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MAY 2026

27th Annual ASCeXAM
Review Course Virtual

Content Available May 4, 2026.
Jointly provided by ASE and the ASE Foundation

JUNE 2026

37th Annual Scientific Sessions
June 26-28, 2026

Gaylord Rockies Resort and

Convention Center, Aurora, CO
Jointly provided by ASE and the ASE Foundation

AUGUST 2026

SAVE THE DATE

6th Annual Advanced Imaging
Techniques for Sonographers
Virtual Experience

August 29-30, 2026
Jointly provided by ASE and the ASE Foundation

OCTOBER 2026
SAVE THE DATE
Echo Florida

Disney’s Grand Floridian Resort & Spa
Lake Buena Vista, Florida

October 17-19, 2026
Jointly provided by ASE and the ASE Foundation

NOVEMBER 2026

SAVE THE DATE

5th Annual Echo in Pediatric
& Congenital Heart Disease:
Virtual Experience

November 15-16, 2026
Jointly provided by ASE and the ASE Foundation

i ECHO JANUARY/FEBRUARY 2026

2026/2027 EDUCATION CALENDAR

JANUARY 2027
SAVE THE DATE
Echo Hawaii

January 18-21, 2027
Fairmont Orchid, Kohala Coast,

Big Island, HI.
Jointly provided by ASE and the ASE Foundation

FEBRUARY 2027
SAVE THE DATE
State-of-the-Art
Echocardiography

March 12-14, 2027

Westin Kierland Resort & Spa,

Scottsdale, AZ
Jointly provided by ASE and the ASE Foundation

Discounted rates for ASE members.
To learn more and register, visit us at
ASEcho.org/Education-Events.

This text also appears in the January/February
issues of JASE. OnlineJASE.com

"Lit Up With Love"
Emily Beisel, BS, RCS, Hartford Hospital, Hartford, CT
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ASE Supports and
Elevates Sonographers

Sonographer
Spotlight

Members-at-Large: The CAVUS
Perspective on a Key Role in
Professional Development

of Critical Care
Echocardiography
in the Inpatient Setting

1 Expanding the Role

Interview with Dr. Stephanie Fuller -
Strengthening the relationship

between the sonographer and surgeon

Tips and Tricks: High PRF:
21 Better Living Through Physics

The Perioperative TEE
Playbook: Tips for Accelerated
Acquisition and Analysis

The Role of Limited
Echocardiogram Protocols

The Leadership Skills |
Wish | Learned Earlier:
Lessons from the ASE
Leadership Academy

A Veterinary Mentorship
in View: ASE Mentor
Match Spotlight

FOLLOW US

@ @/ASE360

o Facebook.com/ASECHO

AMERICAN SOCIETY OF
ECHOCARDIOGRAPHY

Meridian Corporate Center
2530 Meridian Parkway, Suite 450

Durham, NC 27713
o YouTube.com/ASE360

ASEcho.org | ASEFoundation.org
Instagram.com/ASE360
Phone: 919-861-5574
@ Connect.ASEcho.org

Email: ASE@ASEcho.org American Society

of Echocardiography

Cover art: "Cardiac Cycle of a Pentacuspid
Aortic Valve" T. Robert Feng, MD, FASE,
Stanford University, Stanford, CA

EDITORS’ NOTE

ASE is very grateful to our members who
contribute to Echo magazine and values
their willingness to share personal insights
and experiences with the ASE community,
even if they may not be in total alignment
with ASE’s viewpoint.
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http://Twitter.com/ASE360
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http://YouTube.com/ASE360
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https://www.linkedin.com/company/the-american-society-of-echocardiography/
https://www.linkedin.com/company/the-american-society-of-echocardiography/
http://ASEcho.org
http://ASEFoundation.org
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Your American Society of
Echocardiography (ASE)
is the one authoritative
source for all your
professional education.
Our content and the
formats through which

it is delivered are
continuously updated.

I ECHO JANUARY/FEBRUARY 2026
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President’s Message for January

RESOLVE TO UP YOUR
—~CHO EDUCATION GAME
N 2026 WITH ASE

Contributed by David H. Wiener, MD, FASE, Director of Clinical
Operations at the Jefferson Heart Institute and Clinical Professor of
Medicine at Thomas Jefferson University, Philadelphia, PA

“Intellectual growth should commence at
birth and cease only at death.”

—Albert Einstein

onographers, physicians, veterinarians,
and all professionals engaged in cardiovas-
cular ultrasound are lifelong learners, and
your American Society of Echocardiogra-
phy (ASE) is the one authoritative source
for all your professional education. Our
content and the formats through which it is delivered
are continuously updated. Browse our education offer-
ings and you will find personalizable, flexible approaches
specific to your needs, which prioritize active, collabo-
rative learning through a combination of live courses,
self-directed learning via webinars, microlearning, and
other forms of on-line or asynchronous education.

If you recently attended ASE’s Scientific Sessions
or any of our live courses, you noticed a shift away
from long lectures and passive reception of informa-
tion. Courses now employ a variety of formats such as
case-based education, debates, delivery of smaller and
actionable “chunks” of information, interactive expert
panel discussions, gamified content, and patient-cen-
tered journeys with heart- and imaging-team discus-
sions, to name a few. In our technology-forward field,
many courses contain “do-it-yourself” sessions where



mentored experiential learning facilitates acquisi-
tion and dissemination of new cardiac ultrasound
skills, some offering certificates or microcredentials
in the subject matter.

The COVID-19 pandemic accelerated the
move to virtual as well as asynchronous, tech-
nology-based education formats. A different
lesson I learned was the enduring value of live
courses. Being in the same room with experts and
colleagues provides opportunities for real-time
interaction and social/collaborative education
which can’t be done through videos or online.
Being in an immersive learning environment
gets one away from day-to-day distractions and
allows for full attention on education and skill
building. The opportunity for hands-on experi-
ence with demonstrations, simulations, or case
discussions that deepen comprehension is another
benefit. Encounters in the corridors and exhibit
halls promote informal education, easy access to
ASE’s approachable thought leaders, and engender
collaboration and career building. I encourage you
to re-explore our live courses and see for your-
self how we are adapting them to the needs of all
learners under ASE’s tent.

Opportunities to collaborate and learn
interactively abound at ASE’s live courses,
seen here at the ASE 2025 Scientific
Sessions in Nashville, Tennessee.

Echo Hawaii takes place this month on the Big
Island and offers a practical, high-level update on
the evolving role of echocardiography in diagno-
sis and patient management. The course empha-
sizes real-world clinical application through
case-based learning and collaborative discussion,
as well as targeted workshops, and provides oppor-
tunities for personal interaction with internation-
ally recognized leaders in the field. Co-sponsored
by the Canadian Society of Echocardiography
(CSE) and the Asian Pacific Association of Echo-
cardiography (AAE), the program covers a broad
range of cardiovascular disease topics and imag-
ing approaches, with focused sessions on clini-
cal dilemmas and new technology. Attendees will
leave with practical strategies to enhance diagnos-
tic confidence and improve patient care.

In February, ASE sponsors “State-of-the-Art
Echocardiography” (SOTA) in Scottsdale, Arizona.
SOTA 2026 has a new theme with a bold vision

ECHO JANUARY/FEBRUARY 2026
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of “Pushing New Limits: Innovation in 3D Echo-
cardiography.” The course will present a fresh
focus on cutting-edge imaging technologies that
are transforming patient care in valvular heart
disease and beyond. Case-based patient journeys
explore the entire imaging continuum, highlight-
ing the pivotal role of 3D echo. Leading interven-
tional cardiologists, paired with world-renowned
echocardiographers, exemplify the heart team
in action; and high-impact workshops feature
advanced tips and tricks in image acquisition, 3D
manipulation, multiplanar reconstruction, and
interpretation designed for immediate clinical
application.

Next up chronologically is ASE’s capstone
course, the 2026 Scientific Sessions, “Sound Waves
and Summits” in June 2026 in Aurora, Colorado.
The foremost US cardiovascular ultrasound meet-
ing, ASE 2026 is where colleagues from around
the world join for the latest science and technol-
ogy and to plan the future of echocardiography.
The program planning committee has innova-
tive learning opportunities lined up in a new
Experience Hub. The Hub will complement the
educational sessions by offering more exposure to
hands-on opportunities, product demonstrations,
along with focused presentations on artificial
intelligence in imaging. Also added this year will
be virtual reality experiences and a point of care
ultrasound (POCUS) full-day workshop. Timed for
the end of June and located at a family-friendly
upscale resort with many family programs, ASE
2026 is the perfect opportunity for “Learning and
Leisure.”

The next live course is Echo Florida, which
will take place in October 2026, and will be the
last chance to attend this beloved comprehensive
review course. The course will re-emerge as a
regional course directed by and aimed at sonogra-
phers. ASE will be bringing the learning to you at
rotating sites, allowing better access and hands-on
education for sonographer colleagues around the
country.

ASE offers many other education opportu-
nities complementing our in-person offerings.
Webinars on a variety of topics are presented live
during the year. The opportunity to ask questions
of the experts and participate in topic discussions
is available to all attendees. These webinars are
archived and available to members via the ASE

JANUARY/FEBRUARY 2026

Learning Hub (ALH), where members can also
access on-demand content such as recordings of
live courses, on-line courses, and microlessons.
The ALH also allows you to purchase our phys-
ical products; reference guides, posters, pocket
guides, and much more. Browse the Learning Hub
to discover the breadth of ASE’s offerings. We host
a bimonthly interactive journal club on the “X”
social media platform, where ASE guidelines and
key scientific publications are discussed in real
time by their authors and other experts; and we
publish two highly regarded scientific journals,
JASE and CASE. Both are peer-reviewed and offer
continuing education credits for physicians and
sonographers.

ASE offers something for every kind of learner
and for every area of interest in cardiac ultrasound.
My deepest gratitude to the volunteers and staff
who make our educational offerings possible, from
ASE’s Education Committee to the course direc-
tors and planning committees, the faculty who
give of their time and expertise; and of course, to
ASE’s education staff headed by our indefatigable
Vice President of Educational Activities, Christina
LaFuria.

Elevate your echo expertise with ASE—your
trusted, comprehensive source for echo education.

This text also appears in the January issue
of JASE OnlineJASE.com


https://onlinejase.com/
https://aselearninghub.org/topclass/login.do

President’s Message for February

ASE SUPPORTS AND ELEVATES
SONOGRAPHERS

ASE is a unique professional society dedicated to all users of
cardiac ultrasound. Forty-five percent of ASE’s members are
sonographers, who are integral to the vision, work, and governance
of ASE. This month’s President’s Message is authored by
Allyson Boyle, MHA, ACS, RDCS, FASE, ASE Board Member,
and Chair of the Cardiovascular Sonography Council.

onographers are at the heart of echocardiography,

and ASE has long recognized their essential role in

advancing cardiovascular imaging and patient care.

Beyond technical expertise, ASE is committed to

helping sonographers grow in confidence, expand
career opportunities, and develop leadership skills that shape the
future of our profession.

SO N Og ra ph ers are BUILDING CONFIDENCE THROUGH EDUCATION

at the heart of AND ENGAGEMENT |

Confidence is the foundation for professional growth. ASE
echocardio g rap hy’ provides sonographers with access to world-class education
(both live and asynchronous) through webinars, online learn-
and ASE has lon g ing modules, and hands-on workshops at the Annual Scientific
) ) Sessions. These resources allow sonographers to stay current with
feco g nize d J[h elr evolving technology, guidelines, and best practices, which trans-

) ) lates into greater certainty and patient care.
essential role in Education remains central to ASE’s mission. For sonographers,
. . this means access to cutting-edge content delivered in flexible
advancin g Cd rdio- formats. ASE’s Scientific Sessions offer dedicated sonographer
. . tracks, hands-on learning, and networking events that foster
vascular ima g 1N g peer-to-peer collaboration. Online resources, including guideline
. documents, case studies, and interactive modules, make it easier

and patl ent care. for sonographers to learn at their own pace.

ASE also invests in the future workforce by supporting
students and early-career sonographers. Scholarships, mentor-
ship programs, and discounted memberships help remove barri-
ers to entry and encourage professional growth from the very

beginning.
ECHO JANUARY/FEBRUARY 2026
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FOSTERING CONFIDENCE THROUGH
COMMUNITY

ASE fosters confidence by creating spaces for sonog-
raphers to share their voices. Through Connect@ASE,
members can exchange ideas, ask questions, and collab-
orate on solutions to common challenges. This sense of
community reminds sonographers that they are part of
a global network dedicated to excellence in cardiovas-
cular imaging.

Perhaps one of ASE’s greatest benefits is the sense
of belonging it offers. Sonographers often work in fast-
paced environments where collaboration can be limited.
ASE provides a platform for connection through coun-
cils, committees, and online communities, where sonog-
raphers can share experiences, celebrate successes, and
find solutions to challenges.

This community fosters not only professional
support but also personal confidence. Knowing that
your voice matters and that you have a network of peers
and leaders advocating for your success is empowering.

LEADERSHIP DEVELOPMENT THROUGH

THE ASE LEADERSHIP ACADEMY

One of ASE’s most impactful initiatives is the Leader-
ship Academy, designed to prepare members, includ-
ing sonographers, for leadership roles within ASE and
beyond. This program offers structured training in
governance, strategic thinking, and communication,
equipping participants with the tools to lead effectively.
Graduates of the Leadership Academy often go on to
chair committees, serve on councils, and even hold posi-
tions on the ASE Board of Directors. For sonographers,
this is a unique opportunity to move from the scanning
room to the decision-making table, influencing policies
and shaping the future of cardiovascular imaging.

EXPANDING CAREER OPTIONS

ASE understands that sonographers’ career paths are
diverse. Many are exploring roles in education, research,
and administration. ASE supports these transitions by
offering resources such as the Career Ladder docu-
ment, which helps institutions recognize sonographers’
specialized skills and create structured pathways for
advancement.

Additionally, ASE provides continuing education
and credentialing support, positioning sonographers for
roles that require advanced expertise. Whether pursuing
a leadership position, teaching future sonographers,
or contributing to research, ASE offers the tools and
connections needed to succeed.

ECHO JANUARY/FEBRUARY 2026

ADDRESSING ISSUES THAT MATTER MOST
Sonographers face unique challenges, including work-
force shortages and ergonomic concerns. ASE advocates
on behalf of sonographers at the legislative and regula-
tory levels, ensuring their voices are heard in conversa-
tions about workplace safety.

Through collaborations with other professional
organizations, ASE works to standardize best practices
and promote policies that protect sonographers’ profes-
sional interests. Recent advocacy efforts have focused on
improving access to education, supporting credentialing
pathways, and addressing staffing shortages that impact
patient care.

LOOKING AHEAD

As healthcare continues to evolve, ASE remains committed
to elevating sonographers by providing tools, education,
and advocacy that empower them to lead. Whether
through the Leadership Academy, career advancement
resources, or addressing issues that matter most, ASE
ensures sonographers have a voice and a seat at the table.
For those who have not yet explored these opportunities,
now is the time. Engage with ASE committees, attend
educational sessions, and take advantage of resources
designed to help you grow. Together, we can strengthen
our profession and continue delivering exceptional care
to patients worldwide. Join us in shaping the future—
your voice matters.

This text also appears in the February issue
of JASE OnlineJASE.com

David H. Wiener,
MD, FASE

ASE President

Jeffersen
\ Health

David K. Hiener, ND


https://onlinejase.com/

SONOGRAPHER

SPOILIGHT

Carlie Brewer, BS, RDCS (AE, PE),

ACS, FASE

Heart Institute, Children’s Hospital
Colorado, Aurora, CO

What is the name and type of

facility/institution at which you work,

and what is your current position?

«Children’s Hospital Colorado, Echocardiography
Supervisor

*Red Rocks Community College, Pediatric Echo-
cardiography Instructor

When and how did you get involved
with cardiovascular ultrasound and
who inspires you now?
Shortly after I graduated from Colorado State
University in 2007 with a bachelor’s degree
in Exercise Science, I started my career as an
Exercise Physiologist and was fortunate to
work alongside some incredibly talented
cardiac sonographers in the stress lab. I became
fascinated with the way ultrasound could be
used to help patients and decided to go back to
school to become a cardiac sonographer. Shortly
after sonography school, I was fortunate to start
my career at Children’s Hospital Colorado as a
pediatric cardiac sonographer and found my
true passion which is serving the pediatric
population.

I am continually inspired by my brilliant
colleagues that I work alongside as well as the
patients that benefit from our expertise.

How did you get involved with the ASE
and why do you continue to volunteer?

CARDIOVASCULAR SONOGRAPHY COUNCIL COMMUNICATION i

Iinitially became
involved with ASE
when I attended my
first Scientific Sessions
in Portland in 2014
which was incredibly
inspiring. Shortly after in
2015, I became a member
of ASE. Early in my career,
I focused the majority of my time

and energy on quality improvement and was

14

| find that being involved
with ASE is incredibly
inspiring and rewarding
and am looking
forward to continuing
to volunteer my time in
an effort to contribute as
much as | can to the
cardiac sonographer
generations to come.

00
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invited for several poster presentations at various
ASE Scientific Sessions over the years. I then set
more of my focus on volunteerism and education
and was awarded the FASE designation in 2020.
In 2023 I was able to participate as a mentor
in the ASE Mentor Match Program which was
very rewarding as I was able to connect with a
very talented sonographer in the field of sports
research echocardiography.

I am thrilled to be on faculty for the first time
at the 2026 ASE Scientific Sessions in Colorado
and hope to continue to become more involved
with ASE in the years to come. I find that being
involved with ASE is incredibly inspiring and
rewarding and am looking forward to continu-
ing to volunteer my time in an effort to contrib-
ute as much as I can to the cardiac sonographer
generations to come.

What is your current role within ASE? In
the past, what other committees, councils
or task forces have you served and what
have you done with the local echo society?
Currently my role within the ASE will be faculty
at the 2026 Scientific Sessions in Colorado for
two Scan with Me hands on learning sessions. I
attended the ASE Foundation Research Awards
Gala in 2025 in Nashville and would love to
become more involved with the Foundation as well.

What are some of the changes you

have seen in echocardiography since

you started your career?

I think that one of the biggest changes I've seen
in echocardiography since I started as a cardiac
sonographer in 2011 is the advancement of tech-
nology and am looking forward to seeing what
the future holds for sonography. Artificial Intel-
ligence is very intriguing to me and how that
could potentially help sonographers become
more efficient as well as seeing what advance-
ments come in congenital 3D echo.

What is your vision for the future of
sonography? What do you see on the
horizon that invigorates you?

My vision for the future of sonography is to
continue advancing the field with the creation
of additional opportunities for advanced sonog-
raphers and in particular pediatric cardiac sonog-

14

Your career is what
you make of it and
involvement with ASE
is a surefire way to
stay on the forefront
of advancements
and opportunities
within our field.

o0

raphers. I would love to advocate and be on
initiatives like creating and implementing an
advanced credential for pediatric cardiac sonog-
raphers or creating avenues for sonographers to
advance into leadership roles. For me, it is invig-
orating to educate future and new sonographers
and I'm excited to be able to do so at the 2026
Scientific Sessions.

What is your advice for members who

want to become more involved in their
profession or with the ASE?

My advice is to network with local sonogra-
phers and echo societies and attend scientific
sessions. In addition, there are so many oppor-
tunities to help with educating students at the
collegiate level as well as sonographers within
the community. Your career is what you make
of it and involvement with ASE is a surefire way
to stay on the forefront of advancements and
opportunities within our field.

CARDIOVASCULAR SONOGRAPHY COUNCIL COMMUNICATION



Key Role in
Professional
Development

Contributed by Nupoor Narula, MD, MSc,
Weill Cornell Medical College, New York, NY

EMBERS-AT-LARGE on ASE Councils serve
as key representatives of the general mem-
bership, with multiple participatory roles
in council initiatives, including the cre-
ation and development of educational resources, council
representation in other committees, and contribution to
the Scientific Sessions. These positions permit growth
within a designated Council and the broader Society
and provide an effective means to integrate interested
and highly motivated early career faculty and sonogra-
phers. I spoke to three outstanding individuals on the
Circulation and Vascular Ultrasound Council (CAVUS)
who serve or have served as members-at-large on CA-
VUS, including Dr. Matthew Vorsanger (CAVUS Chair,
New York University), Dr. Rebecca LeLeiko (CAVUS
Chair-elect, Emory University), and Dr. Alexander Sulli-
van (CAVUS Member-at-Large, Vanderbilt University).

Dr. Sullivan: I became integrated and interested in

ASE during the 2023 ASE Scientific Sessions while a
fellow-in-training. At this time, I assisted Drs. Vor-
sanger and Leleiko in creating a CAVUS podcast on
the importance of vascular ultrasound and the role of
CAVUS in ASE. I transitioned from a fellow-in-train-
ing role on the council to a member-at-large in

June 2025 after the completion of my fellowship.

Dr. Vorsanger: A phenomenal mentor asked if I would

CIRCULATION AND VASCULAR ULTRASOUND COUNCIL COMMUNICATION
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be interested in giving a talk at the 2016 ASE
Scientific Sessions. Through this experience, I
met members of CAVUS and subsequently had
the opportunity to join the council as a mem-
ber-at-large. It has been humbling and thrill-
ing to be on the steering committee, through
which many opportunities have arisen.

Dr. Leleiko: I was excited and encouraged to partic-
ipate in the council as a member-at-large by one
of my excellent mentors and colleagues, the year
prior to which I had been invited to give a talk.

Dr. Matthew Vorsanger
(CAVUS Chair,
New York University)

What educational content have you been
involved in as a council member-at-large?

Dr. Sullivan: I have presented at the Scientific Ses-
sions each year since 2023 and look forward to my
upcoming ASE presentation in 2026 in Colorado.
Most recently, I look forward to serving as ASE’s
representative on the Suspected Upper-Extremity
Deep Vein Thrombosis document in collabora-
tion with the American College of Radiology.

Dr. Vorsanger: In addition to my role at the Sci-
entific Sessions each year, a recent Echo mag-
azine article by my colleague on the CAVUS
Council, Stavros Agorastos, MHA, RDCS, RVT,
highlighted a concept I feel passionate about

— a dual modality echo-vascular laboratory.

Dr. Leleiko: One of my biggest roles and one of our

most successful collective achievements has been
the ASE Registered Physician in Vascular Interpre-
tation (RPVI) course, which was a true labor of love.

Can you give an example of how being a
council member-at-large has cultivated your
growth and/or trajectory within ASE?

Dr. Sullivan: Being a member-at-large within CA-
VUS has taught me to be very comfortable in
sharing my perspective. We are a tight knit group
— and always on the same team — and our com-
munications have allowed me to see how we

can effectively contribute in different ways. My
practice is multi-disciplinary, and this cross-pol-
lination is what I value in CAVUS and at ASE.

Dr. Vorsanger: Having the chance to participate in
a Society at an organizational level so soon after
training was never something I imagined I could
or would do! I saw how leaders complete tasks and
mentored me in my professional growth — and I
hope to do the same for junior faculty — includ-
ing as sponsoring them as a member-at-large.

Dr. Leleiko: I feel that participation in ASE, in-
cluding as a member-at-large, has truly fostered
my academic growth and commitment through
an array of opportunities (including a recent
JASE publication on performing a comprehen-
sive carotid duplex examination). ASE is the or-
ganization I am most involved in — and I have
been able to participate in a variety of roles, in-
cluding as a Scientific Sessions representative.

What key leadership skills has the
member-at-large role allowed you to

take back to your home institution?

Dr. Vorsanger: I was very fortunate to be a part of
the second cohort of ASE’s Leadership Academy.
Two things stand out to me from this experi-
ence: (1) The ability to network and collaborate
with others in the echo/vascular ultrasound
space, and understand the challenges they face,
(2) The high-yield topics in the curriculum, in-
cluding project management and conflict res-
olution — necessary skills if you would like to

be viewed as a national or institutional leader. It
was incredible to get this leadership training as

I was transitioning from a member-at-large to
track co-chair for the ASE Scientific Sessions. This
theme is emblematic of ASE: there are different
supportive paths as you mature as a professional.

CIRCULATION AND VASCULAR ULTRASOUND COUNCIL COMMUNICATION


https://780c073a1.flowpaper.com/EchoMagazineJanFeb2025FNL/#page=14
https://780c073a1.flowpaper.com/EchoMagazineJanFeb2025FNL/#page=14

career faculty, it can be intimating to get in-

2;v5§3;eccf It.eLelko volved in a national society. However, at this
Q—'mory UnifégtS)C’ stage, you bring a unique perspective of both

wishing to learn and having your finger on
what’s coming next. Stepping in and proposing
a session early is a great way to contribute. This
allows you to find your community and simul-
taneously share your voice and perspective.

Dr. Vorsanger: There are so many opportuni-
ties to volunteer with ASE, whether as part

of steering committee or as a council mem-
ber-at-large. A council representative can be a
great way to get your name out and make your
interest known. We truly appreciate collaborat-
ing with interested and committed members.

Dr. Alexander Sullivan
(CAVUS Member-at-Large,
Vanderbilt University)

Dr. Leleiko: The opportunity to speak, be in-
volved, have a seat at the table, and see how
things are done from a multitude of perspec-
tives — as a moderator, chair, and panelist — is
invaluable. We have started an inpatient vascular
lab at our institution, and I have valued my CA-
VUS connections during such an endeavor.

Has your role as a council member-at-large
facilitated your access to mentors and
collaborators?

Dr. Sullivan: Being in this role has exposed me
to an entirely different academic community.
It has opened so many connections that I am
grateful for, especially now as a faculty mem-
ber. During the last ASE Scientific Sessions,
this collaboration was very visible through dis-
cussions with surgeons, non-invasive cardi-
ologists, and vascular medicine specialists.

Dr. Vorsanger: Certainly. We are a small com- Dr. Leleiko: I think, without a doubt, to be a mem-
munity. Individuals that I have met at ASE that ber of a group which is dedicated to a specific
have preceded me are those to whom have I cause — and to have the ability to share the col-
have looked for guidance in my projects. laborative fund of knowledge and experiences of
individuals at different stages of their careers is
What advice do you have for early career invaluable. This involvement is a key stepping-
faculty who wish to integrate further into stone to do bigger and greater things within the
ASE? How would being a council Society. One of the first ways to get involved is as a
member-at-large be an effective transition? council member-at-large, from which you can get
Dr. Sullivan: As a fellow-in-training or very early pulled into other committees and opportunities.
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Critical Care Echocardiography
in the Inpatient Setting

Contributed by Sahar Ahmad, MD, Renaissance School of Medicine at Stony Brook
University, Division of Pulmonary, Critical Care & Sleep Medicine, Stony Brook
University Hospital, Stony Brook, NY; Harry D. Kuperstein, BS, Renaissance School
of Medicine at Stony Brook University, Stony Brook, NY; Jonathan Aminov, BS,
Renaissance School of Medicine at Stony Brook University, Stony Brook, NY

OSPITAL-BASED PHYSICIANS assuming
care of new, unfamiliar inpatients under
time constraints may reflexively jump to
ordering formal echocardiography studies

without considering the amount of time passed since a

historical echocardiography report. A similar concern

may arise during a prolonged hospitalization upon
shift change when a new primary inpatient hospital
physician assumes care of a patient. The 2019 Appro-
priate Use Criteria (AUC) for Multimodality Imaging in
the Assessment of Cardiac Structure and Function in

Nonvalvular Heart Disease supports that repeat echo-

cardiography is rarely ever indicated for patients with

asymptomatic or stable symptoms, and in many but
not all cases indicated for patients with new symptoms,
worsening symptoms, or to guide therapy.! Anecdotally,
many patients receive repeat transthoracic echocar-

I/ diography (TTE) at our institution, either during the
same admission or after a readmission in close prox-
imity, even if there is no change in severity or quality
of symptoms, or any new symptoms are most plausibly
not cardiac in nature. Literature supports that for a
second TTE completed during the same hospitalization,
the frequency of new abnormal findings decreased
from 44.7% to 15.1%, with less frequent changes in
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clinical management, though the majority of
these repeat TTEs were still deemed appropri-
ate by AUC.? A 2023 study implementing

EMR alerts for repeat TTE orders within 90
days failed to reduce repeat TTE order attempts
per month, with interviewed residents requesting
further education on the subject, suggesting a
gap between the guidelines and practice of
inpatient physicians.’

Guidelines for frequency of serial TTE in
outpatient populations are well-established,
such as in patients with valvular heart disease.*
However, guidelines for repeat TTE between
admissions or during the same, extended
admission do not exist. Additionally, unlike
patients with heart disease being managed by
cardiologists in the outpatient setting, general
internists often bear the responsibility of
ordering TTE and may not be up to date with
American Society of Echocardiography (ASE)
guidelines. It is prudent to preserve availability
of cardiac sonographers in the hospital and
the cardiologists reading echocardiograms,
both valuable inpatient resources. Unnecessary
inpatient echocardiography studies may also
contribute to further burnout among cardiac
imaging specialists. A 2022 study of cardiac
imaging specialists on burnout demonstrated
that 68% of respondents cited “heavy work-
load” as a major contributor to burnout.®
To address these concerns, we must explore
not only the role for guidelines and further
research on repeat TTE in the inpatient setting,
but the role of critical care echocardiogra-
phy (CCE), that is, limited views directed
for clinical decision making, performed by
hospital practitioners at the point of care.

Hospital-based physicians should consider
a patient’s baseline clinical status and the
specific clinical question they are looking to
answer when ordering TTE in the hospital,
and whether focused cardiac ultrasound could
suffice in these instances. The 2013 ASE Rec-
ommendations for Focused Cardiac Ultrasound
support the use of bedside focused cardiac
ultrasound to assess a broad range of cardiac
pathology.® However, in the interceding 12
years since those recommendations, residency
and fellowship programs have improved their
ultrasound education and institutions have

CRITICAL CARE ECHOCARDIOGRAPHY COUNCIL COMMUNICATION

improved the availability of point-of-care
ultrasound (POCUS) machines, suggesting

an even broader use for focused cardiac
ultrasound than the prior recommendations
allude to. As education and functionality of
portable machines enhance, judicious ordering
of repeat TTE for inpatients should follow.

A useful aspect to having an existing TTE
previously performed in the hospital is the
easy accessibility to the corresponding TTE
study videos through an institutional Picture
Archiving and Communication System (PACS)
system. Focused cardiac ultrasound can be
compared to formal echocardiography images
to make either visual or quantitative comparison
at the bedside. Much like how electrocardio-
grams and chest X-rays are compared side-by-
side, a formal echocardiography can serve as
a visual comparison to guide focused cardiac
ultrasound, especially for less experienced
providers. This may be particularly prudent
during overnight or weekend admissions
where echocardiography technicians are less
available and in high volume tertiary care
centers where echocardiogram lab time can be
reserved for patients in need of a comprehensive
evaluation.

Appropriate substitution of CCE for TTE
need not be a standard that is applied univer-
sally. Less experienced clinicians may have a
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lower threshold to order a TTE if they cannot
answer their specific clinical question with
POCUS, while more experienced clinicians
may have a higher threshold to order a TTE
with their broader skillset. Indeed, a significant
barrier to adopting this approach is simply ad-
equate training in POCUS. A 2022 study of VA
medical centers found that lack of training was
the most frequent barrier to POCUS use.” How-
ever, with more medical schools, residencies,
and fellowships improving their POCUS training,
we expect this obstacle will be overcome.

TTE in the hospital remains an extremely
valuable diagnostic tool to at once obtain both
a structural assessment of a patient’s cardiac
function and an understanding of any acute
derangement to act on. However, its ease of
ordering may lead to inappropriate serial TTE
in the inpatient setting. While CCE training
improves across institutions and access to
ultrasound machines at hospital centers grows,
it is time to consider a greater role for focused
cardiac ultrasound performed by the primary
or consulting teams to answer specific clinical
questions rather than reflexively ordering
unneeded comprehensive examinations.
Institutions may consider quality improvement
initiatives to identify and reduce the amount
of repeat TTE ordered in the inpatient setting
during or between admissions. Further re-
search on the matter and society recommenda-
tions on the frequency of inpatient TTE
may also guide efforts to reduce inappropriate
testing and preserve hospital resources to

ensure timely echocardiography studies for
patients who need it. An updated set of recom-
mendations for CCE for inpatient physician use
could be pursued, accounting for the advent of
the National Board of Echocardiography Exam-
ination of Special Competence in Critical Care
Echocardiography as a means of ensuring quality,
and drawing from both the critical care (Mayo
2009)* and cardiology (Kirkpatrick 2020)’ avenues
of recommendations. Certainly, these authors are
up for that challenge should collaborators emerge.
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Strengthening the
Relationship %etween the
Sonographer and Surgeon

Contributed by Tracy Ralston, RDCS, FASE, and Jessica
Monteagudo, RCS, of Duke University Medical Center, Durham, NC

TEPHANIE FULLER, MD, MS, is a board-certified

cardiothoracic surgeon. She joined the Children’s

Hospital of Philadelphia in 2008 and became

Professor of Clinical Surgery at the University
of Pennsylvania and Program Director of Congenital
Cardiothoracic Surgery at Children’s Hospital of Philadel-
phia. In December 2025, she became the Chief of
Pediatric Cardiothoracic Surgery and Co-Director of
Blalock-Taussig-Thomas Heart Center at Johns Hopkins
University in Baltimore, Maryland.

I always thought about going into medicine and becoming
a physician. In all honesty, I have so many diverse interests
in life. It’s the question you get all the time: why go into

medicine? And the answer is to help people. Often times

we are discouraged from giving that as an answer as it is
not specific enough. In my case it really was a matter

of wanting to help people. I'm fortunate that a lot of
what attracted me to art restoration originally is very
similar to congenital heart surgery, where we take these
hearts and reform, remodel; almost a combination of
architecture and art, to see things in three dimensions,
much like a sculptor. Cardiac surgery not only had the
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technical challenge and dexterity with your
hands, but also the creative and intellectual
challenge of understanding the anatomy and
physiology. So although it seems very far off,
it wasn’t such a difficult transition for me.

Outside of all the compelling intellectual and
technical challenges, congenital heart surgery
really became an interesting field of medicine.
For example, in general surgery, you perform an
appendectomy and the patient gets better and
it’s highly rewarding, but you don’t really have
the continuity of care. Now, there exist surgical
professions which allow you to establish conti-
nuity of care with patients. There are areas in the
profession of surgery where we’ve developed
and gained from that continuity of care with
the patients. There is probably no better
example of that than the field of congenital
heart surgery where we have the opportunity to
really watch these families grow and develop.
Some of our basic surgeries are one-and-done,
but a lot of them tend to maintain some

degree of familiarity with many of our families.

Obviously there is the three dimensional aspect
of it, the ability to go in and think in terms

of three dimensions and how you reconstruct
things. Then there is such a refined technique
to it and very detail-oriented which is one of
the nice things as well. We get concerned with
not only how things are going to function, but
also how are they going to look. That is one of
the appeals to it, just like art.

I am just learning more about that here at
Hopkins and what the preferred methods are.
Realistically, the ideal heart center would use

a little bit of both. The printing can be time-
consuming and can also be expensive. I think
the advantage in some ways of virtual reality is
that you can look at things in a bunch of different
ways, from different angles and approaches, but
unlike 3D printed hearts, you can’t actually hold
it in your hand and explore by tactile sensation.

L/

I think both methods are really great, particularly
when it comes to intra-cardiac anatomy. You are
trying to create a baffle or a VSD closure to an
aorta in a remote VSD, for example, these allow
us to test different shapes and sizes of patches and
how to better reproduce that in the operating
room. It is just hugely advantageous. We are

so fortunate to be doing heart surgery in the
current time. It has really accelerated our
understanding and ability and be able to come
to the OR much better prepared to fix some of
these lesions. I think they’re both great tech-
niques and both have a place and I think we

are going to see a lot of advances, particularly
when it comes to image quality. I think it’s going
to be easily accessible to everybody, even use it
to sit down and explain it to your patients in a
way that they can understand.

Critical. It’s a great question for me right now
because I am getting assimilated in a new role
here at Johns Hopkins. One thing that is really
beneficial is to immediately form relationships
with the echo team. It is great to sit down

with the sonographers who are just exquisitely
talented at what they do and review their images,
particularly if an attending is busy. I was looking
at some fetal images, and I was just so impressed
with the overall quality of the images and the
competency of the sonographer performing the
study. I think it is always valuable to us to have
open communication with the sonographers
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who are literally at the bedside acquiring the
images. We rely upon sonographers so heavily
for the type of images, what specifically we're
looking for, and what the questions are; and
having that discussion is really important. The
same goes for the fellow and attendings in the
operating room. The imagers do so much to
facilitate our jobs.

I know cardiac surgeons can be intimidating
so making sure echo techs, even if you're new
in your role, ask questions and be inquisitive.
Don't be afraid or intimidated to say, “hey I got
this request, but what specifically were you
looking for” or “what can I help you to see?”

I think this is really valuable and establishes
such a nice relationship which isn’t us just
telling you what to do, it is more us asking
what we need. It also helps us to learn new
vocabulary and language. We won'’t always know
which angle or images to ask for specifically.
So, learning about technique is really helpful.
It is always nice to pass an experienced echo
tech in the hallway and hear “Hey I did that
post-op of yours and it looked really beautiful.”

I think it’s really important that everyone has
outlets. This is a very stressful job in general for
all of us involved in pediatric healthcare. I think
some of that has been made more challenging
over the last several years by limitations, by
decreased funding to pediatric care. We tend to
work hard outside the hospital with academic
responsibilities, research, etc. I think realistically
having an outlet with something you enjoy doing
where you can completely escape and get your
mind off work is incredibly beneficial. And it’s
important to have a support structure around
you, whether it is the people at work with whom
you heavily rely. You can just close the door and
have an open conversation. Or your family at
home, I know I could never do my job without
the support of my husband, he is absolutely
amazing. Having people in our lives who want
us to succeed and really support us in getting
there is so important.
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Yeah it really did. It was my first time attend-
ing the meeting and I absolutely loved it! The
tenor and culture of the meeting was very
different from surgical meetings. It was wide-
ly attended, well moderated, and really active
audience participation. I was so impressed by
the quality of the talks but also the quality of
the moderation, where the moderators were
great at getting people involved. They were
circulating the conference floor, asking ques-
tions and pressing a little more on the questions
being asked. It was hugely educational. It was

a great forum to connect with people. I really
enjoyed going to the veterinary sessions as well.
I have done some work with the vet team at
the University of Pennsylvania and I am really
fascinated by the parallels between human and
animal cardiac anatomy and physiology. The
overall quality of the meeting was exceptional.




I'm in my first major leadership role as the
Co-Director here at Hopkins. It has been an
incredibly warm welcome. The attitude I have
towards leadership is one of servitude and one of
embracing the culture that everyone has a role
to play and everyone contributes to the health
and wellness of our patients. I have been really
grateful to encounter an exceptional culture at
Hopkins. I think it is important as a new leader
to get to know the people in the cardiac center
and to know what their career goals are, and
how to facilitate getting them there. Everyone
is working hard and needs to feel valued. It’s
important that leadership is supportive. A few
small things make a big difference. Gratitude is
important in bringing value to others. So is
recognition of hard work. The last meaningful
step is going to be a little bit more tangible

by being able to provide them with the tools,
personnel and time they need to do a better job.

I think 3D echo by far. Seeing the valve exactly
the way we see them in the operating room has
been incredible for us. It has been a game-changer
for mitral and tricuspid valve repair. The work

I was doing for CHOP and what is probably
going to be interesting down the road is how
we are able to better assess ventricular remod-
eling, particularly after surgical interventions.

You have to be a sponge, just learn as much
as you can. Come to the operating room and
watch the operations in order to have a better
understanding of what you’re looking at on
the echo. Be active, be a participant and don't
be shy. Study your craft and have a goal of
mastery. Make sure you communicate with
people about what could be challenging about

your role. Reach out to those around you. I think
it’s a great career, if I wasn’t a surgeon I would
definitely be an imager.... Or an art restorationist!

I was raised on a horse farm in Virginia and my
sister, and I rode our entire lives growing up.
It’s a little hard to get out of your blood. For me,
that is one passion where I can also escape.

It gives me a nice mental break and is great
physical exercise. I got involved in rhino
conservation after the World Congress was held
in South Africa and I took a week vacation. My
dear friend is a conservationist, and I always
stayed active in her organization called “Our
horn is not medicine.” Rhinos are the wild
creatures most often poached and sacrificed

for their horn, which is keratin. They are very
gentle creatures and have no predators outside
of man. It appealed to my love of animals and
passion for wildlife. It has been a privilege to
stay involved in that organization.

We would like to thank Dr. Fuller for her generosity
in giving her time and expertise. It was an absolute
pleasure talking with her!

PEDIATRIC AND CONGENITAL HEART DISEASE COUNCIL COMMUNICATION



TIPS &
TRICKS

—Jack Dorsey

Have you experienced this? You are scanning a stenotic
valve with pulse wave, but when you go to spectral
Doppler, your scale aliases and you cannot see the
maximum value. If you switch to continuous wave
Doppler, it picks up other blood flow tracings and
contaminates your signal.

If the answer is yes, then you are going to love high PRF.

High Pulse Repetition Frequency (PRF) allows for the
measurement of higher blood flow velocities than stan-
dard PW. To understand how best to use pulse-wave
Doppler for optimal imaging, let’s first review the physics.

I ==
<
=
=
= Time
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L=
Gate =
Pulse Pulse arrives at

transmitted imaging depth

As congenital cardiac imagers, we appreciate the
value of sharing tips and tricks amongst colleagues
at our institutions. Considering this, the Pediatric &
Congenital Heart Disease Council believes that our
section of the Echo magazine may be a great avenue
to share our tricks of the congenital cardiac imaging
trade with colleagues across the globe. In this article
we will focus on clues to Aortic Isthmus Echocardi-
ography Imaging.

Contributed by Tracy Ralston, RDCS, FASE,
Duke University Medical Center, Durham, NC

Pulsed wave Doppler is created by a short electric
pulse applied to a piezoelectric crystal; the deformation
of the crystal creates local compression (acoustic
pressure) of the tissue with which the crystal is in
contact. How often the pulse wave is created is called
the repetition rate- also known as Pulse Repetition Rate
or PRF.

The returning signal is sampled at a fixed time after
the transmission, which corresponds to a specific depth
(gate or sample volume). This samples the velocity only
atthe “gate” on your cursor.

Reflection reaches
— transducer

Time
X2

AWANA
JAVA'AY

The scale limit is determined
by the time it takes for the
sound wave to reach the
target and return to the
probe. If you scan a velocity
that exceeds this limit, the
spectral Doppler will alias.

—

Some waves not reflected
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TIPS &
TRICKS

The maximum detectable velocity is half the PRF.

High PRF will send out pulse wave bursts more frequently, reducing the time it takes

to receive the signal. This enables you to increase your scale and get higher velocity
signals. High PRF introduces range ambiguity to increase the maximum velocity that
can be detected with PW, but if you position the other “gate” where there is no flow, the
spectral Doppler tracing will be accurate.

Time it takes High PRF pulses at Using high PRF on most
sound to get twice the original machines consists of pushing
to the PW gate time, inserting the button labeled high PRF, or
another gate taking low PRF off. These will
proximal to the appear on the touch screen
original after you hit the PW button.
—
Low PRF High PRF

Here is an example of
pulse wave aliasing in
a descending aorta
(vellow arrow pointing
at the PW gate)

--240

o .
100mm/s ' " 107bpm
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TIPS &

TRICKS

Same arch with high PRF, the
proximal gate (purple arrow) is
placed in thymus tissue. The
distal gate (green arrow) is past
the spine.

--320

- 1 u .
100mm/s ' 88bpm

Subcostal sagittal of the
pulmonary valve. The original
PW gate is distal to the pulmonary
valve. High PRF inserts another
proximal gate, however, itis in
liver tissue, therefore no signal
should return from that gate.

Locations to use high PRF
« High parasternal

- Off axis apical

« Subcostal

- Suprasternal

Drawbacks to using high PRF

« It introduces range ambiguity

- Small babies may not provide
enough depth to introduce

another sampling gate. In summary, we can use high PRF to find

- High PRF has the potential to the location of maximum velocity with
underestimate peak velocities as pulse wave Doppler without spectral Doppler
the signal from the current pulse aliasing, while eliminating acquiring wave
can arrive after the next pulse forms from other sources of blood flow that
has been sent. you would get by using CW.
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Tips for Accelerated
Acquisition and Analysis

Contributed by Loren Francis, MD, FASE, Medical University of
South Carolina, Charleston, SC, and Himani Bhatt, DO, MPA, FASE,
Icahn School of Medicine at Mount Sinai, New York, NY

RANSESOPHAGEAL ECHOCARDIOGRAPHY (TEE)

is the definitive real-time monitoring tool in

the perioperative and critical care setting. This

guide focuses on efficient placement, rapid
troubleshooting, and advanced optimization techniques
essential for providing superior diagnostic value when
seconds count.

In the perioperative setting, safe and rapid placement is
crucial, especially in intubated, critically ill, or sedated
patients.

+ Deflection Check Prior to Insertion: Always confirm the
probe's mechanical integrity by checking the flexion and
rotation wheels before entering the oral cavity. Ensure
the probe is not locked into a fixed position. Anteflex
slightly to be consistent with the path of the oropharynx.

« Suction stomach prior to probe insertion: As air is often
inadvertently introduced into the stomach with mask
ventilation after anesthetic induction, routine suction
with and subsequent removal of an orogastric tube (OGT)
may improve image quality. However, risk and benefits
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must be considered in patients with baseline
coagulopathies as the OG tube insertion may be
traumatic and result in further complications.
The Coordinated Jaw Thrust Technique: For
patients with challenging pharyngeal anatomy

or limited neck mobility, leverage your assistant.

Request an experienced assistant to perform a

two-handed jaw thrust. This maneuver effective-

ly lifts the tongue base and anteriorly displaces

the mandible, widening the pharyngeal space

and minimizing the chance of the probe coiling
or obstructing at the cricopharyngeus muscle.

Optimal Neck Positioning: Reinforce the fun-

damental positional adjustments. Encourage

or manually facilitate neck flexion (“chin to-

ward chest”). This move straightens the acute

angle between the pharynx and the esopha-
gus, reducing resistance at the upper esopha-
geal sphincter. Maintain this position until the
probe tip passes into the upper esophagus.

The Intubating Blade Maneuver (Last Resort):

When conventional methods fail due to a bulky

tongue or severely challenging anatomy, use a

Macintosh or Miller intubating blade. This tech-

nique provides direct visualization and control:

« Carefully use the blade to clear the
tongue and lift the jaw/epiglottis.

- This provides a clear path for the probe,
which can then be guided directly into the
esophagus under visualization, bypassing
critical obstructions. Note: This requires careful
technique to avoid injury to oral structures.

In the acute setting, minimize probe manip-

ulation and maximize diagnostic certainty.

« Pre-emptive Stabilization: Following initial
placement, secure the probe to prevent slip-
page. Minor advancement (1-2 cm) beyond the
desired initial view and a gentle pull-back can
anchor the probe, stabilizing the image during
table movements or patient repositioning.

+The "Rule of Halves" or Rotation: When search-
ing for an optimal valve view, use half-turn
rotational adjustments coupled with minor
flexion rather than large swings. This prevents

overshooting the target and reduces search time.

Targeted Transgastric (TG) Focus: Achieve the
TG mid-short axis view rapidly for LV vol-
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ume and function. Utilize minimal anteflex-
ion to keep the LV centered and maximize the
Doppler angle for VTI measurements—a core
component of cardiac output monitoring.
«Probe location when unused: It is a good habit
to return the transducer to the ME 4-cham-
ber view after active imaging of the patient.
This allows the next exam to start immedi-
ately at a view that is widely recognized and
minimize the time needed for reorientation.

Perioperative imaging requires immedi-

ate prioritization of views that impact sur-

gical or hemodynamic management.

« Prioritize the ABC’s: Aortic, Bi-Caval,
Contractility: In a crisis, skip the stan-
dard 28 views and go directly to:

1. Mid-Esophageal (ME) Aortic Valve Short-Ax
is: Check for AV mobility and LVOT patency.

2. ME Bi-Caval View: Rapidly assess IVC, SVC
and interatrial septum for shunts.

3. ME/TG Short-Axis: Assess biventricular
regional and global contractility and
volume state.

« Expeditious imaging: There may be only 15-20
minutes between TEE probe insertion and start
of electrocautery use. Therefore, imaging goals
must be prioritized to answer any perioperative




questions, establish baseline, and rule-out
complications.

« Color Doppler Precision: When evaluating
regurgitation severity, immediately optimize
the Nyquist limit (PRF). Start with the PRF
set around 50-60 cm/s to detect high-velocity
jets, then reduce to 30-40 cm/s for low-
velocity flow (e.g., shunts or diastolic flow).
Be careful not to underscale the PRF which
can exaggerate regurgitation severity.

« Pulse Wave (PW) and Continuous Wave (CW)
Integration: Use PW Doppler for low-velocity
flows and transition immediately to CW
Doppler for high-velocity, quantifiable flows.

2D/Doppler Optimization

« Gain-Depth Balance: Always confirm that
the posterior pericardium is visualized. If
it’s too deep or too faint, increase overall
gain and ensure the depth is sufficient. In
hypovolemic patients, reducing the depth
can visually exaggerate chamber size.

« TGC (Time Gain Compensation) Management:
Use the TGC sliders strategically. Ramp up the
gain steeply in the near field (closer to the probe)
to compensate for attenuation but pull back the
gain in the far field to reduce noise and wall-out
artifacts near the posterior pericardium. The goal
is uniform brightness across the image depth.

» Sector Width/Frame Rate Trade-Off: For assessing
rapid phenomena (e.g., flail leaflet, device
movement), aggressively narrow the sector
width. This dramatically increases the Frame
Rate, enhancing temporal resolution critical
for tracking fast motion without blurring.

« Frequency and Focus Integration: Use the highest
fundamental frequency available to maximize
axial resolution (detail along the beam path).
Ensure the focal zone is strategically placed
at the level of the primary pathology.

3D Optimization
«OPTIMIZE 2D IMAGE: One of the most import-
ant factors in 3D acquisition is getting good 2D
images. Bad 2D images make bad 3D images.
+ Adjust the gain: the gain settings are just as
important in 3D acquisition as they are in 2D.
- Change to lower frequency when possible.

« Make sure you try multiple views to obtain your
3D. Just like 2D analysis, multiple 3D views are
also needed to analyze your region of interest.

«Breath hold: In an intubated and paralyzed

patient, the ventilator may be paused briefly to
create a motion-less field conducive of minimiz-
ing stitch artifact with multi-beat 3D imaging.

«Focus on region of interest (ROI):

« Choose mode based on goal and region of
interest (ROI): make sure you are using the
mode based on what you are trying to ac-
complish. Your ROI should determine your
initial selection (full volume, 3D zoom, etc).
All modes can be used depending on goal:
learn to use all the different modes based on
ROL Try all the modes to get a familiarity and
comfort before you select the one needed.

« Proper rendering and optimization: Make sure
you zoom in on ROI. Adjust the depth based
on what you are trying to visualize. Reduce the
volume size to optimize image and resolution.
Choose smallest sector when possible: make
sure your sector size is optimized for ROI

« Keep adjacent structures in partial image for

orientation: this will allow you to not only
retain orientation but also optimize visualization
of the entire ROL

- Requires training and effort: Practice using 3D!

You need to try using all the modes and learn the
knobology to gain experience using 3D; this will
enable you to acquire and optimize your images!
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THE ROLE OF

LIMITTED

ECHOCARDIOGRAIMA
PRQTOCOLS

here has been an
increasing demand
for transthoracic echo-
cardiograms nation-
wide, averaging ~3%
over a ten year period
between 2001 and
2011." At our institution, over the last
eight years, there has been an over-
all 20% increase in annual echocar-
diogram requests with a concomitant
rise in the number of urgent or STAT
echocardiogram requests (Figure 1).
While the number of echocardiogram
requests continues to rise, the number
of loops per study has remained rela-
tively stagnant over the years, averag-
ing 114 loops in 2017 and 110 loops in
2024, at our institution. This increas-
ing demand and expectation of faster
turnaround times puts a strain on the
cardiac ultrasound lab’s resources,
namely sonographers’ and readers’
time. In certain circumstances, stud-
ies are unnecessarily comprehensive,
including images that do not impact

clinical decision-making. This current
environment requires optimization
of our processes and procedures, and
structured triaging. We believe that
limited echocardiogram protocols
may play an important role in reduc-
ing this strain on our system, ensuring
high-quality, clinically relevant imag-
ing, and preserving valuable labora-
tory resources.

Limited echocardiograms are
question-focused studies which
typically focus on one structural or
clinical concern. Limited echocardio-
grams are differentiated from Focused
Cardiac Ultrasounds, in that limited
echocardiograms are performed by
sonographers and read by echocar-
diographers; these studies involve
full-functionality equipment and the
ability to perform advanced measure-
ments.” These question-limited echo-
cardiograms may be appropriate in
several scenarios, especially in this
setting of limited resources. In the
American Society of Echocardiography

Rachel Goldberg, MD, MBA, is
an Advanced Echocardiography
Fellow at Massachusetts
General Hospital.

Langi Hua, MS, ACS, RDCS, is
Technical Director of the Cardiac
Ultrasound Laboratory at
Massachusetts General Hospital.

Jonathan Passeri, MD,
is Director of Clinical Operations for
the Echocardiography Laboratory at
Massachusetts General Hospital.
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FIGURE 1 Transthoracic echocardiogram orders at Massachusetts General Hospital (MGH) from 2017 to
2024. The blue bars represent routine orders, and the orange line represents the numbers of urgent or
STAT echocardiograms ordered.

Guidelines for Performing a Compre-
hensive Transthoracic Echocardio-
graphic Examination, limited exams
are deemed appropriate if the
patient has undergone a complete
exam with no suspected change
outside of the area of interest, with
examples including pericardial
effusion, left ventricular function,
and pulmonary hypertension eval-
uations.” We have been applying
these principles at our institution
with great success, and have found
that limited echocardiograms have
made our practice more efficient;
we suspect that shortened scan-
ning times may also play a role in
reducing work-related injuries for
sonographers.

One of our most recent and
impactful examples of a limited
echocardiogram protocol addresses
perioperative echocardiograms
for patients with acute hip frac-
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tures (Figure 2). Hip fractures are
associated with a high periopera-
tive morbidity and mortality, with
mortality increasing dramatically
as time passes without surgery.*>
Further, perioperative echocar-
diograms have consistently been
shown to delay care and to only
change management in the highest
risk patients.*® There was a push
by our orthopedic colleagues to
get these perioperative echocar-
diograms performed and read
more quickly. In speaking with our
anesthesia colleagues, there were
a few critical lesions that would
impact the decision to proceed
with surgery or change the intra-
operative monitoring approach.
These conditions included signif-
icant ventricular dysfunction,
significant aortic or mitral steno-
sis, and tamponade. In response,
we created an 11-loop protocol
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to expedite the performance and
review of these studies (Figure 2),
which has been quite successful.
We have also instituted
several other limited echocardio-
gram protocols in both the inpa-
tient and outpatient settings. For
example, we have limited proto-
cols for cardio-oncology surveil-
lance, annual ascending aortic
aneurysm monitoring, pericardial
effusion monitoring, and hyper-
trophic cardiomyopathy thera-
peutic monitoring. These limited
protocols fit in 30-minute appoint-
ment slots rather than the stan-
dard 60-minute slots, and require
far fewer loops. As a result, these
studies can be performed and
read more quickly, and patients
and their providers receive results
back sooner to assist with decision
making. This approach also signifi-
cantly reduces the physical strain



on sonographers, helping to mitigate
the risk of work-related musculoskele-
tal injuries.

It is inevitable that echocardiogra-
phy labs will need to more creatively
and strategically meet the needs of our
patients and colleagues. Limited echo-
cardiogram protocols offer one avenue
to allow more efficient and effective
care progression. Using our sonogra-
phers’ and readers’ time more efficiently
is going to be imperative to keeping up
with the demand for both outpatient
and inpatient echocardiograms, and we
believe that limited protocols are critical
to addressing this challenge.
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Echo/Ortho Quality Project TTE protocol

IMAGE ACQUISITION
Total Imaging Acquisition: 11 (loops + still frames)

Parasternal Long Axis View
«2D
« Color Doppler (Aortic Valve / Mitral Valve)
Parasternal Short Axis - Aortic Valve Level
«2D
Parasternal Short Axis - Left Ventricle Levels
- Basal
- Mid
« Apical
Apical 4-Chamber View (A4C)
«2D
« Color Doppler (Mitral Valve)
Apical 5-Chamber View (A5C)
« Pulse Wave (PW) and Continuous Wave (CW) Doppler of Aortic Valve
« If A5C Doppler is suboptimal, use Apical Three-Chamber View (A3C)
« Subcostal View
«2D

TTE REPORTING

Left Ventricle (LV):
« Systolic Function:
« Normal or Reduced
« Ejection Fraction (LVEF): Estimated by single-dimension method
Right Ventricle (RV):
« Systolic Function:
« Normal or Reduced
Aortic Valve (AV):
« Stenosis:
« None or Yes
« If Yes: report Peak and Mean Gradients
« Regurgitation:
« Report only if Moderate or greater
Mitral Valve (MV):
« Stenosis:
« None or Yes
« If Yes: report Peak and Mean Gradients
« Regurgitation:
« Report only if Moderate or greater
Pericardium:
« Effusion:
« Yes or No
« If Yes: include Size and Location

FIGURE 2 Limited echocardiography protocol for
perioperative evaluation of hip fracture patients.
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THE LEADERSHIP
SKILLS | WISH |
LEARNED EARLIER:

Lessons from the ASE
Leadership Academy

Contributed by
Akhil Narang, MD, FASE
(Leadership Academy, Cohort 1)




LEADERSHIP often arrives unexpectedly. One
day, you're focused on patient care, research
deadlines, and finishing echos; the next, you're
asked to lead a team, run a program, or make
decisions that shape the culture of your lab.

Like many of us in echocardiogra-
phy, my training prepared me to
interpret complex pathophysiol-
ogy, but not to navigate conflict,
inspire teams, facilitate psycho-
logical safety, or articulate a vision
for a group of talented individuals
with different backgrounds and
needs. Those skills came much
later - slowly, occasionally awk-
wardly, often through trial and
error - and were eventually
strengthened and expanded
through my experience in the ASE
Leadership Academy.

Looking back, there are several
leadership lessons I wish I had
learned earlier. They would have
changed how I approached my
work, how I mentored others, and
how I built teams. I share them
here with the hope that they might
shorten someone else’s learning
curve, or offer reassurance to those
who, like me, never saw them-
selves as leaders until they were
suddenly expected to be one.

1.The Most Important
Conversations Are the Ones

You Don't Want to Have

Early in my career, I convinced
myself that difficult conversa-
tions could be softened- delayed,
diluted, or delegated. But avoid-
ance only erodes trust.

In the Leadership Academy,
we practiced structured feedback
conversations using real scenarios
from our labs. Ilearned that courage

isn’t the absence of discomfort; it’s
choosing transparency over ease.
A two-minute honest conversation
can prevent two years of resentment.
Lesson:

Lean into uncomfortable conversa-
tions. Direct, kind communication is
one of the most powerful leadership
tools you will ever use.

»

One of the most
transformative
parts of the
Leadership
Academy was
hearing estab-
lished ASE
leaders openly
describe their
failures, fears,
and missteps.
Their vulnerability
made their
leadership feel
more accessible.

2.You Cannot Leadif

You Cannot Listen

As echocardiographers and sonog-
raphers, we are trained to diag-
nose. Sometimes this spills into
diagnosing people - their motiva-
tions, emotions, or actions - before
they’ve even finished a sentence.
Through exercises in active listen-
ing, Ilearned something humbling:
most people don’t need solutions;
they need to feel heard. Listening
builds connection. Connection
builds trust. Trust builds teams.
Lesson:

Great leaders don’t speak first.
They listen first.

3.Influence Is More Powerful
Than Authority

When I first became a Director, I
assumed title = influence. It doesn't.
Influence comes from consistency,
empathy, humility, and clarity.

A version of this saying has
existed for years: “People don’t
follow titles - they follow behaviors.”

I began paying attention to
my behavior during stressful
moments, hectic reading room
days, and high-stakes structural
heart procedures. Leadership
happens in those small moments,
long before the big ones.

Lesson:

Leadership has almost nothing to do
with position and nearly everything
to do with presence.

&4.Your Team Can Only Be as
Balanced as YouAre

Like many of us, I used to wear
exhaustion as a badge of honor. If I
wasn’t overcommitted, I worried I
wasn’t doing enough.

Recently, I've challenged that
thinking. Ask yourself if your
personal mission statements are
aligned with your daily lives. Mine
always didn’t.
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Leadership Lessons from the ASE Leadership Academy
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FIGURE: Thematic Lessons Learned from ASE Leadership Academy

(Graphic created with NapRin).

I began protecting time for
reflection, strategic thinking,
mental white space, family, and
vacation. This didn’t make me less
productive - it made me far more
effective.

Lesson:

Sustainable leadership requires
protecting your own energy as
[iercely as you protect your team.

5.Mentorship IsNotaLuxury-It's
aLeadership Responsibility

I used to think mentorship was
primarily academic: reviewing
presentations, helping with
research, directing career paths.

ECHO

But real mentorship is emotional,
relational, and deeply human.

Through the Academy, I saw
how powerful cross-generational
and cross-disciplinary mentorship
can be. My cohort - sonographers,
physicians, early-career imagers,
and seasoned leaders—became a
network of advisors and friends.
We learned not just from faculty,
but from each other.

And equally important: I
learned that as leaders, we must
actively sponsor the next gener-
ation - opening doors, sharing
opportunities, and advocating for
voices that are often overlooked.
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Lesson:
Leadership is not about being in front.
It’s about bringing others forward.

6.Vision Matters - But SoDoes
Vulnerability

One of the most transformative
parts of the Leadership Academy
was hearing established ASE lead-
ers openly describe their failures,
fears, and missteps. Their vulner-
ability made their leadership feel
more accessible.

Until then, I believed leaders had
to project certainty at all times. But
vulnerability creates connection,
and connection creates influence.



I began sharing not just deci-
sions, but the thinking behind
them. Not just successes, but
lessons from mistakes. Our team
became more aligned—and more
human.

Lesson:

Leaders who show vulnerability build
teams that feel safe to innovate, ques-
tion, and grow.

7.Investin People,and
Everything Else Follows

The Academy prompted me to
reflect on my own mentors and
the subtle ways they shaped my
growth - encouraging ideas, chal-
lenging assumptions, celebrating
small wins. None of that required
a budget, a title, or a mandate.
Lesson:

The best leaders grow people, not
programs.

Looking Forward
Leadership is a journey, not a title.
It is built from conversations,
relationships, perspectives, and
habits—not from committees or
credentials alone.

The ASE Leadership Academy
was a catalyst for me, but the real
work began afterward, in the echo
lab, in the reading room, in clinical
hallways, and in the small, unglam-
orous moments that define our days.

If there’s one message I hope

readers take away, it’s this:
You don’t have to wait to be a
leader. And you don'’t have to lead
alone. The skills are learnable. The
community is here. And some-
where, someone is waiting for you
to be the leader they need.

Finally, I want to recognize
three exceptional leaders who
have served as guiding North Stars
throughout my career: Dr. Roberto
Lang, Dr. Vera Rigolin, and Dr.
James Thomas.

ALeadership Toolkit: 10 Practical
Tips forthe Echo Lab

1

You don't have

towaittobea

leader.And you
don’t have tolead

alone.The skills 4.

are learnable.

The community >
is here.
And somewhere, ‘
someone is ;
waiting foryou
to be the leader 8
they need.

10.

Ask yourself frequently:
“What does success look like
for me today?”

. Replace reacting with reflect-

ing: Take a 10-second pause
before responding during
conflict or stress.

. Use gratitude as leadership

currency: Public recogni-
tion costs nothing but means
everything.

Delegate outcomes, not tasks:
Empower your team to solve
problems creatively.

. Create micro-mentorship

moments: Five minutes of
attention can change some-
one’s career.

. Communicate decisions with

the “why,” not just the “what.”

. Schedule thinking time like

any other meeting.

. Ask your mentees what they

need, not what you assume
they need.

. Share your failures - they’re

often your most generous gifts.
Model the behavior you want
repeated.

ASE ANNOUNCEMENTS

« Leadership Academy Cohort 4 graduates at Scientific
Sessions in June 2026. Register now to join and celebrate!

« To participate in ASE’s professional development
programs, join ASE or renew your membership today!

ECHO
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A VETERINARY
MENTORSHIP IN VIEW:

Contributed by Etienne Cété, DVM, FASE and
Jessica Miller, MS, RDMS

What drew me to ASE Mentor
Match was curiosity: I wanted to
see how a structured program of
mentorship through ASE might
work. What held me back con-
siderably was guilt: a feeling of
always wanting to provide more
in-person mentorship with my
own fellows and students in my
home institution, and so I certainly
shouldn’t take on more. However,
the feasibility element together
with the curiosity element tipped
the balance. One hour a month
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for six months, with no strings
attached — how hard could it be?
So, I put my name in the pool of
mentors thinking that, my limited
scope of practice as a veterinary
cardiologist made it unlikely that I
would be approached by a mentee.

I logged on to the Mentor Match
platform to see what was available,
and I was impressed. The expec-
tations were very clearly defined,
and resources for achieving them
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were accessible and helpful. It
became very clear that this was a
good idea because what I stood to
learn was mentorship training that
was not so easily accessible and
applicable in my own institution.

I was truly surprised to receive
a message from a prospective
mentee within a day or two of
signing up. Jessica Miller, RDMS,
was finishing her master’s degree
with a capstone project on formal
recognition of sonographers in
veterinary medicine. Jessica had a


https://www.asecho.org/membership/get-involved/mentor-match/
https://www.asecho.org/membership/get-involved/mentor-match/

master’s program director; would
I be interested in being a men-
tor from the clinical veterinary
world?

It was easy to say yes, because
it seemed like the ideal prospect
for mentorship. I could offer my
point of view, and understand
Jessica’s, so she could take an
additional step forward with a
veterinary clinical perspective as
part of that.

Our first meeting was exactly
how a fruitful mentorship be-
gins: we really hit it off. Jessica
had clearly identified a need in
veterinary diagnostic imaging and
done a great deal of work to de-
fine the problem, design a possi-
ble solution, and identify hurdles
needing to be cleared (and ways of
doing so). I felt that what I could
contribute was useful to her, even
though it would only be a few
hours’ worth. Jessica very quickly
showed characteristics that are
memorable to me in the most
successful fellows I have trained.
So, for the purposes of the Mentor
Match program, I recognize that
this can’t be guaranteed in every
mentor-mentee match; however, I
also recognize that this particular
match-up would not have hap-
pened without Mentor Match. In
that sense, the program certainly
fulfilled its mandate.

Ultimately, we had five one-
hour Zoom sessions that covered
a range of topics, from the logis-
tics of echocardiography in veteri-
nary referral institutions to future
opportunities.

I feel extremely fortunate to have
benefited from both Jessica as
a great mentee and the Mentor

| feel extremely
fortunate to have
benefited from both
Jessica as a great
mentee and the
Mentor Match
platform. The payoff
for participating was
disproportionately
good.

Match platform. The payoff for
participating was disproportion-
ately good. In exchange for six
hours of mentorship, I achieved
much more than I expected. Sure,
I discovered firsthand how the
Mentor Match program works
and what it can offer to me and

Etienne C6té, DVM, FASE

MENTOR
MATCH

my colleagues who want to men-
tor. Well beyond this, though, was
to see it in action. My discussions
with my mentee were mutually
beneficial, which is not what I was
expecting. The methods of men-
torship, and greater knowledge

in my mentee’s topics of interest,
are long-lasting benefits. I also

got to contribute a little bit to my
mentee’s thoughts and ideas, in a
way that seems like it could make
a difference. Finally, I concluded
the mentorship knowing that this
connection exists with great prom-
ise for future growth. I have a hard
time thinking of how this could
have gone better or been leveraged
to greater benefit. I hope to be able
to return to the Mentor Match
platform one day to take advantage
of the terrific resources it holds,
because I only scratched the sur-
face. The lasting feeling is one of
time well spent and of an intended
teaching role that also became a
learning role for me.
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I am a registered diagnostic
medical sonographer who now
scans in veterinary medicine.

In August 2025, I completed my
MS in radiologic and imaging
sciences with a concentration in
education at California State
University, Dominguez Hills.

I first heard about the ASE Vet-
erinary Specialty Interest Group
(Vet SIG) while reaching out to
an author of a reference article
for my capstone project on the
feasibility of veterinary sonog-
rapher professionalization. I was
encouraged to join the ASE Vet
SIG group, which I promptly did!
When I received the email about
the Mentor Match program
shortly thereafter, it struck me
as a fantastic opportunity to
broaden the understanding of
my project by drawing on the
knowledge and perception of
impactful parties on the veteri-
nary side, and that is when I
was lucky enough to match
with Dr. Etienne CHté.

First, we discussed our back-
grounds and my capstone research
on the feasibility of professional-
izing veterinary sonographers.
We discussed a mutual lack of
clarity regarding a universally
defined standard for competencies
and education in veterinary
ultrasound. We laid out a timeline
for the program that would work
best for each of us, and Dr. Coté
offered to read the final draft of
my paper and provide essential
feedback. We ended with my goal
of helping build on this. Once
one has this initial research, how
do they continue? A question we
explored throughout the rest of
our mentorship program.

ECHO

Jessica Miller, MS, RDMS

—
== a;g*’
MENTOR
MATCH

QP ASE

Because our mentorship began
right at the tail end of my colle-
giate program, the initial weeks
were deeply focused on that. The
Mentor Match platform, with its
user-friendly nature, built-in chat
feature, and reminders, helped
keep us on track and in one place.
After I graduated, the conversa-
tions shifted to career advice and
next steps. Dr. Coté shared his
journey, insights, and wisdom.
About midway through our men-
torship, we both attended profes-
sional conferences: I attended the
ARDMS conference, and Dr. C6té
attended ASE’s Scientific Ses-
sions. Upon return, we discussed
the evolution of learning styles

at both these conferences from
strictly lectures to a more engag-
ing and integrated approach, an
exciting advancement. Dr. Coté
shared with me the discussion

at the ASE conference about the
possibility of sonographers on
the veterinary side was of great
interest!

JANUARY/FEBRUARY 2026

There were many common
threads, mutual connections, and
exciting prospects that evolved
from the program. Because this
was both our first time partici-
pating, we came into it with an
open mind. Our mentorship was
driven by a desire to grow the Vet
SIG and human and veterinary
echocardiography together, at the
forefront.

- A combination of passion and
open-mindedness can lead to
great things.

- It is a small professional world,
but with endless opportunities
for great connections if you so
wish to find them.

- Putting yourself into new rooms
will open doors.

- “The sweetest part is acting after
making a decision.”

Thank you, ASE and Dr. Coté,
for this excellent opportunity
and experience!
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Reaching Excellence in Cardiovascular Ultrasound
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American Society of Echocardiography

37th Annual Scientific Sessions

#ASE2026

ASEScientificSessions.org
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ASE’S MISSION

To advance cardiovascular

ultrasound and improve lives
through excellence in education,
research, innovation, advocacy,
and service to the profession and

the public.
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