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ABSTRACT

Background: In the aftermath of the Covidl19 pandemic and lockdowns, there has been a growing population awaiting
transthoracic echocardiograms for potential valvular heart disease. Conducting comprehensive echocardiograms for all in-
dividuals may no longer be practical, leading to substantial delays in obtaining the necessary scans. This paper explores an
alternative approach, suggesting the consideration of dedicated and shorter scans specifically for patients suspected of having
valvular heart disease.

Hypothesis: To address the increasing waiting times and improve heart valve disease detection, the British Heart Valve Society
recommends a tiered approach to echocardiograms.

Methods: This approach includes basic/level 1, focused, minimum standard, and disease-specific scans. Urgency recom-
mendations vary, with individuals experiencing exertional chest pain or pre-syncope requiring prompt scanning within 2 weeks,
ideally at a valve clinic.

Results: Patients without known valve disease but with a murmur and stable breathlessness should be scanned as soon as
possible, within a maximum of 6 weeks, balancing local demand and capacity. For those with an asymptomatic murmur and no
prior scan, a basic/level 1 study is recommended to triage the necessity for a minimum standard study. Emphasizing appro-
priate triage for all requests, the statement guides decisions on the necessity for echocardiography, urgency level, and the
required scan type.

Conclusion: This practical Consensus Statement from the British Heart Valve Society aims to support appropriate shorter
transthoracic echocardiography for patients referred for suspected valvular heart disease. The goal is to enhance capacity in a
secure manner, thereby minimizing the risks associated with delays in obtaining timely scans.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly

cited.
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1 | Introduction

Heart valve disease (HVD) is a common, but frequently
undetected condition [1-5] (Figure 1). Under-detection leads to
late presentation with almost half of patients having severe
(grade III/IV) symptoms at the time of assessment for surgery
[6], something that adversely affects their longer-term progno-
sis. Moderate or severe HVD is also common in patients with
acute de novo heart failure [7].

A major barrier to early detection in the United Kingdom
currently, is the waiting time for outpatient transthoracic
echocardiography (TTE). Early in 2022, 155 000 people were
waiting for TTE [8]. We know that outpatient TTEs are
indicated for a murmur in 30%-59% of cases [9-11] and that
about 18% [11] have moderate or severe HVD. This means
that up to 91450 on the waiting list were indicated as a
result of clinical auscultation of a murmur and of those.
From them, an estimate of 16 000 having moderate or severe
HVD. Inevidably, these patients with moderate or severe
HVD are at a potential risk of decompensation. In our ex-
perience, it is usually extremely difficult, if not impossible,
to differentiate those with significant HVD from those with
mild or no HVD based on the request form alone,
acknowledging that the request can come from a variety of
specialists including cardiologists, other physicians, sur-
geons and general practitioners.

Meanwhile, staffing levels remain inadequate to cope with
demand. A pertinent survey by the British Society of Echo-
cardiography [8] in February 2022 noted that 10% of the
workforce were locums with up to 3 posts being simulta-
neously unfilled in some Trusts [8]. This causes significant
problems in trying to reduce the waiting lists, with many
places seeing an increase in the numbers of patients waiting
for echocardiography.

Surgery and
TAVI

Valve clinic

Community

FIGURE1 | Pyramid of valve disease All numbers are from Eng-
land and Wales in 2020/21. Tip of the pyramid: There were 4178 aortic
valve replacements, 6730 TAVI and 1813 mitral procedures (1118
repairs and 695 replacements) [3, 4]. Valve clinic: From OxVALVE [1]
625000 people aged > 65 were projected to have moderate or severe
valve disease detected. Community prevalence: 1750000 people aged
> 65 were projected to have detected or undetected moderate or severe
HVD [1] and to this was added 1% of the population or 596 000 [2] as a
conservative estimate of younger patients with bicuspid valves and
mitral prolapse. On census day 2021 the population of England and
Wales was 59 597 542 [2].

1.1 | Solutions Incorporating Basic/Level 1
Studies and Focussed Studies

This demand/activity imbalance in the face of inadequate
staffing levels requires a rethink of attitudes to echo-
cardiography, to enable more patients to be scanned quicker but
maintaining safety.

It would not appear appropriate for every single case to require
a full comprehensive study [12] as stipulated by some Imaging
Societies. Such comprehensive scan takes a minimum 45 min
with the help of a support worker [12]. Whilst the rationale for
this approach is to avoid missing pathology in the patients that
do receive a scan, it fails to acknowledge the large demand in
echocardiography at the moment, and the significant number of
patients with a clinically detected murmur, that will not be able
to receive their scan for months. Therefore the safety of the
patients with a known murmur who are unable to get an
echocardiogram for many months or even more than a year, is
compromised. As such HVD patients remain without a diag-
nosis on a waiting list, with potentially adverse outcomes. What
transpires, is that in the apparent pursuit of safety for an indi-
vidual case, the safety of the wider community is compromised.
Reassuringly, there is abundant evidence that basic (or level 1)
and focussed echocardiograms are safe and sufficient to answer
most clinical questions when performed by appropriately
trained and experienced specialists. Minimum standard and
disease-specific studies can then be done only when clinically
indicated (Table 1).

In the early literature, now 15-20 years old, comparisons of
basic/level 1 studies using a hand-held machine against
standard TTE on a high-end machine occasionally showed
that abnormalities may be missed [20]. However even with
early technology the negative predictive accuracy was
90%-97% [21].

Since then, machines and practice have advanced. The Ameri-
can Society of Echocardiography published guidelines covering
indications, practice and training in basic/level 1 and focussed
studies in 2013 [22]. The European Society published guidance
in 2011 [16] with an update in 2019 [17] stressing that hand-
held devices were inevitable and desirable, mainly based on the
improved quality of such hand-held devices.

More recent clinical studies have used defined protocols for a
basic/level 1 study with qualified and appropriately experi-
enced personnel and a hierarchical approach progressing to a
broader study (Table 1) guided by abnormalities in the basic/
level 1 study. In these clinical validation papers, significant
pathology has not been missed [15]. A recent report [23]
showed that a basic/level 1 study could be supplemented by
focussed “add-ons” according to the clinical question with no
safety concerns and significant saving of time. As an example
supporting this, in a chest pain clinic, basic/level 1 studies
detected unexpected HVD with a median scan time of 7 min
[24]. The adoption of a basic/level 1 protocol in place of a
comprehensive study cut the waiting time for an outpatient
echocardiogram from 42 to 14 days and a recent meta-analysis
also confirmed the safety and efficacy of hand-held scans for
assessing LV function [25].
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TABLE 1 | The four levels of echocardiogram (TTE).

Basic/level 1-This is effectively an extension of the clinical
examination and can be performed with a hand-held device
with color Doppler or a higher-end machine by an accredited
and highly experienced echocardiographer. It typically takes
up to 20 min and is used:

« To detect pathology requiring immediate correction in
the emergency setting (often performed by the
physician in charge of the case)

« To detect nonacute pathology [13-18] and determine
what further investigations are needed including
further echocardiography.

« To exclude the need for a minimum standard study in
a patient at low clinical risk of disease for example,
asymptomatic murmur [14, 16-18]

Focussed-Typically performed using a mid-range machine
although hand-held devices with spectral Doppler are now
available for example, Clarius, Butterfly, General Electric.
This is a basic/level 1 study with additional views directed by
the clinical question (e.g., LV measurements to calculate LV
mass in hypertension or tricuspid regurgitant Vmax in
connective tissues diseases, or transaortic Vmax if the aortic
valve is thickened) and must be performed by an accredited
and highly experienced echocardiographer with scientific or
medical training. It typically takes just over 20 min and

is used:

« To identify specific abnormalities in screening
projects for example, HVD [14-19]

« To detect significant change requiring a
comprehensive study in patients with previous
minimum standard studies for example, moderate
valve disease in a specialist valve clinic

« To answer clinically directed focussed questions

Minimum standard-Performed with at least a mid-range
machine by an accredited and experienced
echocardiographer. It typically takes up to 45 min.

« This is the set of views and measurements without
which a study cannot be relied on to exclude
significant pathology. It is needed if the basic/level 1
study suggests HVD or other pathology and can be
performed as a “bolt on” to basic or focussed studies

Disease specific-Performed using a high-end machine by
an accredited and highly experienced echocardiographer. It
can take up to 60 min.

« This is a minimum standard study with additional
disease specific measurements for known or newly
diagnosed HVD

A suggested aide-memoire for a basic/level 1 study is given in
Figure 2 but individual laboratories may add extra views or
measurements as routine for example, apical 2-chamber view,
measurement of LV septal thickness, TR Vmax if tricuspid
regurgitation is detected or LA diameter in an electrophysiology
request such as for example before consideration of electrical
cardioversion or ablation. This underlines that the boundary

between a basic/level 1 and a focussed study is porous and can
be set by individual departments according to the echo-
cardiography request.

Furthermore, patterns of working have evolved in the 20 years
since basic/level 1 studies were introduced. Technicians have
become physiologists and increasingly clinical scientists, and
the demands of Modernizing Scientific Careers mean that
echocardiographers are expected to be able to modify the type of
study performed according to the clinical question and any
ongoing clinical and technical findings. Different disciplines do
not work in silos but in teams, and the cardiologist can discuss
or direct the echocardiographer in the type of study required.
This is particularly appropriate in a valve clinic but also applies
in general lists [23].

This BHVS statement lists a set of recommendations to improve
the demand/capacity imbalance for both waiting lists and new
requests using these four types of TTE. We acknowledge that in
the current climate of an increasing number of individuals on
the echocardiography waiting lists and the deficit in the avail-
ability of an adequate number of physiologists, it is unrealistic
to expect the provision of a state-of-the-art full echocardio-
graphic assessment in everyone with possible HVD. Therefore
our recommendations aim to assist with supporting shorter
scans (basic/level 1 or focussed) for the majority of individuals,
with the possibility of “bolt on” additional images where
pathology requiring this is identified.

BHVS Recommendations-see Graphical Abstract online.

1.2 | Outpatient Requests Indicated by Murmur
New requests need to be appropriately triaged before being
booked for echocardiography (Figure 3). Furthermore, the
forms of patients on the outpatient waiting list may need to
be reviewed and be reprioritised if necessary. The aim of the
triage should be to identify whether an echocardiogram is
indeed justified, and if so, the urgency with which this needs
to be undertaken and what level of study is needed. Fur-
thermore, administrative support in identifying and printing
older echo reports, if not available electronically, would be
recommended.

1.3 | Recommendations Made by the British
Heart Valve Society

1.3.1 | Recommendation 1

Patients with a murmur and a critical symptom (e.g., exertional
chest pain or pre-syncope or new or severe breathlessness)

should be scanned urgently, usually within 2 weeks, and ideally
in a specialist heart valve clinic.

1.3.1.1 | Background to Recommendation 1. The risk
of death or LV dysfunction rises sharply in all HVD after the
onset of symptoms. This is particularly the case for severe aortic
stenosis in which the risk of sudden death in patients with no
symptoms is < 1% per annum but this rises to 3%-4% in the first
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3 months after the onset of symptoms and may be as high as
11% at 6 months on a surgical waiting list [27].

This recommendation does not include patients with a murmur
and syncope, who should be evaluated as an emergency the
same day at either an Emergency Department or a Cardiology
setting.

1.3.2 | Recommendation 2

Patients without known valve disease with a murmur and
minor stable breathlessness should be scanned as soon as pos-
sible depending on local demand/capacity, but no later than
6 weeks.

1.3.21 | Background to Recommendation 2. Breath-
lessness is a nonspecific symptom often caused by non-HVD
conditions such as obesity or lung pathology. However, it may
also indicate HVD. It places the patient below those with a
critical symptom but above those with an asymptomatic mur-
mur in terms of the urgency of echocardiography.

1.3.3 | Recommendation 3

Requests in asymptomatic murmur without a previous echo-
cardiogram, a basic/level 1 study should be used to triage the
need for a minimum standard TTE.

1.3.3.1 | Background to Recommendation 3. In TTE
indicated for a murmur, the yield of moderate or severe HVD is
11%-18% [9, 28]. Over half have no disease and many do not
even have a murmur when auscultated at a specialist murmur
clinic [28].

Differentiating a flow murmur from a pathological murmur
from the request alone is usually impossible, since the required
characteristics for example, soft second heart sound are not
included. Furthermore, the accuracy of auscultation skills of
clinicians is declining [29] therefore making the original
description of the murmur less reliable.

It is therefore inappropriate use of resources to perform com-
prehensive studies in all patients referred with a diagnosis of a
murmur as the majority will have no valve disease.

The basic/level 1 study needs to be performed by a fully ac-
credited and experienced clinical scientist or physiologist who
can recognize signs of mild disease requiring a minimum
standard TTE (Table 1).

One model, as used at Guy's and St Thomas' Hospitals, London,
is a murmur clinic [28] but requests can also be included in a
general basic/level 1 list [15, 23]. An alternative model is a fo-
cussed study with “add-ons“ of a pulmonary valve view and a
color map of the ventricular septum in the 4-chamber view.

Further time saving can be arranged locally using health care
assistants to prepare patients for all scans including basic/level

1 studies, an approach we highly recommend as it allows the
physiologist to focus on the echo studies, be more efficient and
is cost-effective.

1.3.4 | Recommendation 4

Determine whether echocardiography is indicated or not. If
indicated, determine what level of echocardiography is appro-
priate for the clinical question (Figure 3).

1.3.4.1 | Background to Recommendation 4. Triage
requires collaboration between the clinician and echocardio-
grapher. The decision is based on:

« The likelihood of disease (e.g., lower in asymptomatic
young patient with murmur).

« Symptoms.
« The results of previous studies.

« The clinical question.

1.3.41.1 | Examples of Indications Suitable for an Ini-
tial Basic/Level 1 Study.
« Asymptomatic murmur. These can be assigned to a mur-
mur clinic [28] or a general outpatient basic/level 1 echo-
cardiography session [15].

1.3.4.1.2 | Examples of Indications Suitable for a Fo-
cussed Study. The cardiologist has a specific clinical question
that can be answered by a focussed scan usually in the context
of a specialist valve clinic where the clinical assessment and
echocardiogram are done at the same time. These are therefore
unlikely to appear on a general outpatient list:

« In an asymptomatic patient to look for thickening of a
biological aortic valve replacement.

« In a patient with asymptomatic severe aortic stenosis or
moderate or severe mitral regurgitation to detect a fall in
LV ejection fraction or a rise in the peak velocity of tri-
cuspid regurgitation.

« Previous mild HVD to detect progression requiring a min-
imum standard study.

1.3.41.3 | Examples of Indications Requiring a Mini-
mum Standard Study.
« Previous studies show significant HVD, and the request is
at a guideline-compliant frequency or otherwise clinically
justified.

1.3.41.4 | Examples of Studies Not Indicated are.
» Repeat studies for any HVD earlier than recommended by
guidelines in the absence of a clinical change.

» Repeat studies for normally functioning biological valves
(without any clinical symptoms/signs to suggest failure)
before guideline indications [30].

« Repeat study for most patients with mild native valve
regurgitation and for studies previously shown to be
normal.
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« Repeat studies in the absence of symptoms/signs, for pa-
tients who received TAVI, who would not be suitable for re-
intervention.

1.4 | Inpatient Requests

141 | Recommendation 5
Discuss clinical urgency and level of echocardiography with a
clinician.

1.4.11 | Background to Recommendation 5. The need
for clinical collaboration is greater for inpatient than for out-
patient requests since the presentation may be acute, not nec-
essarily associated with a murmur and the dangers of
progression much higher.

There can be no safe target time-delays and every case must be
considered individually.

No level of echocardiography is universally applicable. A com-
bination of a basic/level 1 study can be used to exclude life-
threatening pathology and a minimum standard study per-
formed at greater leisure if required.

1.4.1.1.5 | Examples of Indications Suitable for an Ini-
tial Basic/Level 1 Study.

« Incidental murmur in a patient admitted with a nonvalve
problem for example, neck of femur fracture. It is reason-
able to perform a basic/level 1 study in patients with a
murmur as an emergency if identifying HVD will change
management.

« After insertion of an electrical device or other invasive
intervention a basic/level 1 study is frequently sufficient to
exclude a new pericardial effusion.

« In an acutely unwell patient, a basic/level 1 study may
indicate the need for immediate life-saving treatment.

1.4.1.1.6 | Examples of Indications Suitable for a Fo-
cussed Study.

+ Predischarge after cardiac surgery to detect pathology that
might require immediate management for example, large
pericardial effusion or LV dysfunction or prosthetic valve
dysfunction.

1.4.11.7 | Examples of Indications Requiring a Mini-
mum Standard Study.
« Patients with known HVD admitted with heart failure.

« Murmur after acute myocardial infarction since it may
indicate mitral regurgitation or a VSD.

« Urgent echocardiography should be done if there is
unexplained LV failure or shock since these might com-
plicate critical HVD.

1.4.1.1.8 | Examples of Studies Often Not Indicated.
« Fever with a low clinical likelihood of infective endocarditis
(see recommendation 6).

« Recent TTE with no evidence of clinical deterioration.

1.4.2 | Recommendation 6

Echocardiography is indicated if infective endocarditis is likely
from the presentation and from the results of initial tests, par-
ticularly blood cultures. It should not be used as a screen for
endocarditis in someone with fever.

1.4.21 | Background to Recommendation 6. Requests
based on presence of fever alone are common, but not indi-
cated. There is a trend to use the Duke criteria as a protocol for
tests. The Duke criteria are intended to aid the formulation in
clinical practice. The initial suspicion of infective endocarditis is
based on clinical characteristics and not presence of fever alone.
We would advocate for a multidisciplinary approach involving
medical teams, cardiology and infectious disease/microbiology
before requesting echocardiography.

Using echocardiography as a “fever screen” wastes resources
since the yield is very low [31] and risks minor abnormalities or
normal variants confounding the diagnosis for example, minor
calcification, fibrin strands.

Early antibiotic therapy is key and particularly important for
reducing the risk of embolization. Therefore, patients with a
moderate or high likelihood of infective endocarditis should
have echocardiography on the day of the request. If the patient
is in heart failure or critically ill and might require urgent or
emergency surgery, the study should be performed immedi-
ately. Ideally a member of the infective endocarditis team will
guide the clinical urgency.

A comprehensive study (and not a basic/level 1 or focussed
study) is required since multiple views may be needed to show
vegetations and local complications including an aortic root
abscess, and communication with the cardiology team for
consideration of transoesophageal echocardiography.

1.5 | Improving the Recognition of HVD

1.51 | Recommendation 7
Every echocardiography department should have a system of
alerts when significant HVD is identified.

1.511 | Background to Recommendation 7. There is
anecdotal evidence that the presence of HVD may not be
communicated to an appropriate clinician. The department
needs to have a system for reporting significant HVD to the
clinical scientist/physiologist running the department, the re-
ferring clinician or a supervising cardiologist, preferably the
cardiologist in charge of the valve clinic.

There could be a lack in general practitioner (GP) training to
facilitate full understanding of echocardiography reports [32]. It
is therefore of particular importance that open access studies
requested by the GP showing HVD are discussed with a cardi-
ologist to write recommendations for management. Some
centers already arrange an appointment to a valve clinic auto-
matically, if clinically appropriate, which cuts out delays
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between the hospital and GP, avoids risk of the referral not
happening and is popular with GPs. If possible, this would be
the recommended approach.

1.6 | Ensuring Easy Access to Echocardiography

1.6.1 | Recommendation 8
Departments should offer easy access to GPs for patients with
suspected HVD.

1.6.1.1 | Background to Recommendation 8. The usual
method of referral is within an open access service. Only 65
(76%) of departments offered this in 2022 [8] and more should
be encouraged to start.

Ways of extending access locally have been explored in the past
for example, hand-held devices in a GP practice [19] but these
have not been successful yet, therefore would not be
recommended.

Atrial fibrillation is a recognized indication for TTE since HVD
is more likely in the presence of atrial fibrillation than sinus
rhythm but also needed to assess systolic size and function [1].
It is imperative that detection of new Atrial Fibrillation on a
scan is relayed to the referring clinician, or GP and the patient
informed so as to ensure that assessment for thromboembolic
risk and consideration of anticoagulation happens. A standard
leaflet for Atrial Fibrillation (such as the British Heart Foun-
dation leaflet) [33] could be given to the patients.

1.7 | Expected Benefits of These
Recommendations

The expectation is that utilizing shorter scans will enable a
substantially greater number of individuals on the waiting list to
undergo echocardiography within a specific time frame. This
approach is anticipated to be safe, given that most do not have
significant valvular disease and the option to extend the scans if
an abnormality is identified exists. Consequently, it mitigates
the risk of patients with significant valvular heart disease en-
during prolonged waits for their minimum standard scan.
While there may be a small subset of individuals with non-
valvular pathology that could be overlooked in a basic/level 1 or
focused scan, the overall safety benefits at a population level
outweighs this potential limitation.

2 | Conclusion

This Consensus Statement from the British Heart Valve Society
aims to address the increasing waiting lists for echo-
cardiography for patients with suspected valvular heart disease
in the UK. It may not be applicable for other countries where
echocardiography provision could vary. While a full compre-
hensive study has long been considered necessary, currently we
advocate for shorter studies to enable a higher number of pa-
tients to have a suitable scan earlier on. The objective of our

Recommendations is to increase capacity safely, thus mini-
mizing potential risks linked to delays in obtaining timely scans.

Author Contributions

All authors are Council Members of the British Heart Valve Society. All
authors discussed and approved the recommendations. Prof John
Chambers wrote the first draft. All authors contributed in revising the
original draft. Prof Chambers passed away 3 days before submission of
this manuscript.

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

This manuscript present a Consensus Statement from the British Heart
Valve Society. No new data has been presented.

References

1.J. L. d'Arcy, S. Coffey, M. A. Loudon, et al., “Large-Scale Community
Echocardiographic Screening Reveals a Major Burden of Undiagnosed
Valvular Heart Disease in Older People: The Oxvalve Population Cohort
Study,” European Heart Journal 37 (2016): 3515-3522.

2. Population and Migration - Office for National Statistics, (24 December
2023), https://www.ons.gov.uk/peoplepopulationandcommunity/
populationandmigration.

3. National Cardiac Audit Programme. NACSA Annual Report 2022
(Data for the 3 Years - From April 2018 to March 2021) Appendix -
Additional Data (Including All Data From Which Main Report Derived)
https://www.nicor.org.uk/wp-content/uploads/2022/06/NACSA-
Annual-Report-2022-Appendix-v1.pdf.

4. British Cardiovascular Intervention Society Audit, https://www.bcis.
org.uk.

5. Tsampasian V., C. Militaru, S. K. Parasuraman, et al., “Prevalence of
Asymptomatic Valvular Heart Disease in the Elderly Population: A
Community-Based Echocardiographic Study,” European Heart Journal:
Cardiovascular Imaging 25, no. 8 (2024): 1051-1058, https://doi.org/10.
1093/ehjci/jeael27.

6. B. Tung, V. Delgado, R. Rosenhek, et al., “Contemporary Presentation
and Management of Valvular Heart Disease,” Circulation 140 (2019):
1156-1169.

7. M. S. Nieminen, D. Brutsaert, K. Dickstein, et al., “Euroheart Failure
Survey II (EHFS II): A Survey on Hospitalized Acute Heart Failure
Patients: Description of Population,” European Heart Journal 27 (2006):
2725-2736.

8. A. Leary and G. Punshon. The UK Echocardiography Workforce
https://www.bsecho.org/common/Uploaded%20files/Resources/
Workforce/Reports/PUD005_The-UK-Echocardiography-Workforce.pdf.

9.J. Chambers, S. Kabir, and E. Cajeat, “Detection of Heart Disease by
Open Access Echocardiography: A Retrospective Analysis of General
Practice Referrals,” British Journal of General Practice 64 (2014):
el05-el11.

10. L. M. van Heur, L. H. Baur, M. Tent, et al., “Evaluation of an Open
Access Echocardiography Service in the Netherlands: a Mixed Methods
Study of Indications, Outcomes, Patient Management and Trends,”
BMC Health Services Research 10 (2010): 37.

11. V. S. Mahadevan, M. Earley, and B. McClements, “Open Access
Echocardiography Has Diagnostic Yield Similar to Outpatient Echo-
cardiography and Is Highly Rated by General Practitioners and Pa-
tients,” International Journal of Cardiology 99 (2005): 389-393.

7 of 8


https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration
https://www.nicor.org.uk/wp-content/uploads/2022/06/NACSA-Annual-Report-2022-Appendix-v1.pdf
https://www.nicor.org.uk/wp-content/uploads/2022/06/NACSA-Annual-Report-2022-Appendix-v1.pdf
https://www.bcis.org.uk
https://www.bcis.org.uk
https://doi.org/10.1093/ehjci/jeae127
https://doi.org/10.1093/ehjci/jeae127
https://www.bsecho.org/common/Uploaded%20files/Resources/Workforce/Reports/PUD005_The-UK-Echocardiography-Workforce.pdf
https://www.bsecho.org/common/Uploaded%20files/Resources/Workforce/Reports/PUD005_The-UK-Echocardiography-Workforce.pdf

12. Position statement.: Recommendations for Time-Slots for Echo-
cardiography, (24 December 2023), https://www.bsecho.org/Public/
Public/Resources/Clinical-guidance/202209-PSC001.aspx.

13. M. Ploutz, J. C. Lu, J. Scheel, et al., “Handheld Echocardiographic
Screening for Rheumatic Heart Disease by Non-Experts,” Heart 102
(2016): 35-39.

14. M. Hammadah, C. Ponce, P. Sorajja, J. L. Cavalcante, S. Garcia, and
M. Gossl, “Point-of-Care Ultrasound: Closing Guideline Gaps in
Screening for Valvular Heart Disease,” Clinical Cardiology 43 (2020):
1368-1375.

15.J. Smith, S. Subbiah, A. Hayes, B. Campbell, and J. B. Chambers,
“Feasibility of an Outpatient Point-of-Care Echocardiography Service,”
Journal of the American Society of Echocardiography 32 (2019): 909-910.

16. R. Sicari, M. Galderisi, J. -U. Voigt, et al., “The Use of Pocket-Size
Imaging Devices: A Position Statement of the European Association of
Echocardiography,” European Journal of Echocardiography 12 (2011):
85-87.

17.N. Cardim, H. Dalen, J. -U. Voigt, et al., “The Use of Handheld
Ultrasound Devices: A Position Statement of the European Association
of Cardiovascular Imaging (2018 Update),” European Heart Journal -
Cardiovascular Imaging 20 (2019): 245-252.

18.J. Yates, C. F. Royse, C. Royse, A. G. Royse, and D. J. Canty, “Fo-
cused Cardiac Ultrasound Is Feasible in the General Practice Setting
and Alters Diagnosis and Management of Cardiac Disease,” Echo
Research & Practice 3 (2016): 63-69.

19. Nora C. Fabich, Harrar Harpal, and John B. Chambers ‘Quick-Scan’
Cardiac Ultrasound in a High-Risk General Practice Population - The
British Journal of Cardiology, (24 December 2023), https://bjcardio.co.
uk/2016/02/quick-scan-cardiac-ultrasound-in-a-high-risk-general-
practice-population/.

20. E. C. Vourvouri, “Clinical Utility and Cost Effectiveness of a Per-
sonal Ultrasound Imager for Cardiac Evaluation During Consultation
Rounds in Patients With Suspected Cardiac Disease,” Heart 89 (2003):
727-730.

21. Roxy Senior and John B. Chambers Portable Echocardiography: A
Review - The British Journal of Cardiology, (24 December 2023),
https://bjcardio.co.uk/2006/05/portable-echocardiography-a-review/.

22.K. T. Spencer, B. J. Kimura, C. E. Korcarz, P. A. Pellikka,
P. S. Rahko, and R. J. Siegel, “Focused Cardiac Ultrasound: Recom-
mendations From the American Society of Echocardiography,” Journal
of the American Society of Echocardiography 26 (2013): 567-581.

23.K. Dowling, A. Colling, H. Walters, B. Chandrasekaran, and
H. Rimington, “Piloting Structured Focused TTE in Outpatients During
the COVID-19 Pandemic: ‘Old Habits Die Hard’,” British journal of
cardiology 28 (2021): 50.

24.S. M. Ng, D. Nagvi, J. Bingcang, et al., “Feasibility, Diagnostic Per-
formance and Clinical Value of an Abbreviated Echocardiography
Protocol in an Out-Patient Cardiovascular Setting: A Pilot Study,” Echo
Research and Practice 9 (2022): 8.

25.S. Jenkins, S. Alabed, A. Swift, et al., “Diagnostic Accuracy of
Handheld Cardiac Ultrasound Device for Assessment of Left Ventric-
ular Structure and Function: Systematic Review and Meta-Analysis,”
Heart 107 (2021): 1826-1834.

26. C. D. Chambers, S. Sandeep, and John Hothi, Echocardiography: A
Practical Guide for Reporting and Interpretation (CRC Press, 2023). 4th
edition.

27.S. C. Malaisrie, E. McDonald, J. Kruse, et al., “Mortality While
Waiting for Aortic Valve Replacement,” Annals of Thoracic Surgery 98
(2014): 1564-1571.

28.J. Draper, S. Subbiah, R. Bailey, and J. B. Chambers, “Murmur
Clinic: Validation of a New Model for Detecting Heart Valve Disease,”
Heart 105 (2019): 56-59.

29.S. K. M. Gardezi, S. G. Myerson, J. Chambers, et al., “Cardiac
Auscultation Poorly Predicts the Presence of Valvular Heart Disease in
Asymptomatic Primary Care Patients,” Heart 104 (2018): 1832-1835.

30.J. B. Chambers, M. Garbi, N. Briffa, V. Sharma, and R. P. Steeds,
“Indications for Echocardiography of Replacement Heart Valves: A
Joint Statement From the British Heart Valve Society and British
Society of Echocardiography,” Echo Research & Practice 6 (2019):
G10-G16.

31. K. Greaves, D. Mou, A. Patel, and D. S. Celermajer, “Clinical Criteria
and the Appropriate Use of Transthoracic Echocardiography for the
Exclusion of Infective Endocarditis,” Heart 89 (2003): 273-275.

32. BJCardio editorial team. Community Echocardiography for Heart
Failure: A Consensus Statement From Representatives of the British
Society of Echocardiography, the British Heart Failure Society, the
Coronary Heart Disease Collaborative and the Primary Care Cardio-
vascular Society, (24 December 2023), https://bjcardio.co.uk/2004/09/
community-echocardiography-for-heart-failure/.

33. Atrial fibrillation. British Heart Foundation, (23 December 2023),
https://www.bhf.org.uk/informationsupport/publications/heart-
conditions/atrial-fibrillation.

8 of 8

Clinical Cardiology, 2025


https://www.bsecho.org/Public/Public/Resources/Clinical-guidance/202209-PSC001.aspx
https://www.bsecho.org/Public/Public/Resources/Clinical-guidance/202209-PSC001.aspx
https://bjcardio.co.uk/2016/02/quick-scan-cardiac-ultrasound-in-a-high-risk-general-practice-population/
https://bjcardio.co.uk/2016/02/quick-scan-cardiac-ultrasound-in-a-high-risk-general-practice-population/
https://bjcardio.co.uk/2016/02/quick-scan-cardiac-ultrasound-in-a-high-risk-general-practice-population/
https://bjcardio.co.uk/2006/05/portable-echocardiography-a-review/
https://bjcardio.co.uk/2004/09/community-echocardiography-for-heart-failure/
https://bjcardio.co.uk/2004/09/community-echocardiography-for-heart-failure/
https://www.bhf.org.uk/informationsupport/publications/heart-conditions/atrial-fibrillation
https://www.bhf.org.uk/informationsupport/publications/heart-conditions/atrial-fibrillation

	Management of Echocardiography Requests for the Detection and Follow-Up of Heart Valve Disease: A Consensus Statement From the British Heart Valve Society
	1 Introduction
	1.1 Solutions Incorporating Basic/Level 1 Studies and Focussed Studies
	1.2 Outpatient Requests Indicated by Murmur
	1.3 Recommendations Made by the British Heart Valve Society
	1.3.1 Recommendation 1
	1.3.1.1 Background to Recommendation 1

	1.3.2 Recommendation 2
	1.3.2.1 Background to Recommendation 2

	1.3.3 Recommendation 3
	1.3.3.1 Background to Recommendation 3

	1.3.4 Recommendation 4
	1.3.4.1 Background to Recommendation 4
	1.3.4.1.1 Examples of Indications Suitable for an Initial Basic/Level 1 Study
	1.3.4.1.2 Examples of Indications Suitable for a Focussed Study
	1.3.4.1.3 Examples of Indications Requiring a Minimum Standard Study
	1.3.4.1.4 Examples of Studies Not Indicated are



	1.4 Inpatient Requests
	1.4.1 Recommendation 5
	1.4.1.1 Background to Recommendation 5
	1.4.1.1.5 Examples of Indications Suitable for an Initial Basic/Level 1 Study
	1.4.1.1.6 Examples of Indications Suitable for a Focussed Study
	1.4.1.1.7 Examples of Indications Requiring a Minimum Standard Study
	1.4.1.1.8 Examples of Studies Often Not Indicated


	1.4.2 Recommendation 6
	1.4.2.1 Background to Recommendation 6


	1.5 Improving the Recognition of HVD
	1.5.1 Recommendation 7
	1.5.1.1 Background to Recommendation 7


	1.6 Ensuring Easy Access to Echocardiography
	1.6.1 Recommendation 8
	1.6.1.1 Background to Recommendation 8


	1.7 Expected Benefits of These Recommendations

	2 Conclusion
	Author Contributions
	Conflicts of Interest
	Data Availability Statement
	References




