes registrars, physiologist and anaesthetists.

Waheed Akhtar, Lawrence Green
United Lincolnshire Hospitals NHS Trust

References
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Fig. 1.4



PAGE 10

reality.
Alternatively a good tricuspid regurgitant colour flow 
signal can be angled well in excess of 30 degrees from 
the direction of the interrogating Doppler sampling line, 
this significantly underestimating the true PA pressure. 
This is a more common error than is appreciated

3. Pulmonary valve. 
Although most operators record a pulsed wave Doppler 
spectral velocity in the LV output, particularly if the CW 
velocity through the aortic valve is over 1 metre /second, 
recording a right ventricular outflow tract pulsed wave 
Doppler value often is not undertaken. The CW through 
the pulmonary valve often is in excess of 1 meter/
second. If the pulse Doppler were to be done in the right 
ventricular outflow beneath the pulmonary valve the 
values in the vast majority of adults would be similar i.e. 
no valve stenosis, but if no pulsed Doppler is recorded 
and the CW signal applied to a Bernouille equation a 
figure will be generated suggesting mild pulmonary 
stenosis. Even worse, the machine calculation may 
be taken off the display screen into a report and that 
expressed to 2 decimal places! If put in a report it would 
not only be wrong but impossible.
A minimal degree of pulmonary regurgitation is a 
normal finding. A ‘puff’ of colour Doppler reflecting 
minor pulmonary regurgitation is by inference a normal 
finding. The degree of the colour signal will again vary 
somewhat from machine to machine based on the colour 
map velocity settings. However, with no thickening of 
the pulmonary valve leaflets, no abnormal pressure drop 
estimate or significant diastolic pulmonary flow (which 
would have to extend through three quarters of diastole), 
a short weak pulmonary regurgitation signal should if its 
presence is going to be mentioned at all in a report, be 
termed physiological i.e. normal.

4. Colour Doppler signals.
These can be misinterpreted. It is not uncommon to see 
colour suggesting the presence of a VSD. To identify 
if this is a correct interpretation, timing of the signal 
with reference to the ECG should be studied. With a 
small VSD the signal would be systolic only, being also 
confirmed by spectral sampling through the debatable 
colour signal which should be of high velocity. A common 
cause of colour overlying structure is excess colour gain.

AN ECHO CAUSING HARM?
Echocardiography has been one of the major 
developments revolutionising cardiology by enabling 
prompt identification of cardiac structure and functional 
abnormalities so is it inconceivable that undergoing an 
echo study could cause the recipient harm? No one would 
consider echocardiography to be anything but beneficial.
In a physical sense, referring to trauma, it is true that 
echocardiography will not induce harm given that all the 
equipment manufacturers have to limit the output power of 
their equipment such that even neonatal children will not 
come to harm from excess ultrasound power.
Given the definition of ‘harm’ is ‘to cause physical 
injury’ or ‘to cause something by a particular course of 
action’, then what harm could result from undergoing 
an echocardiographic study? If it isn’t induced by the 
machine the only possibility is harm perpetrated by the 
operator. How could that occur?
Here are a few examples:
1. Mild or minimal mitral regurgitation – is it organic 

or physiological? 
This topic has been debated since the advent of colour 
Doppler echo imaging. Various attempts to accurately 
interpret short colour signals suggesting mitral 
regurgitation have been proposed. One is that the signal 
has to be of at least 100 miliseconds duration on  colour 
Doppler to be organic but that is hardly practical in a 
clinical environment. Others have proposed that  true 
regurgitation should be accompanied by a retrograde 
acceleration of flow across the mitral valve, often with 
aliasing at the regurgitant site suggesting regurgitation 
through a restrictive orifice located in a closed valve 
rather than simply the closing volume of blood being 
pushed retrogradely by the closing valve leaflets. The 
colour display imaging is variable from machine to 
machine based on the velocity colour coding settings 
utilised by the manufacturer. With the current generation 
of equipment, it is not uncommon for a signal to be 
generated as the mitral leaflets close as blood on the 
atrial side of the mitral leaflets is pushed back into the 
atrium until the leaflets fully coapt and the signal stops. 
It is a low velocity short time interval signal and in 
the presence of a structurally normal valve it does not 
indicate an organic mitral regurgitation.
It is and most would refer to it, as  physiological mitral 
flow which is normal. The timing and duration of 
the signal is most accurately and easily identified by 
recording a colour M mode signal as real time imaging 
frame rates are relatively slow and not easily timed.

2. Tricuspid regurgitation. 
It is often said that the highest signal received on a 
recording should be the signal to  measure. We know 
this isn’t true but the practise does occur. However, the 
flow signal of tricuspid regurgitation is frequently weak 
and fades away before peak so the strongest and largest 
signal can originate from the valve leaflets snapping 
open or closing.
Although this might sound surprising  it has been known 
that sometimes the valve opening or closing signal has 
been erroneously subjected to the modified Bernouille 
equation and the result accepted to be the pulmonary 
artery systolic pressure estimate. This would be far from 

Fig. 1. Minimal retrograde flow towards the LA, stopping 
when mitral leaflets coapt . This is physiological mitral 
flow, not regurgitation. Note the timing from the ECG.  
Note also in diastole the E and A waves coloured red of 
flow into the LV.



PAGE 11

5. Ejection Fraction.
There are numerous other misinterpretations possible 
but considering those that may result in patient harm 
a not uncommon one is that of ejection fraction. 
The continuing treatment for a malignant condition 
requires intermittent confirmation that the drugs in 
use are not causing cardiotoxic damage. Probably the 
commonest example is that of Herceptin. Should the 
ejection fraction estimate be reported to be less that 
10% of a previous study and be less than 55% , the 
patient’s cancer treatment will be terminated. Given 
that suboptimal imaging is a common occurrence and 
echo contrast not routinely used, the endocardium 
not clearly visualised and eyeball estimate of ejection 
fraction made, this can easily happen and be very patient 
detrimental.
Most echo reports currently are sent either directly to the 

LVOT obstruction also had a degree of obstruction induced 
by a simple Valsalva manoeuvre.
Dynamic LVOT obstruction induced by effort has been 
sited in a number of publications to be the underlying cause 
of anginal symptoms or effort related dyspnoea.
The subject of induced LVOT obstruction in the absence of 
HCM has not been researched in depth so debate still exists 
in regard to how common it may be. In a large study of 
9180 patients undergoing transthoracic echocardiography 
reported by Uematsu et al , 88 were identified with SAM 
of which 28 were deemed to not have HCM and of these 
14 had mitral valve SAM and 8 mitral chordal SAM. The 
non HCM patients with valvular SAM had longer anterior 
mitral leaflets, more severe MR and higher LV output 
gradients compared to the chordal SAM group.
Interestingly SAM without HCM was initially reported in 
1976 but its incidence had not been reliably established 
primarily as many will go undetected.
Published data is of an incidence of chordal SAM without 
asymmetrical septal hypertrophy being 3.9% in 1552 
unselected patients undergoing routine echocardiography. 
Other studies report post cardiac surgical patients 
developing SAM, presumably related to a combination 
of anaemia, tachycardia and post operative inotropic 
medications this occurring between 2.3 and 4%  in the post 
operative period.
The incidence is higher in the older age group where a 
sigmoid septum is often a common finding, this being 
considered by many to be a facet of normal aging. We 
await further study and information but from an anecdotal 
perspective significant LVOT obstruction without HCM 
being induced by   stress is not rare having had 3 such 
patients within the last year and 2 on the same day!
The conclusion is to be aware of it, to look carefully at 
the mitral valve chordae before commencing a stress 
echo study if the patient is complaining of effort induced 
breathlessness or effort chest pain and to check LV outflow 
velocities post exercise in those individuals.

Gordon Williams, Editor
York Teaching Hospitals NHS Foundation Trust

NO HCM YET INDUCIBLE LV  
OUTFLOW OBSTRUCTION
In the region of 50% of hypertrophic cardiomyopathy 
(HCM) patients have resting left ventricular outflow tract 
(LVOT) obstruction induced by systolic anterior motion 
of the mitral valve (SAM), previously termed HOCM . 
Many of the remaining fractional percent will have LVOT 
obstruction induced by exercised so overall the majority of 
HCM patients will have either at rest or on stress dynamic 
LVOT obstruction.
Interestingly, some patients with no evidence of HCM 
and no resting LVOT obstruction can develop LVOT 
obstruction on exercise. There is usually some other 
condition evident the commonest being hypertension 
or some other cause of increased afterload an example 
being aortic stenosis. Occasionally seemingly unrelated 
conditions have been described with inducible LVOT 
obstruction being identified, examples being of previous 
mitral valve repair, or aortic valve replacement or 
dehydration. Symptomatically the patients are usually 
referred complaining of effort related breathlessness.
During a dobutamine  stress echo study LVOT obstruction 
can sometimes be identified again in the absence of any 
features of HCM but debatably induced by the inotropic 
effect of dobutamine.
Although somewhat uncommon, a study by Zywica et al 
reported this phenomenon in 2008 during a study of 280 
patients of which 67 were male with an average age of 64 
years. A history of treated hypertension was recorded in 
35%. They defined the LVOT obstruction as an induced 
systolic gradient of at least 25mm of Hg with colour 
Doppler imaging to identify and confirm the site of onset 
of turbulence to be in the LV outflow tract and not the LV 
mid cavity. The commonest structural finding was chordal 
SAM that is SAM  of the mitral chordae without anterior 
motion of the mitral leaflets. Standard Bruce exercise 
was the stress modality.  Of the patients in whom LVOT 
obstruction was induced by exercise it was also noted that 
the majority of patients who developed exercise induced 

General Practitioner or indirectly by being incorporated 
in a hospital letter to the General Practitioner. In 
either event, the contents will be incorporated into the 
patient’s computerised General Practitioner records. 
The consequences may be far reaching. Should the 
patient’s medical history subsequently be required, 
typical examples being when applying for a life 
insurance policy, or certain employment applications, 
it may be very detrimental to have for example ‘mitral 
regurgitation’ or ‘pulmonary stenosis’ or ‘pulmonary 
regurgitation’. These being typical examples of 
incorrectly reported echo findings.
Hence interpretation and reporting of echo studies 
require not only accuracy but thoughtful wording.

Gordon Williams, Editor
York Teaching Hospitals NHS Foundation Trust
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DEBATE - SHOULD WE 
BE COMMUNICATING 
ECHOCARDIOGRAPHY 
RESULTS TO PATIENTS 
DURING A SCAN?
FOR
Historically, cardiac scientists/physiologists have not 
normally communicated the results of echocardiography 
directly to the patient. In most centres, they produce a report 
that informs the referring clinician who then speaks to the 
patient. However, this process is slowly evolving.  
In previous decades, the cardiac scientist/physiologist would 
have performed the echocardiogram and produced a draft 
report, which would then be reviewed by a cardiac consultant 
to be signed off before being released from the department. 
The British Society of Echocardiography (BSE) individual 
accreditation process has become the minimum criteria 
for verifying reports in the majority of echocardiography 
departments throughout the UK for all staff, including 
the medical and scientific workforce.  The vast majority 
of echocardiograms are performed by cardiac scientists/
physiologists in the UK and with the BSE accreditation of 
individuals now firmly established, the verification of reports 
has not been restricted to medical specialists for well over 
a decade. Reports have also evolved from very technical to 
more clinical reports that can guide the referrer, who may not 
be a specialist in echocardiography e.g. a GP, as to both the 
identification and severity of the heart disease.   
The NHS is increasingly focused on patient choice and 
transparency and patients no longer want to wait for results. 
In a recent, albeit small, pilot study 19 out 20 patients 
wanted the results of their echocardiogram communicated 
directly by the cardiac scientist performing the scan rather 
than waiting to receive the results directly from their doctor 
at a subsequent appointment1. The communication of the 
results will differ depending on the format of the clinic. 
With the one-stop visit, then the results will be discussed 
with the cardiologist at the same clinic. However, most 
echocardiograms are the sole reason for the visit and there 
may be a substantial delay before the patient sees their 
referring physician.  Delaying the communication of the 
results can cause unnecessary anxiety for the patient, they 
may feel that the sonographer is not providing results as 
there is something significant and is perceived as ‘bad 
news’. Withholding information from the patient is in direct 
contravention of the Equity and Excellence principles2 and 
when patients have access to their medical records and test 
results, they report greater satisfaction with their care and 
increased trust in healthcare staff 3, 4. The question is no 
longer ‘if’ but ‘how’ the results are communicated by cardiac 
scientists. If there is nothing significant on the study, this 
should be communicated directly to the patient by the cardiac 
scientist who is suitably qualified and experienced. If there 
is something abnormal, greater care is required. If a patient 
presents with a known condition and there is no significant 
change, then again this should be communicated. If there 

is a new finding or a significant change then there should 
be provision for immediate discussion with a clinician, 
preferably with the referring clinician though this may not 
always be possible nor practical.  
While this is an appropriate direction for the dissemination 
of information to the patient within the modern NHS, the 
workforce involved will need additional support and training. 
Clearly, there would need to be a structured approach for 
this extension of practice for cardiac scientists. Structured 
scientist-led clinics have been shown to be both safe and 
popular with patients5, but they need clear guidance and an 
appropriate audit structure to ensure the communication is of 
the appropriate quality.  

Brian Campbell
Guy’s and St Thomas’ NHS Foundation Trust
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AGAINST
It is now a commonly-held belief that patients have the right 
to be the ultimate decision makers when choosing among 
their healthcare providers. Healthcare providers agree that 
patients need to be informed.  The underlying assumption is 
that patients will make their decisions based, in part, on the 
results of their diagnostic examinations. What the healthcare 
community has not yet achieved consensus on is who should 
do the informing.
In the UK, regional and departmental policy dependant, band 
7 sonographers are permitted to sign and communicate the 
results. Nevertheless, the question of whether we should do 
so is still being debated. So far, there are no standardized 
professional guidelines nor consistency in recognizing 
sonographers’ professional status1.
There are several reasons why patients should not be told: 
New patients generally have no pre-existing relationships 
with us, the sonographers, whereas generally they do with the 
referring consultant or their general practitioner. There are 
a cohort of patient’s such as in the valve clinics who come 
regularly and are very self-aware of what we are looking for 
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and why. Some patients even jump on the bed asking ‘is it 
surgery time yet?” These relationships are formed over time 
with both us and referrer with a full background knowledge 
of the patient and future treatment plan.
The cohort of ‘new patients’ which make up a large 
portion of a departments workload can have a long and 
complex history which is not always detailed on a simple 
echocardiography request form. Echocardiographers are 
often left in the dark to other disease processes (and often 
relevant information such valve replacements or previous 
PCI, are even omitted) so essentially we are getting a mere 
‘snapshot’ and not the full picture. Clinics are generally 
getting busier, with variable time frames to both scan and 
report. This is not including allocated lists to train medical 
students or student physiologists. Of course we would be 
failing in our duty of care if we did not admit outpatients 
who were haemodynamically compromised however for less 
critical problems it is simply a question of time. 
Patients deserve more time. They have come for a diagnostic 
scan, not a consultation. We’re good at multitasking by 
scanning and making conversation but do we really have the 
time to sit face to face with the patient? The answer is no 
with today’s clinic pressures and diminishing time slots and 
ever increasing numbers.
This is not ‘dumbing down’ our profession, far from it. We 

are more than capable of delivering results but should we 
be doing? Do we really have time to sit, listen and answer 
patients’ questions about disease prognosis and therapies? 
To sit face to face and give them our full attention as they 
would expect and deserve? If the news is going to come as a 
shock to the patient or is bad news how can we take the time 
to explain about the possible complexity of the results and 
ensure the patient’s comprehension has been achieved before 
they leave the department? 
They deserve better, not a quick 5 minutes in between other 
patients, as it can only serve to cause anxiety and further 
confusion if they have concerns and questions we simply 
do not have the time to answer or follow up on, as much 
as we’d like to. Generally, as a work force we do try to 
reassure patients when needed, however sometimes, the best 
reassurance is telling them they are free to go… 

Cara Mercer
Grantham & District Hospital
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THE DIAGNOSIS OF HEART 
VALVE DISEASE
For the majority of patients who are diagnosed with 
heart valve disease, a disease that affects over 1.5 million 
people in the UK, the first stage of detection is through 
auscultation. Heart Valve Voice works to raise awareness 
amongst primary care professionals of valve disease and 
of the importance of a simple stethoscope exam for older 
patients.
Unfortunately, the general public is unaware of heart valve 
disease and the symptoms that accompany it and as such 
many patients won’t know to present these to their GP or 
they may be asymptomatic. A 2016 UK study reported an 
average of 94% of people over the age of 60 are unaware of 
what aortic stenosis (the most common form of heart valve 
disease) is. Raising the profile of the disease and regularly 
listening to the hearts of older patients is key to ensuring 
that heart valve disease patients are diagnosed and treated in 
a timely manner.
When a patient over the age of 55 presents with the 
symptoms of valve disease like breathlessness, tiredness or 
feeling older than their age, with a quick stethoscope exam, 
the characteristic heart “murmur” or “click-murmur” which 
is usually the first indication of a heart valve disorder can be 

detected and a referral to a cardiologist can be provided. 
When a patient has a murmur picked up by their primary 
care professional, the next step in their patient pathway is 
to be referred for an echocardiogram. Echocardiograms are 
the first line diagnostic investigation required to confirm 
or rule out the presence of valvular heart disease. With 
developments in technology this has led to the promotion 
of hand held echocardiography systems. These hand-held 
systems can be useful in the identification of disease, 
however, the gold standard to accurately quantify the 
severity of disease can only be achieved by the patient 
undergoing a full standard echocardiogram. An standard 
echo machine has the capability to assess hemodynamic 
flow, something the hand-held systems cannot yet offer. A 
high quality transthoracic echocardiogram provided by an 
appropriately qualified individual will enable the clinician to 
determine the appropriate management plan which may be 
very different for each patient.
Once a patient has been diagnosed with heart valve disease, 
they face a number of life changing treatment options. 
Depending on the severity of the disease, a patient’s best 
chance at overcoming it are through either valve repair or 
replacement. Great progress has been made recently on less 
invasive procedures allowing for less trauma and a much 
quicker recovery such as minimally invasive surgery and 
Transcatheter Aortic Valve Implantation (TAVI).
“GPs are doing an excellent job helping to diagnose a wide 
range of disease including heart valve disease, however, 
with the lack of awareness and with the growing number of 
cases in the UK, more needs to be done to ensure there is a 
plan in place to tackle this disease at all levels,” said Yassir 
Javaid, GP and Cardiovascular and Diabetes Clinical Lead 
at Nene CCG.

Keith Pearce, Wythenshaw Hospital
Yassir Javaid, Nene CCG
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THAT OLD CHESTNUT AGAIN 
SOMETHING YOU MAY NOT 
HAVE NOTICED
Pressure gradient estimates have long been discussed, 
debated with explanations agreed and accepted so we 
all recognise that a systolic valve gradient, almost 
always aortic stenosis, is much greater in mmHg by the 
Bernouillie equation using Doppler velocities compared 
to the measurements obtained at the time of cardiac 
catheterisation pulled back across the valve. The latter 
is a withdrawal gradient, the measurement being taken 
as the difference between the peak ventricular pressure 
and the peak aortic pressure. The rapid and repetitive 
sampling of the Doppler signal across the aortic valve 
records the highest instantaneous velocity difference 
detected during that cardiac cycle, not specifically at 
the peak LV systolic pressure point. The term gradient, 
which traditionally only applied to catheter withdrawal 
gradients is now used for both Doppler and catheter based 
measurements. All echocardiographers are however well 
versed in the difference and generally also quote a mean 
pressure difference based on the Doppler signal, the reason 
being that the mean pressure drop is usually close to the 
withdrawal gradient value.
This is so well entrenched in echo practise and it is why 
I am referring to it as ‘that old chestnut again’. Why then 
you may ask, am I writing about it again? There is an 
exception to what I have just described. In HOCM (the 
abbreviation for which now is just HCM), when SAM is 
present inducing left ventricular outflow tract obstruction, 
the measurement of the degree of obstruction is different 
to that of valvular aortic stenosis.

Clinicians, when examining a patient with HOCM 
routinely feel the carotid pulse, it is described as ‘jerky’ 
meaning the normal rise or upstroke of the carotid pulse 
is abruptly cut short early in systole. This is due to the LV 
outflow obstruction caused by the anterior mitral valve 
leaflet coapting with the basal septal bulge, inducing 
obstruction to flow from the left ventricle in the LV outflow 
tract. The carotid pulse therefore starts to rise, abruptly 
stops rising and flattens out, this being quite different to 
the slow and delayed rising carotid pulse of valvular aortic 
stenosis (AS). The differences are demonstrated in figures 
1 and 2. It can be clearly seen that the gradient difference 
between a catheter pull back and Doppler in valvular AS is 
significant if the valve stenosis is significant. In LV outflow 
obstruction caused by SAM,  the profile of the ejected 
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Fig. 1. The peak pressure drop in valvular aortic stenosis 
clearly much greater then the peak to peak gradient.
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STRESS ECHO PROTOCOL 
IMAGE CAPTURE 
IS IT APPROPRIATE FOR ALL 
STRESS STUDIES?
The advent of digital stress echo imaging transformed 
echocardiography. Early stress echo studies were recorded 
on video tape. Analysing the results required trying to 
retain resting images in one’s personal memory then 
reviewing the stress images, trying to judge if there were 
any differences. It usually involved playing the tape 
backwards and forwards several times, the consequence 
being time consuming and with unquantifiable degrees of 
inaccuracy. The ability to display in a captured protocol 
resting, low and peak dose images or physical stress 
images side by side or above and below each other, 
stopping, running slowly, or in real time has immensely 
transformed stress echo imaging.
Protocols are preset within the echo machine to the 
operator or departmental preferred choices. The image 
‘boxes’ within the protocols are usually set for standard 
apical and parasternal views and amounted to 6 or 7 for 
each stage of the test.
The majority of stress echoes are undertaken for 
identifying the presence or absence of ischemic heart 
disease. For this , displaying images in a protocol is 
ideal, but is that option optimal for stress echo studies 
undertaken for other reasons?
Requests for stress echo studies are undertaken for a 
number of indications one being to assess the current 
status of an individual with known mitral regurgitation.  
Within this type of investigation imaging the left ventricle 
from a haemodynamic and functional perspective is 
required but also imaging of the valve flow antegradely 
and retrogradely together with colour flow and imaging of 
the pulmonary vein flow by colour and spectral imaging 
if reverse flow is being considered. The pulmonary artery 

pressure estimates at rest and post exercise are required. 
Also tissue Doppler and in some departments, strain 
imaging and IVC data. To obtain all this within a preset 
protocol is impractical. It can be captured readily out 
of protocol and then  comparative images selected and 
displayed later for interpretation.
Similarly in a study for aortic stenosis particularly if it 
considered a low flow situation requires multiple imaging 
of both anatomy and function again not practical to be 
done within a preset protocol. There are a number of 
further examples, studying a hypertrophic cardiomyopathy 
where the situation following stress may well be quite 
different to at rest in that degrees of obstruction may have  
been induced.  Additionally,  many of the parameters 
mentioned above in respect of  mitral regurgitation will be 
required. Then there is the frequently attending individual 
referred for effort dyspnoea to evaluate the cause where 
again the images required may well vary depending on 
the history and individual but will be additional to the LV 
views for ischaemia.
Preset protocols are ideal for assessing whether or not 
stress induces evidence of segmental ischemia but not for 
the largely haemodynamic assessments described above. 
Sampling out of protocol and then aligning them for 
analysis enables the echocardiographic equipment to be 
used to its optimum and to obtain the benefit of it being 
the wonderful physiological machine that it is without the 
constraints of a limited number of captures just because  a 
preset protocol has been used. It is possible to repetitively 
switch in and out of a protocol but that is clumsy and time 
consuming so the changes induced by stress may not be 
captured. The initial ‘scouting’ images taken at rest at the 
onset of the study may also identify particular imaging 
which was for a specific patient  not previously anticipated.
For all the above reasons protocols are extremely helpful 
for specific generally ischemic indications, but can be 
a hinderance and detrimental when undertaking stress 
imaging for other reasons.

Gordon Williams, Editor
York Teaching Hospitals NHS Foundation Trust

left ventricular blood, if the outflow tract obstruction is 
severe, is similar whether it is on Doppler or catheter pull 
back. The mechanism can also be well seen if an M mode 
recording is made through the anterior mitral valve leaflet 
as the timing and severity of SAM related LV outflow tract 
obstruction can be clearly seen (figs. 3 & 4).
Therefore, in an obstructive HCM, when evaluating the 
severity of the LV outflow tract obstruction at rest or 
on effort, the peak pressure drop from Doppler velocity 
recording is very similar to the peak to peak withdrawal 
gradient and not the mean pressure drop. This is useful to 
remember as the degree of LV outflow tract obstruction is 
one of the principal values  considered when interventional 
decision making is made in respect of planning  treatment 
for a HCM by septal alcohol ablation or surgical septal 
myotomy.

Gordon Williams, Editor
York Teaching Hospitals NHS Foundation Trust

Fig. 4. SAM of mitral valve with septal contact throughout 
systolic resulting in severe LVOT obstruction. Early and 
persistant SAM almost occluding the LVOT producing severe 
LVOT obstruction and an early “cut off” of the carotid pulse.
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As discussed in previous editions of ECHO, we now have a patient advisory group, Wavelength. This aims 
to improve the patient involvement in the BSE and become advocates for echocardiography in the UK. As 
part of the process to become members, we asked the applicants to describe good and bad encounters in 
echocardiography. With the authors’ permission, we have reproduced some of them here as they highlight 
the varying experiences of our patients.

Patient 1
Please describe your personal experience of echocardiography:
Following a diagnosis by my GP of a heart murmur, and an early echocardiograph showing a bicuspid aortic 
valve, I then experienced a period of deterioration in my health in terms of breathlessness, fatigue, and severe 
light headedness. I experienced an event which Tewkesbury Hospital initially diagnosed as a heart attack; 
I was transferred to Cheltenham Hospital where this was questioned because my levels of troponin were 
considered to be raised, but not as high as would have been expected following a heart attack.  A subsequent 
echo confirmed the presence of a bicuspid aortic valve, the observation then being that my heart was stressed, 
hence the raised level of troponin. An angiogram was used to determine whether or not I was suffering from 
blocked arteries and the conclusion was that I was not; the diagnosis was aortic stenosis. At some stage the 
analysis (I believe also from the echo) concluded also that my heart was excessively muscular and that this had 
allowed too many pathways to develop in my heart, resulting in atrial fibrillation, and later atrial fluttering, 
subsequently removed by ablation during open heart surgery at John Radcliffe. One or more of these echoes 
were used, I believe, to test velocity and volume of blood flow at either side of a valve/valves using, I think, 
Doppler, and the functioning of the new valve.   
As a deeply technical person I found the echo process extremely interesting as it enabled me to see almost 
first-hand what the issue was and come to terms with the corrective (surgical) action that needed to be taken. 
Most of the practitioners were happy to explain what the results meant, although not always to the level of 
detail that I personally would have liked. I would have welcomed additional explanation.
An echo (I believe) was also requested by the anaesthetist to measure blood flow in my carotid artery prior to 
open heart surgery.
I was also given an echo some three months after surgery to confirm that all was well, as I felt that my recovery 
had slowed down.
Please describe your best and worst experience having an echo:
My best experience was where I was encouraged to observe the images on the screen and where all of my 
questions have been fully answered.
My worst experience was when the process was rushed and the operator did as little explaining as possible. 
Often the response was that everything was ‘fine’ whereas I was looking for a more detailed description of the 
test results. Sometimes there was reluctance to explain the condition that had been seen by the sonographer, 
choosing  instead to refer the diagnosis back to the cardiologist.

Patient 2
Please describe your personal experience of echocardiography: 
I have been diagnosed with heart disease in the form of ‘left ventricular systolic dysfunction’ with an ejection 
fraction of 30%. This diagnosis followed emergency admission to Ninewells Hospital in Dundee in 2013 after 
my 999 call to mountain rescue from a remote mountain and subsequent rescue by Royal Navy helicopter and 
the local mountain rescue team. I had a cardiac arrest on admission to A&E and was revived and immediately 
transferred to the catheter lab. My treatment involved 3 stents and I was fitted with a balloon pump for 4 days 
whilst in the cardiac ward. Whilst undergoing treatment I had two echocardiograms at Ninewells, the final 
one just before discharge and referral to the Essex Cardiothoracic Centre in Basildon close to home. As part of 
follow on diagnosis I had another echocardiogram in April 2014 and was referred on to the local heart failure 
team. As my condition stabilised I was referred back to my GP and have had no further echocardiograms.
Please describe your best and worst experience having an echo:
The first experience I had of echo was probably the best. The cardiographer explained very clearly the process 
and pointed out details on the screen and the significance of colour in measuring blood flow. Following this 
the consultant explained the diagnosis, indication of permanent damage, purposes of my medication and 
likely outcomes. 

The Patient Advisory Group for the British Society of Echocardiography
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My worst experience was my final echo. The cardiographer was fairly rough in manipulating the probe and 
gave no explanations about what she was doing. The subsequent diagnosis from my consultant was fairly 
blunt, at the end of probably a long shift for her, with the memorable comment “Mr Smith, you have heart 
failure and will never climb a mountain again.”
I was up some easy hills in the Lake District within 9 months and an energetic holiday in Scotland, 12 Munros 
climbed in 9 days, a year later. I am now back to regular hillwalking which I have enjoyed most of my life, 
going a bit slower uphill but still ticking off the + 3,000ft tops. 

Patient 3
Please describe your best and worst experience having an echo:
Part of the reason I wanted to apply for this role is as a result of my last echo appointment and the experience I had. 
Before attending for my last echo, over a year ago, I was admitted to a hospital whilst on holiday with severe 
central chest pain and associated cyanosis. A CT scan at the time showed a pericardial effusion but all over tests 
were negative. It was a very frightening experience made worse by the fact that we were in a very remote 
location at the time. 
After returning home I saw my rheumatologist and as I was due an echo they said they would inform cardiology 
of recent events and ask them to particularly note any pericarditis on the echo. When I asked the person 
performing the echo if they had read the rheumatologist’s comments they replied no and said that it didn’t 
matter. I repeated my request and again they didn’t appear interested in what I had to say. 
After the echo was completed I asked about the findings and whether there was a pericardial effusion, they 
replied there was a small amount of fluid but that it was ‘trivial’. My first thought was that it may be trivial to 
them but nothing involving the heart is ever trivial to me and I suspect most cardiology patients feel the same. 
I have reflected at length on my experience and how this comment and other actions made me feel. I understand 
that ‘trivial’ has a different meaning in medical terms and that the main concern re pericardial effusions is 
cardiac tamponade etc. Even though I understood this I felt hurt and upset made worse by the fact that my 
early concerns weren’t noted either.
The person that did my echo was technically competent but I felt like a piece of meat on the couch, that 
they didn’t view me as a individual, just another person to run a test on. They weren’t interested in me, 
my underlying diagnosis, my experiences and my anxieties over recent events. I realise that doing an echo 
requires concentration and a high degree of technical skill but patients deserve to be treated as individuals 
and care taken over the language used to communicate findings. To describe any finding as trivial to a patient 
is unacceptable and I regret that I didn’t feel able to raise that at the time. I realise that the person doing my 
echo didn’t realise how they made me feel which is why patient insight and feedback is so important, if only 
to make staff consider their use of language.
The best thing about having an echo is that you are generally given results straight away instead of having to 
wait weeks for them.  

Facing reality versus expectations
The experiences detailed from the Wavelength group certainly provide useful insight from the patient 
perspective and on reflection are recognisable situations seen daily in clinical practice. Two predominant 
issues highlighted relate to time afforded per scan and disclosure of results. The majority of transthoracic 
echocardiograms (TTE) in the UK are performed by cardiac physiologists. Although Band 7 physiologists are 
permitted to communicate the results of studies in specialist physiologist led clinics, typically physiologists do 
not communicate the result directly to the patient. Instead a report is produced, with the requesting clinician 
being responsible for relaying findings. Referring physicians1 prefer to give results to the patient themselves, 
particularly if these are abnormal. However, as highlighted by the Wavelength accounts, patients typically 
want to receive results in the quickest way possible.
Some physiologists share the consensus that results should be relayed directly to patients, in situations when 
the findings are normal and there is substantial delay before they would otherwise see the referring physician. 
Their rationale being that not communicating the results could induce unnecessary anxiety in the interim. 
Withholding information might be seen as contrary to the principles of equity and excellence1, with patients 
feeling greater trust in staff and satisfaction in their care when assured the study is normal. Some argue that 
the physiologist, having done the scan, is the most well equipped to point out the findings on the images and 
relay what they mean.
Physiologist led clinics have traditionally provided a ‘one-stop’ service whereby the physiologist acts as a 
delegate of the cardiologist in overall charge of the service. More time is allocated per appointment in these 
structured clinics, allowing the physiologist to take on roles normally regarded as clinical; e.g. explanation of 
results. Research has demonstrated that these clinics are safe and popular with patients3. The Modernising 
Scientific Careers program has led to significant changes to the training and development for clinical scientists, 
with a wider clinical knowledge base and skill set developed. Many agree that they are well equipped to 
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discuss results following a TTE3.
It must be recognized that barriers exist to the implementation of such communication policies. Many 
departments typically do not incorporate communication time into the daily work flow due to the high-
volume work load. This is further compounded by the greater complexity of pathology necessitating increased 
time spent on analysis and interpretation. This has practical considerations as the BSE, EAE and ASE all publish 
similar guidelines; average TTE including acquisition, interpretation and reporting should take between 30-45 
minutes, prolonged up to 60 minutes when required. Explaining results, and answering subsequent questions 
may prove time consuming and delay later examinations, with research finding an additional 2-8minutes on 
average could be required per scan2.
There is usually no pre-existing relationships between patients and department, whereas there may be 
with the referring physician, so patients may feel more comfortable hearing results from the consultant. 
Furthermore, physiologists may not be familiar with the patient’s complete history, or even the complexity of 
disease, meaning they are ill-equipped to answer questions regarding the effect of findings. Additionally, at 
the heart of effective patient communication is an understanding of the patient’s ability to comprehend and 
cope with the information being communicated; which may not be accurately gauged in the allotted time.
Although some argue that informing patients of normal results can help alleviate unwarranted anxiety, this 
can cause future problems when the findings are uncertain, or when on subsequent visits the findings are 
not normal such as in the case of patient 3. I was involved in an incident whereby a patient was unhappy 
that I would not divulge the results of the study to her. Although the study did not warrant urgent review, I 
felt that if some of the measurements were indexed post-procedure, they would suggest changes compared 
with her previous TTE. She stated “If they told me it was normal last time, it must not be normal now or you 
would say.” I explained that the images needed to be carefully analysed, calculations performed to allow 
indexing of measurements for her size, allowing a more accurate interpretation; rather than rendering a 
hurried opinion. I was able to alleviate the assumption that ‘bad news’ was being hidden. She realised that 
the study was not finished for my part, and that allowing the images to be thoroughly analysed before any 
form of results was communicated allowed for a more accurate finalised result, thereby avoiding any initial 
mis-interpretation. After reflection on this incident I changed my practice to inform patients before the start 
of the TTE that this is the appointment whereby images are obtained, they are then analysed post-processing 
and the results will be communicated to them by the referring doctor; as they are the individual who is aware 
of all their clinical information. This has helped alleviate the assumption that abnormal findings are a factor 
in not communicating results.
There is significant variation in the training and clinical experience of physiologists within the echocardiography 
workforce. Some feel that they are not sufficiently trained with the appropriate communication skills to be able 
to relay TTE findings in the patients clinical context, in both the time allocated and to a level that the patient 
accepts. Indeed, both patient 1 and 4‘s accounts conveyed the importance of taking care over the language 
used to communicate findings and the increasing level of detail that is sometimes required by patients.

So what now...
Radiographers now communicate results directly to patients following changes to national professional 
guidelines1. Should practice within echocardiography change? If it is made clear that the physiologist is 
not a physician, and is giving an interim technical result that does not supplant the clinical interpretation 
subsequently given by the referring consultant, should physiologists communicate results? Simple reassurance 
that a test is normal is easy to communicate, however should individual departments follow agreed protocols 
for equivocal or clearly abnormal studies were further discussion is warranted in order to avoid inconsistencies 
in practice from one physiologist to another?
It was proposed1  that to maintain some form of consistency, individual departments form an agreed narrative 
that avoids divulging inappropriate information, indicates the study is not quite normal but the findings are 
a small part of a bigger clinical picture that will be considered by their consultant. Sufficient training should 
be provided on how to present abnormal findings, processes developed to allow the physiologist the time 
and opportunity to do this, and continuous reflection utilized to develop patient care. There are currently 
no standardized professional guidelines, so it would be valuable for national echocardiography societies and 
patient-groups to provide guidance for physiologists on appropriate communication strategies.

Andy Potter1, Claire Compton2

1 Whaddon Medical Centre, 2 St George’s University Hospitals NHS Foundation Trust
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To further our understanding of patient’s satisfaction and experiences of having an echo, in December 2018 
we asked the members of Wavelength their opinions on general experiences of having a scan.  We received 
90% response and we felt as many of the descriptive answers show really interesting insights to a patient’s 
perspective, we publish the results here. If you have any comments, questions or feedback, please let me 
know on Andrew.potter4@nhs.net 

Q1 In the past, has the information given by the sonographer been:

Not enough – 9

Just about right – 4 

PLEASE EXPLAIN YOUR ANSWER 

1   I think this is a personal preference and age dependent but at 26 and having CHD so know my heart well 
and have regular scans half the time they will think there’s something and it’s like that’s normal for my 
heart

2   Personally speaking I like to be given a lot of information however I sense that the sonographer holds 
back may be for fear of alarming the patient. Also, I think the best that they can say is “this is normal” as 
they, as you say, will not have the full medical details for any patient. May be they do not want to say the 
wrong thing.

3   I was not told anything by the sonographer in most scan I have had. In one case I was shown the scan on 
the screen and it was described to me.

4   I’m told how to behave and what they are going to do, bu I would like ore information about the things 
they are measuring and what they might mean

5   There has never been any standard of information set for sonographers to tell a patient what they have 
found referring all information back to the cardiac consultant who the patient is under or has requested 
the echocardiogram

6   I had no idea how the echo differed from an ECG nor what it might show. 

7   As earlier correspondence with you states, my sonographer was brilliant in explaining all the relevant 
physiological and technological aspects as part of the session’s running commentary. Of course, many 
(most?) wouldn’t want that!

8   Generally dismissed with the room saying that the results have to be given by a doctor 

9   I take on board your comments above but feel that I want my care to be holistic. I don’t expect the 
sonographer to know everything but would like them to have some clinical curiosity and an interest in me 
as a patient. There is no shame in not knowing the answer to a question, disinterest is different though. I 
don’t want to feel like a piece of meat, on a chair, undergoing an examination.

10 Having had about a dozen echocardiograms some have said nothing whilst others have said quite a lot. 
On one occasion two sonographers have chatted to each other about the ejection fraction result which 
I overheard and which caused me great anxiety as it was a figure much lower than reported than my 
previous scan.

11 All I know is that it is like an ultrasound for pregnant women. Not much help to a male patient! I would 
like to know more about what the device is, what it is showing, and what the noises are.

12 As the opening paragraph would indicate, there is not a general protocol between the various branches 
involved regarding this information.

13 I would prefer to have the results explained to me at the time of the scan. However I realise there needs 
to be interpretation by the consultant.

Q2 Assuming your scan is normal, would you want to be informed?

Yes – 13

No – 0 

Patient Survey December 2018
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Q3 If your scan is abnormal, would you want to be informed?

Yes -12

No – 1 

Q4 If yes to question 3, what sort of words/phases would you prefer the

sonographer to use?

“The scan shows an abnormality ” – 1

“The scan is not quite right” – 0 

“The scan is not quite normal but there’s nothing to worry about” – 1 

“There are some abnormal findings on your scan. I will write the report for your doctor so they can decide 
the next steps for you” – 10 

Q5 Are there other words or phrases you feel would be a better way of explaining the results?

1   Personally I would just like to be told exactly what they have seen measurements etc but I am use to it 
because I have CHD so probably know more about my heart then them and half the time they worry and 
think there’s is an abnormality and when I find out what it is it’s like yes that’s nothing that’s what my 
heart does, I think people who don’t have them regularly and if there is something wrong just saying 
an appointment will be made with a cardiologist and they will tell you the results and that information 
needs to be relayed by a cardiologist. Saying things like there is nothing to worry about is pointless as you 
will worry anyway and I don’t really find it reassuring. Telling people measurements etc means nothing if 
they don’t know what they are meant to be and the ranges etc. I think If they try to explain to much you 
can then have so many questions it isn’t fair for a sonographer to answer, just be honest with time frames 
etc and when they can expect to discuss the results and who with.

2   Alarming the patient is the last thing that anyone would want. Answers 1 & 2 in Q4 would scare most 
people. Answer 3 would worry me. Answer 4 would not do for me as I would expect the sonographer to 
tell me what the abnormality is. So, the answer to your Q is: tell me what the abnormality is and I will 
then be content to wait for a “what to do next” from the consultant.

3   The scan is mostly fine but there are some results which your doctor might want to explore further.

4   “There are some unusual things about your scan that | need to get the doctor to investigate”. Or “I need 
to compare with your previous scans”. I don’t really like the use of “abnormality”

5   “I will refer your scan back to your consultant for him to review your condition just in case he needs to 
make any adjustments to your medication”.

6   Something like, “the scan shows a possible abnormality which may be nothing to worry about. However, 
it dies mean that you will need to see your doctor to discuss the full report with him/her”.

7   The fourth option, with “This is how it seems to me at the moment” or similar 

8   “The scan is showing some abnormalities but these are probably normal for you and nothing to worry 
about. Every heart is different”.

9   I think it depends on the findings and the urgency attached. Much of this is how long should patients 
wait for results? Are the findings essentially benign or need action? It’s difficult to answer this because it 
depends on the context.

10 “Your scan results lie outside the normal range for someone of your age and background by a small/
medium margin” . Or: “compared to your most recent scan the results show a small change but there is 
always a normal margin of error of 5%/10%”. Or: “these results show your ejection ratio is below normal 
but have little significance if you are not experiencing any symptoms”.

11 No. A report to the consultant ASAP is the best explanation. 

12 If it were possible to adequately inform the patient before the scan, of the general purposes of the scan, 
including major outcome possibilities, then further meaningful information could be passed. The fourth 
phrase above is sufficient in the absence of this.

13 Maybe need slightly different phrases depending on the individual. I prefer information fed to me very 
directly, others prefer a softer approach.
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Q6 Would you generally want a copy of your report?

Yes - 12

No – 1

Q7 Is it important that you are informed how your results will be delivered, before you attend for the scan 
i.e. in the appointment letter?

Yes – 11 

No – 2 

Q8 How else do you feel the communication and interaction with the

sonographer could be improved?

1   I just think it should be kept friendly and simple and the priority should be ensuring patients are comfy 
throughout, I don’t think they should say things like abnormalities unless they’re saying they would like 
a cardiologist to take a look straight away then be honest and say they are going to get them to have a 
look, if not then things should be left to discuss with the cardiologist at an appropriate time when it can 
be explained properly and questions can be asked

2   Covered above really. A stance of “no information” is the very worst as it breeds worry. Although the 
sonographer may not be clinically trained the patient does not know this (I didn’t), the patient sees this 
person as a medical professional and would be alarmed at information not being shared. Perception 
would be is that there is something the sonographer dare not share for fear on causing alarm.

3   In all the scans I have had the results were available to the cardiologist straightaway. The results were 
therefore discussed with me soon after the scan.

4   I would like a bit of commentary, about what they are doing, eg I’m doing an initial scan “i’m measuring 
the flow rate”, I’m taking some measurements to check the size of”.

5   Friendly smiling face putting the patient at ease is very important 

6   By better explanation of what the scan does and what can be seen by the sonographer. 

8   To engage with the patient throughout the process is always a good idea. Many are brusque and 
dismissive; you are just another body to be scanned. The last scan I had he talked me through the whole 
process of which bit he was looking. We also chatted about how painful it is on the ribs. It would be good 
if you didn’t have your back to the sonographer all the time as that makes interaction more difficult

9   It would be good if the reason for the echo was clear both to the patient and the sonographer as well as 
the underlying medical history. Patients want results and tests put into context for them and a realisation 
that for a patient an echo isn’t “ routine “. There should be a seamless flow of information from clinician 
to patient, I think that giving patients access to their notes and results, in language that they understand 
can only help. How can patients take “ ownership “ of their health if they aren’t given the tools and 
information to do so ( if they want ).

10 Written information prior to the appointment could suggest that the results are indicative only and in 
themselves do not confirm or refute a diagnosis of any kind. Instead the results will be pooled together 
with a range of other tests/reported symptoms for a clinician to interpret and make a diagnosis. Patients 
could be offered the choice of knowing, or not, the outline results immediately after the scan from the 
sonographer. These points/choices could be reinforced verbally by the sonographer just before the scan

11 More information from the sonographer as suggested previously. At present it is very impersonal - and if 
undergoing it for the first time, can be quite daunting. Being made to feel at ease would help a lot.

12 The sonographer should be trained to establish helpful dialogue from the outset, perhaps giving some 
feedback as the scan progresses and a summary if possible on completion. Again, the level of this would 
depend upon the patient’s understanding and their need to have meaningful feedback at this time. This 
itself could depend on whether the scan was for confirmation of a prior diagnosis (for instance HF) or as 
part of other investigations.

13 Having the consultant available at the time of scan. I have attended a routine consultation where the 
echo was performed as part of the appointment. The sonographer and consultant fed back.
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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 
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 
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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. 

Angela Feldon. 
University Hospital Waterford, Republic of Ireland 

FRONT COVER
The images were taken from a 72 year old female presenting 3 days previously with delayed presentation anterior MI 
(pain at home for 24 hours prior to presentation), treated by PPCI to LAD with good result. 3 days later, the patient had a 
loud systolic murmur and repeat echo showed large mid septal VSD with discontinuity of the myocardium and large left 
to right shunt.  Due to comorbidities, management was conservative and the patient passed away 1 week later. 
Post-infarct VSDs can be difficult to spot, particularly if the echocardiographer performing the study has not been made 
aware that this is a clinical possibility. This demonstrates the importance of careful imaging (both 2D and colour Doppler) 
of infarcted regions, particularly where there has been a full thickness infarct.  

Catherine Townsend
Royal Berkshire Hospital
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CASE REPORTS
1) A 65 year old woman 
with a serpiginous right 
ventricular mass post 
extraction of an infected 
ICD
Background
We present a 65 year old lady with a background history of 
sarcoidosis and severe left ventricular systolic dysfunction 
requiring a secondary prevention implantable cardioverter 
defibrilator following an episode of ventricular tachycardia 
two years previously. She presented to our department 
with a 2 weeks history of general malaise, pyrexia and 
breathlessness. Blood culture grew enterococcus faecalis 
and transoesophageal echocardiogram demonstrated large 
vegetations attached to both, atrial and ventricular leads. 
The patient was commenced on a broad-spectrum 
antibiotic regime with a good overall result as evidenced 
by both falling inflammatory markers and a subjective 
improvement in symptoms. She was referred for extraction 
of the infected ICD and leads. This was performed 
successfully with a laser-assisted technique. There were 
no intra-procedural complications and she continued to 
feel well afterword. However, a repeat echocardiogram 

demonstrated a serpiginous mass within the right atrium 
and ventricle (Fig 1). She underwent a Cardiac Magnetic 
Resonance assessment with a standard protocol. White 
blood and cine sequences demonstrated a linear low signal 
static filling defect extending from apical right ventricular 
cavity through tricuspid valve into the right atrium and 
lower superior venacava, with no enhancement on late 
gadolinium.(Fig 2). The cause of this was unclear but, most 
likely a fibrotic cast of a pacing lead.

Discussion
Complications associated with intra and post procedural 
treatment with cardiac devices have been well described 
in the literature. In the majority of the cases, infection 
and thrombosis appear to be the leading causes and can 
carry a poor prognosis. Subsequent need for extracting the 
equipment adds further risk.
Discovery of a cardiac mass following a removal of 
infected leads may have significant clinical implications. 
Therefore, it is of paramount importance to carefully 
evaluate their likely nature. A serpiginous right ventricular 
mass has been described in various case reports. Most 
reports emphasize thrombotic or malignant aetiology. 
However, in this case it is most likely a fibrotic cast, 
this could be of clinical significance as retained infected 
material post pacemaker extraction requires longer course 
of antibiotics. Therefore, we recommend a routine earlier 
echocardiogram and a careful evaluation post extraction of 
an infected intra cardiac device.

Lasha Gvinianidze1, Stephen J. Leslie1, Dr Stephen J. 
Cross1, Jonathan Brodie1, Neil Grubb3

1Raigmore Hospital, 2Edinburgh Royal Infirmary

Fig. 1. Transthoracic echocardiogram (four chamber 
view) demonstrating a serpigionous mass within right 
atrium (RA), through the tricuspid valve and into the right 
ventricle (RV). Left Atrila (LA) and Left Ventricle (LV)

Fig. 2. Diastolic image from the four-chamber cine 
sequence of Cardiac magnetic resonance demonstrating 
part of the linear low signal filling defect within right 
atrium and right ventricle. Left Atrila (LA) and Left 
Ventricle (LV) annotated for orientation.
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2) The Lobster Claw 
Abnormality
A transthoracic echocardiogram was performed for a 
73 year old female patient with known hypertrophic 
cardiomyopathy (HCM). There was associated systolic 
anterior motion of the mitral valve. The pulsed wave (PW) 
Doppler profile shown here was recorded just proximal 
to the point of septal-mitral leaflet contact whilst tracking 
the PW  sample volume from the apex towards the aortic 
valve in order to identify evidence of left ventricular 
outflow tract (LVOT) obstruction. The Doppler recording 
shows a max velocity of 1.36 m/s corresponding to a peak 
gradient of 7mmHg. The case was reviewed at the weekly 
departmental imaging meeting and the following question 
posed.
•  Does this pulsed wave Doppler provide evidence for or 

against significant obstruction?
The Doppler recording shows a reduction in flow during 
mid systole (arrow) which then recovers. The mid-systolic 
drop in velocity indicated by the arrow results in an 
appearance that was first referred to by Sherrid et al as the 
‘Lobster Claw’ abnormality1. It was recorded at the AMV 
point (apical of the mitral valve) which they described 
in the apical 5 chamber view as placing the pulsed wave 
Doppler sample box 2-2.5cm apical of mitral valve 
coaptation point and 1 cm from interventricular septum 
near the centre line of ejection colour flow. Sherrid et al 
found this lobster claw Doppler appearance to only be 
present:1) In patients with hypertrophic cardiomyopathy 
who had obstruction and 2) To correlate with a higher 
mean pressure gradient (>60mmHg) than those without a 
mid-systolic drop in velocities. An average mid-systolic 
drop in velocity of 50-60% has been reported1,2,3,4.
In patients with HOCM , septal contraction and systolic 
anterior motion of the mitral valve cause a progressive 
reduction in LVOT orifice size during ventricular systole 
with rapid development of left ventricular outflow 
obstruction and resulting pressure gradients. The 
developing LVOT obstruction and increased gradient cause 
further reduction in LVOT orifice and thus an amplifying 
feedback loop transpires with obstruction leading to further 
obstruction2. This leads to the accelerating dagger shaped 
continuous wave Doppler observed in HOCM. Continuous 
wave Doppler studies of the LVOT in our patient showed 
a typical sabre shaped pattern of dynamic outflow with a 
peak pressure gradient of 136 mmHg and mean gradient of 
67 mmHg.
A situation of left ventricular (LV) afterload mismatch 
due to severe narrowing of the LVOT at the point of 
septal-mitral contact has been suggested as explanation 
for the fall in left ventricular ejection velocity and thus 
the lobster claw appearance. As the LVOT gradient rises 
premature cessation of longitudinal contraction has been 
shown to occur with the left ventricle unable to maintain 
the same level of ejection against the sudden rise in 
afterload caused by the LVOT obstruction1,2,3. This leads to 
a mid-systolic drop in LV ejection velocity with the lowest 
velocity shown to coincide with peak LVOT velocity 
(peak afterload). Following this reduction in LV ejection 
velocity, the outflow tract gradient begins to fall resulting 
in reduced obstruction and enabling restoration of flow 
(second systolic peak on Doppler trace). 
Furthermore the lobster claw abnormality has been shown 
to disappear with relief of LVOT obstruction and therefore 

considering this and the information presented above, the 
pulsed wave Doppler shown here does indeed provide 
evidence for significant obstruction1,2.    

James Offer, Lawrence Green,  Andrew R Houghton
Grantham and District Hospital, Lincolnshire, UK
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3) An extensive true apical 
left ventricular aneurysm
Case presentation
A 60 year old male was seen urgently in our cardiology 
outpatient clinic after he attended his general practitioner 
with a significantly reduced exercise capacity of around 
10 yards secondary to extreme breathlessness. The GP 
had requested a community echocardiogram (ECHO) and 
chest X-ray. At the point of referral the ECHO report had 
indicated a dilated, aneurysmal and impaired left ventricle 
(LV) with the presence of LV thrombus. The chest X-ray 
had indicated a diagnosis of heart failure. 
On review in clinic, the patient was found to be an ex-
smoker but fit and well with no other previous medical 
history. On questioning it became clear that three months 
prior to visiting his GP the patient had a week long episode 
of severe breathlessness, chest tightness and left arm pain. 
At this point in time however the patient did not seek 
medical assistance as he assumed he was suffering from a 
chest infection. 
The patients ECG showed sinus rhythm with a rate of 
77bpm and a narrow QRS morphology. In V2-V6 there 
was a complete lack of R waves, deep pathological Q 
waves and ST elevation. The patient’s blood pressure was 
105/60mmHg, jugular venous pressure was not elevated, 
auscultation revealed normal heart sounds with no audible 
murmurs, chest auscultation was clear and only mild 
peripheral oedema was present. 
Investigations
The initial echo (see fig. 1) revealed significant LV 
dilatation secondary to an apical LVA, LV systolic function 
was reported as severely impairment with a visually 
estimated ejection fraction of 10%. There was a strong 
suspicion of laminar thrombus within the aneurysmal LV 
segment also. The presence of a pseudo LV aneurysm 
could not be excluded. 

Fig. 1. Apical four chamber showing a dilated aneurysmal 
apical LV region with a laminar apical thrombus.

A CMR study was undertaken four weeks after review 
in clinic. The results revealed severe LV impairment and 
severe LV dilatation secondary to an extensive true apical 
aneurysm, measuring 8.5cm by 9.1cm, see image two.  
This was possibly larger than the aneurysmal segment 
noted on echo, suggesting further LV remodelling had 
occurred in the four weeks period between the echo and 
CMR. The five apical segments were aneurysmal, thinned 
and akinetic. There was no late gadolinium enhancement 
seen in the pericardium to suggest the presence of a 
pseudo LVA. On early gadolinium enhancement there was 
evidence of a mural thrombus adjacent to the infero-septal 
portion of the LVA measuring 14mm by 60mm (arrowed on 
fig. 2). Myocardial viability was seen in all LV segments 
except the apical segments.

Fig. 2. CMR still image LV filling defect (arrowed) on 
early gadolinium imaging indicating mural thrombus in 
the infero-septal portion of the LV aneurysm. 
A follow-up echo at twelve months demonstrated a 
significant enlargement of the apical LV aneurysm in 
comparison to the initial echo but, on balance, it was 
more representative of the LVA seen on CMR. There was 
significant spontaneous echo contrast within the LV cavity 
and the presence of apical laminar thrombus could not be 
fully excluded. See fig. 3. 

Fig. 3. Apical four chamber. 
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Treatment and outcome
On presentation in the Cardiology clinic, the patient 
was deemed to most likely have had a late presenting 
antero-lateral ST elevation MI, complicated by an apical 
LV aneurysm and mural LV thrombus. As the patient 
was classified as NYHA class III, standard heart failure 
medication including Furosemide, Bisoprolol, Ramipril, 
Spironolactone and Atorvastatin are initiated. Apixaban 
was also commenced for the presence of the LV thrombus. 
In discussion at the Cardiology multi-disciplinary team 
meeting it was recommended that the patient be treated 
conservatively with on-going heart failure medical therapy 
and primary prevention with an implantable cardioverter 
defibrillator. No specific interventional treatment for the 
true LV aneurysm was deemed appropriate at this time due 
to the patient being hemodynamically stable.  
At twelve months the patient was well and clinically 
stable, his breathing had significantly improved. There 
had been no hospital admissions with decompensated 
heart failure, no further episodes of chest tightness and 
no device therapies for ventricular arrhythmias. He is 
currently on the active heart transplant register. 

Discussion
A true LVA is a rare and often clinically silent complication 
secondary to an MI which is often incidentally identified 
by echo.  A true LVA can be classified as a distinct break 
in normal left ventricular (LV) geometry with a non-
contractile, out pouching region that is present during 
systole and diastole. A true LVA is thought to be stable 
with a lower rupture risk due primarily to the myocardial 
wall being intact but which has undergone significant 
remodelling causing myocardial cells to become fibrotic, 
thinned and scarred1. 
Where possible confirmation of a true LVA should be 
sort as differentiating between a true and pseudo LVA 
subsequently impacts upon patient management. Current 
echo criteria for true and pseudo LVA’s are well covered in 

clinical research2 however caution should be used when 
employing such criteria as they may be insufficient to 
give a consistently reliable diagnosis, and, as seen here 
other cardiac imaging modalities may be needed to aid in 
such a diagnosis. 
Treatment options for true LVA’s include surgical 
intervention or medical management. The surgical 
approach is considered in the event of refractory heart 
failure symptoms or refractory ventricular arrhythmias. 
Its purpose is designed to abort the pathological LV 
remodelling and diminish heart failure signs and 
symptoms. If a surgical approach is considered,  Bolooki 
et al. 2003 showed that long term survival rates are 
improved in patients where pre-surgical LV ejection 
fraction is greater than 26% (via the Simpson’s biplane), 
basal systolic function of greater than 35% (via fractional 
shortening) and a pulmonary artery systolic pressure 
of 17 mmHg or less. Thus, these should be routinely 
assessed for where possible.    
Sadie Bennet, Dr Diane Barker, Justin Mills, Debbie Lindop

Royal Stoke University Hospital 
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4) Less is more
A 58-year old man was involved in a high-speed road 
traffic collision. His initial injuries were thought to be 
confined to his abdomen and he had emergency surgery. 
Subsequently in ITU, his condition deteriorated with 
increasing inotropic requirement. A transthoracic echo 
was non-diagnostic and a transoesophageal echo was 
performed. This showed no abnormality except for a linear 
structure in the ascending aorta. Although there were no 
other features suggesting of dissection, this diagnostic 
concern was raised.
On 2D imaging (figure 1), the linear structure appeared 
independently mobile. However, on applying M-Mode, it 
became readily apparent that the “structure” moved in time 
with the posterior aortic wall.
We are becoming increasingly enamoured by 3D echo 
and high-resolution imaging. Advanced processing 
results in frame rates showing structures moving faster 
than our eyes can process. While slowing the 2D video 
may help appreciate the motion, the quick application of 

Fig. 1. 2D image of ascending aorta with linear structure 
visible
M-mode (either during scanning or, more crudely, from 
post-processing) allows the motion over time to be easily 
appreciated.
Dissection of the aorta was first diagnosed by M-Mode 
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in 19721.  Later 2D echo was championed to improve 
diagnostic accuracy and reduce error due to artefacts with 
M-Mode2. However, it became increasingly recognised 
that 2D echo itself had a high rate of artefact in the aortic 
root and ascending aorta due to the strong reflectivity 
of the great vessel walls. The more realistic imaging 
represented by moving 2D images compared with M-Mode 
easily fools us into believing the apparent structures seen 
are all real.

Evangelista elegantly describes the various artefacts that 
can occur in patients suspected of having aortic dissection, 
noting that more than half their studies of patients without 
dissection contained at least one artefact on imaging and 
almost a third had more than one artefact3. The use of 
colour Doppler to compare flow in the apparent true and 
false lumens was often helpful but could also be subject 
to artefact – abnormal flow in one “lumen” was often seen 
near the aortic valve, especially if flow through the valve 
was abnormal. Furthermore, if the linear image was near 
the wall, it may be hard to detect flow between it and the 
wall.
Evangelista described three forms of artefact:
Type A: These are twice as far from the transducer as the 
posterior wall and are due to reflection of the posterior 
wall signal off the transducer resulting in twice the 
“distance” apparently travelled. Although described 
as “parallel” to the posterior wall, since the artefact’s 
movement amplitude is double, it is are not truly parallel. 
In figure 2, the original artefact is seen to be twice the 
distance from the transducer. The “copy” of the posterior 
wall image is truly parallel but the movement amplitude 
half the artefact’s amplitude. This type of artefact is more 
common in the aortic root where the left atrium is the 
cavity nearest the transducer.
Type B: These are caused by reflection of the posterior 
aortic wall off the posterior right pulmonary artery wall. 
The distance between the posterior right pulmonary artery 
wall and the posterior aortic wall should be the same as 
the distance from the posterior aortic wall and the artefact. 
These are seen in the ascending aorta.
Type C: This is where there is reverberation artefact in 
front of the posterior right pulmonary artery and that 
artefact itself becomes mirrored by the posterior aortic 
wall.

Fig. 2. M-Mode showing evidence of artefact (first panel) 
and superimposed copy (second panel)

Fortunately the use of Type A-C artefact terminology 
has not become routine as this could clearly result in 
confusing reports where the Stanford classification4 of 
a Type A or Type B dissection is expected. The EAE’s 
recommendations for echocardiography in aortic disease5 
(also authored by Evangelista) persists in stating that these 
artefacts are parallel to the posterior aortic wall.
Meredith and Masani’s 2009 guide to echocardiography 
in the emergency assessment of acute aortic syndromes6 
also recommends the use of M-Mode to check for artefact. 
They correctly state that the artefact’s movement is “in 
time” with the posterior aortic wall, not parallel.
Artefacts in the ascending aorta and root are very 
common. Far from being an obsolete modality, M-Mode 
is an excellent arbitrator of fact over artefact. However, 
measuring the movement of a structure and considering it 
as artefact only if “parallel” to the posterior aortic wall may 
result in the structure being considered real. Depending on 
which walls are involved in the reflections, the artefact will 
move up to twice the amplitude of the main reflector.
Betrand et al7 provide an excellent review of artefacts and 
their causes and the full text is freely available on line.
Seamus Walker, R Kadayam Sreenivasan, Allan Harkness

East Suffolk and North Essex NHS Foundation Trust
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Fig. 3. Apical 4 chamber showing left atrial myxoma

Fig. 4. Apical 4 chamber zoom showing left atrial 
myxoma 

4) Left atrial Myxoma 
prolapsing through the 
mitral valve
The grey scale image seen in figure 1 can be recognised as 
a parasternal long axis view demonstrating what appears 
to be a large myxoma attached to the left atrial septum. 
The myxoma measures 5.2cm by 2.4cm and appears to be 
moving through the mitral valve leaflets in diastole. 

Fig. 1. Parasternal long axis with atrial myxoma 

Fig. 2.  M-mode for PLAX mitral valve 
Figure 2 shows the M-mode taken through the mitral valve 
leaflets in the parasternal long axis view. The echogenic 
area seen on the M-mode between the anterior leaflet and 
posterior leaflet in diastole confirms that the myxoma is 
prolapsing through the mitral valve leaflets into the left 
ventricle. A better impression of the size of this myxoma 
is demonstrated in figure 3, which demonstrates an apical 
four chamber view. A zoomed image of the left atrium 
from the apical four chamber view is demonstrated in 
figure 4. 
In this case the individual was a 57-year-old male who 
attended the outpatient clinic via GP referral due to 
new onset atrial fibrillation. The patient was relatively 
asymptomatic but sometimes became mildly dizzy upon 
sudden positional changes. 
Urgent surgical resection was performed to excise the 
myxoma which was found to be pedunculated, attached to 
the stalk which originated from the Fossa Ovalis. It was 
ensured that the full stalk and myxoma were removed. 
Atrial myxomas can develop and grow to a large size 
without producing symptoms and AF is believed to occur 

in approximately 20% of patients secondary to the 
interference of mechanical function of the atria1. Atrial 
myxomas may develop without producing any symptoms 
but because of the mobile tumour obstructing the blood 
flow through the mitral valve orifice, the patient is 
more subject to symptoms upon exertion or changes in 
position. Symptoms of left sided heart failure such as 
dyspnoea upon exertion may progress to intermittent 
syncope and even sudden cardiac death2. Sometimes 
small pieces of the tumour may also rupture and fall into 
the bloodstream, which may lead to stroke or pulmonary 
embolus 3. 
The 3 month follow-up scan showed successful excision 
of the tumour with no evidence of recurrence, however 
the patient did develop AV node block following 
the incision into the interatrial septum and has had a 
pacemaker successfully implanted. The patient has 
good prognosis but will continue to have follow-up 
transthoracic scans due to a risk of recurrence.

M.Billington, W.Akhtar
United Lincolnshire Hospitals NHS Trust  
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Echo in Africa is now in its 5th year.  So far, we have seen 90 volun-teers travel to 
South Africa to provide heart screening clinics for un-derprivileged South African 
school children who traditionally have very limited access to healthcare. To date, 
6000 children have been screened for RHD. 450 of which have been identified as 
having rheu-matic features on screening  echo. These children have been offered 
follow up at Tygerberg Hospital where they have received further in-vestigation 
and appropriate treatment, protecting their future health. Last years project 
identified two children with significant con-genital heart disease, they have now 
been listed for corrective sur-gery. Without Echo in Africa these children may not 
have been able to access life saving treatment.

A typical day: 

Breakfast at your 
accommodation 

Transfer to screening clinic 

5-6 hours of screening at local 
schools

Free time in the afternoon 
with optional excursions, 
including an overnight safari !! 

Dinner
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Project Dates for 2019
Week 1:     25/08/2019  —  30/08/2019
Week 2:     08/09/2019  —  13/09/2019
Week 3:     15/09/2019  —  20/09/2019

Sanaa Azram, Cardiac Physiologist from Leeds General Infirmary took part in the 2018 project:  

“ As a scientist we get quite excit-ed 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 echo-cardiography”. 
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Dr Andrew Potter

What is your role at the BSE?  I currently have two roles for the BSE. Firstly I am the 
GP representative for the council. As part of this role I have helped develop and run 
the first patient advisory group, Wavelength for the BSE. Secondly, I am currently 
chair for the ECHO Journal committee. 

How long have you been with the BSE?  I joined the BSE in 2007 and became the 
GP rep in 2015. My first council meeting was July 2015.

What are your priorities for the BSE?  Working with Keith Pearce, my key role over 
the last 12 months has been setting up and running of the patient advisory group. 
This has been a very rewarding experience and we have already realised the great 
benefit to having patient members. Their enthusiasm has impressed me, as has 
their willingness to share their experiences to try and help raise the profile of echo in the UK. I’m sure they will 
continue to be a great benefit, and their input help shape the BSE of the future. 

Secondly, as current chair of the ECHO Journal committee, my priority is to continue to help support the 
publication of the much loved journal of the BSE. With improvements in the website, I would really like to be able 
to make the journal more interactive (ie the online edition of the journal having clips of the echos etc). 

What is your employment background?  I am a full time GP and GP with a specialist interest (GPwSI) in cardiology 
as well as an out of hours GP and GP trainer. Before undertaking GP training, I worked as a registrar in hospital 
cardiology and acute medicine. This is where I developed my interest in echo. During my GP training I found time 
to regularly visit the hospital’s cardiology department to train in echo. After qualification as a GP I joined a very 
progressive practice which already had a community cardiology service. Using point of care natriuretic peptide 
testing and full transthoracic echo, we offer a rapid assessment for patients presenting with symptoms consistent 
with heart failure.

What is the best piece of advice you have ever been given?  “Medicine is not a spectator sport”. I was given this 
advice by a consultant cardiologist very early on in my clinical training as a medical student. I took it onboard and 
straight away realised the importance of learning through our patients. I still use this for my trainees. 

What is your greatest achievement?  Being able to balance my varied responsibilities to my general practice 
patients, cardiology and echo clinical work, support GP out of hours, develop the next generation of GPs as a 
trainer, along with the roles for the BSE (at the same time running as much as I can and enjoying spending time 
with my young family)!

What are you most passionate about?  The importance of keeping the interests of the patients central to 
everything we do. (Obvious but often overlooked). 

How would you like to be remembered?  A good communicator. 

Favourite album?  Revolver by The Beatles.

Favourite film?  Star Wars Episode V: The Empire Strikes Back.

Favourite hobby?  Running. A lonely hobby but a great stress reliever and fantastic time to develop ideas!

Favourite holiday?  Any holiday that allows me to spend time away from the challenges and pressures of work and 
unwind with my family. 

What keeps you awake at night?  Fortunately, very little!

Three words you would use to describe yourself  Workaholic, approachable, content.

Who would you take to a desert island?  Star Wars box set (episodes I-VIII plus spin offs) 

BSE BEHIND THE SCENES
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ANSWERS to
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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RECENTLY ACCREDITED MEMBERS
Congratulations to the following members who have 
recently achieved BSE Accreditation 

PRACTICAL ASSESSMENT CRITICAL 
CARE ACCREDITATION
Dr Janos Mayer, Musgrove Park Hospital

PRACTICAL ASSESSMENT TTE 
ACCREDITATION Nov 2018 
Miss Giselle Abad, Basildon and Thurrock University 
Hospital
Miss Lamia Al Saikhan, University College London
Ms Lovely Alarilla, Basildon and Thurrock Hospital 
Miss Regine Alquero, St. Marys Hospital
Dr Mohamed Subhan Anwar, Royal Infirmary 
Edinburgh
Mr Davide Avesani, Colchester General Hospital
Dr Sanjay Bhandari, Royal Derby Hospital
Dr Paul Brennan, Royal Victoria Hospital
Miss Ma. Edelyn Ann D. Brinas, Countess of Chester 
Hospital
Miss Tania Cabral, St Bartholomews Hospital
Dr Douglas Cannie, Barts Heart Centre
Ms Gemma Cubos, Addenbrookes Hospital
Mrs Patricia De Azevedo Marques, Oxford University 
Hospitals
Ms Jennifer Gorman, Barts Hospital 
Dr Rimma Hall, George Eliot Hospital
Dr David Holdsworth, John Radcliffe Hospital
Mr Fernando Honrado, Maidstone and Tunbridge Wells 
Hospitals
Miss Eleanor Kusyk, Worcestershire Acute Hospitals 
NHS Trust
Dr Andrew Lewis, Great Western Hospitals NHS FT
Miss Ines Maia, Queen Alexandra Hospital
Miss Giulia Micillo, West Suffolk Hospital
Dr Sayed Hafiz Naderi, Hillingdon Hospital NHS Trust
Miss Nahida Nazrul, Sunderland Royal Hospital
Mr Dolf  Odendaal, SA Endovascular
Mr Reuben Ofori-Kuma, Blackpool Victoria Hospital
Dr Iain Parsons, Royal Surrey County Hospital

Dr Majd Protty, Royal Gwent Hospital
Dr Nicholas Quaife, Hammersmith Hospital
Mrs Ana Safara, Mater Private Hospital
Mrs Prasannalakshmi Senthilkumar, Queen’s Hospital
Dr Bharat Sidhu, Dudley Group NHS Foundation Trust
Miss Ma. Clarissa Solomon, Royal Bournemouth 
Hospital
Miss Kate Spelman, Liverpool Heart and Chest Hospital
Mrs Sinu Thomas, Torbay and South Devon Health care
Dr Vishal Vyas, Imperial College Healthcare NHS Trust
Mr Michaelangelo Yap, Watford General Hospital
Dr Can Zhou, King’s College Hospital

PRACTICAL ASSESSMENT TTE 
ACCREDITATION Jan 2019

Dr Warkaa Alshamkhani, Sandwell and West 
Birmingham Hospitals NHS Trust
Dr Clint Asher, Eastbourne District General Hospital
Mr Joseph Bradley, Queen Elizabeth Hospital
Miss Samantha Calaby, Pinderfields General Hopital, 
Mid Yorks NHS Trust
Miss Millie Clarke, Norfolk and Norwich University 
Hospital
Mrs Oriana Dinis, Croydon University Hospital
Mrs Tracey Finkle, South Tyneside Foundation Trust
Miss Zeina-Mary Gonzales, Royal Bournemouth 
Hospital 
Dr Nina Karia, Barts Heart Centre
Mr Philip Kelly, Sunderland Royal Hospital
Miss Ieva Kristvalde, Blackpool Victoria Hospital
Dr Nabila Laskar, Barts Health Trust
Miss Paula Cristina Lourenco, East and North 
Hertfordshire NHS Trust
Dr Edd Maclean, North Middlesex University Hospital
Ms Gillian Martin, County Durham and Darlington 
Foundation Trust
Dr Oliver McConnell, Blackpool Royal Victoria Hospital
Mr Keith Raison, Good Hope Hospital - Heart of 
England NHS Trust
Dr James Redfern, Liverpool Heart and Chest Hospital
Dr Gavin Richards, Southmead Hospital
Mr Roxando Roxas, Ealing Hospital 
Miss Teresa Rutigliano, Chelsea and Westminster 
Hospital
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 4th June BSE @ BCS

 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

 19th - 20th September BSE exam preparation course 2019 

 Location: Royal Armouries Leeds

 URL: Bit.ly/examprep2019

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

 24th April Spring Written Exam

 Location: Multiple venues

 URL: Bit.ly/writtenexam

 26th April Advanced Imaging 2019

 Location: Royal Society of Medicine

 URL: Bit.ly/ai2019

 17th May TOE Practical Exam 

 Location: Freeman Hospital, Newcastle

 URL: Bit.ly/practicalexam

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

Mr Daniel Spencer, Princess of Wales Hospital
Dr Oliver Watson, Sheffield Teaching Hospitals 
Foundation Trust

PRACTICAL ASSESSMENT TOE 
ACCREDITATION Nov 2018
Dr Georgia Ooues, University Hospitals Birmingham 
NHS Trust
Dr Lambros Petrou, Belfast Trust Northern Ireland
Mrs Catherine A. Thomson, Brighton and Sussex 
University Hospitals NHS Trust
Dr Anastasia Vamvakidou, Northwick Park Hospital

PRACTICAL ASSESSMENT TOE 
ACCREDITATION Nov 2019
Dr Sharadaprasad Suryaprakash, Freeman Hospital

TTE ACCREDITATION 

Mrs Leona Donnelly, Altnagelvin Area Hospital
Ms Nicola Thompson-Jones, Morriston Hospital
Dr Helena Bolam, Portsmouth Hospitals NHS Trust
Mrs Shilpy Welch, Frimley Park Hospital
Mr Sean McHugh, Mayo University Hospital Castlebar  
Mrs Michelle Billington, Lincoln Hospital

TOE ACCREDITATION 

Dr Lloyd Kwanten, Bart’s Heart Centre
Dr Eveline Siew Ping Lee, NHS Secondary Centre
Mrs Veronica Morris, Heart of England, NHS 
Foundation Trust
Dr Fakher-e-Fayaz, National Institute of Heart 
Diseases, Rawalpindi
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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

•   Connect with the people around you: your 
family, friends, colleagues and patients. Spend time 
developing these relationships

•   Keep moving: take the time to walk around 
when you have a minute’s break. The article above 
demonstrates that this really is needed!

•   Learn more: keep up to date with the educational 
content on our website and make sure that you’re 
fully BSE accredited - learning new skills can improve 
your confidence as well as keep your brain active

•   Give to others: even the smallest act can count, 
whether it’s a smile, a thank you or a kind word. 
Patients and colleagues will appreciate it!

•   Be mindful: be more aware of the present moment, 
including your thoughts and feelings, your body 
and the world around you. Some people call this 
awareness “mindfulness”. It can positively change 
the way you feel about life and how you approach 
challenges

•   Get enough sleep: making sure you get the required 
amount of sleep can help improve concentration, 
energy, emotions, heart health, your immune system 
and even burn fat!

WELLBEING TIPS
FROM THE BSE OFFICE
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