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So you want to be a structural echo lab? 
But…



Or ‘The never ending journey…’



Key considerations and general principles

Building relationships: identify allies and collaborators
The interventional cardiologist is your friend and ally
Being a large volume center helps
Focus helps (not every device in every valve)
Education (at every level)
Focus on quality helps (TTE, TEE)
The Multidisciplinary Team rules
Who pays? Resources and $$
Obstacles and Frustrations



Impacts and Overview
Organization, where does the echo lab fit?
In the Echo Lab: 

• Sonographer and echocardiographers:
• Education and Learning
• Productivity and workflow

The multidisciplinary team
• The echocardiographer adds value ++

The Cath Lab:
• Technical facility
• Communication

Higher level:
• Promotion
• Culture
• Remuneration



Relationships: allies and collaborators 
Head sonographer and her team
Interventional/structural HD cardiology
The Heart team
Industry 
Outcomes researchers
Managers, administrators and ‘bean counters’



The Echo Lab and the Structural TTE Scan
Demands a high level of technical facility for sonographers
All the usual, done well plus…
Specialized views (SAX mitral plane, col compare, X-plane)
Focus on valve structure
MR, AR, TR Quantification (pulmonary and hepatic veins, VC, PISA)
Careful volumetric assessment (biplane MOD, 3D) 

• grading of regurgitation, regurgitation volume 
• consequences of valvular regurgitation

3-D imaging (LV, RV, MV TV structure, PPM leads)
Post procedural assessment (often challenging)



Color Compare MV



Segmenting the MV with X-plane



MR localization





The tricuspid valve in 3D



TV annular area







But: all this means…more Complexity…



Sonographer empowerment, understanding, commitment
Education and familiarity 
Scanning time per study, post processing 
Workflow and productivity
Complex industry sponsored protocols 
Working echo lab vs. research facility; are ‘they’ out of touch?
60 minutes scans?
Wait time impact (SHD scan vs. undifferentiated CHF scan)
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Vena Contracta area pre-clip 0.51

3-D Color Pre-Clip FMR



TEE ‘take homes’
Change the culture by educating the fellows
The same SHD imagers should do the diagnostic cases
‘State of Art’ equipment
SHD protocols available for reference
3D facility
Increased resource consumption (average time per case~20-30 
minutes). 
Patient risk (frail elderly, longer scan times). 



The multidisciplinary team: dimensions
Case selection and strategy
Who to choose, who to turn down
Clinical trials, industry, resource 
allocation
Resources and funding
Monitor outcomes



The ideal multi-disciplinary team
Leader
Nursing (frailty, clinical assessment)
Echocardiographer
CT and MRI
Heart Failure specialist
Cardiac Surgeon
Intervention and SHD
Trainees



Before…



After…



In the Cath Lab/Hybrid OR 1

A partnership between Intervention and Echo
‘It’s my baby’ vs. ‘Share the pain’
These are echo driven procedures
Closed loop communication
Rapid real time 3-D facility



MPR Tricuspid Valve: Triclip and Evoque



In the Cath Lab/Hybrid OR 2
Familiarity with 3D ‘knobology’ (‘Multivue’)
Familiarity with 3D valvular anatomy 
pathology
Familiarity with the device
Familiarity with fluoroscopic imaging
But…
Time consuming
Mentally and physically impacting
Poorly or (un)remunerated
Should there be a separate SHD echo team, 
with separate funding?



In the Cath Lab or Hybrid OR 3
The echocardiographer is part of the 
Heart Team too
And not an interloper…
More than an imager (contributes to 
strategy, outcomes)
Input to design, architecture
Radiation protection, ergonomics, 
design





Obstacles and Culture

Culture is the hardest thing to 
change…
A structural echo program needs a 
new mindset
The echocardiographers is a key 
component of the SHD team
The potential for SHD interventions 
on patient outcomes is still not 
widely understood
By Family Physicians, Internists, 
(even Cardiologists), leaders and 
managers…
There is a need for belief and 
advocacy





The downside: resources
Consume echo capital and good will
Take away diagnostic TTE TEE slots and blow out 
wait times
Physically demanding, time consuming, radiation 
exposure
Lag between technology, science and funding
The health care arm of government, hospital 
administrators need convincing…







Resources: The hardest part
Fix the remuneration piece (both echo and intervention)
In the interim need to think creatively (but honestly) about 
billing
Understand the health economics and costs (you need 
help)
Reference outcome studies (Coapt) and cost 
comparisons with other drugs and interventions (QUALY 
$)
Ally with professional organizations
Identify and educate HC ‘players’ and powerbrokers
Lobbying at Provincial/State level
Bulk up. Groups are more powerful than individuals
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