
guidelines. Subsequently, a prospective cohort study observed a
similar technique to generate reproducible data in the later
half of the study duration. After compiling all anonymous
data on a table, this information was translated into pie
charts.
Results A total of 329 rTTE requests were identified in the
study. Duplicated requests and lack of indications contributed
predominantly to the number of recognised cases, at 115
(34.95%) and 98 (29.79%) cases respectively. Other significant
reasons including recent TTE performed (n=31; 9.42%), can-
cellation by clinician (n=28; 8.51%) and patient death (n=24;
7.29%) also led to similar outcomes. Additionally, trivial rea-
sons formed less than five percent of cases each (table 1).
Out of 98 (29.79%) cases as above, cardiac-suspected morbid-
ities or symptoms prompted TTE requests – infective endocar-
ditis (n=39; 39.80%), left or right ventricular failure (n=25;
25.51%) and syncope/arrhythmia (n=19; 19:39%) in that
order – but insufficient clinical information entered saw these
requests being rejected. The common reasons of rejection in
these circumstances were no indications as per modified Duke
criteria, normal B-natriuretic peptide (BNP) level and lack of
clinical symptoms as per BSE guidelines respectively. Promot-
ing the understanding of TTE indications and contraindica-
tions appeared to reduce the number of rTTE requests
especially in the domains of duplicated requests and lack of
indications, which observed a decrement of 11 (3.3%) and 14
(4%) cases respectively.

Conclusions Promoting the understanding of TTE indications
and contraindications amongst clinicians led to reduction of
inappropriate referrals. This suggests the overall benefit may
be enhanced by implementing a series of questions prior to
electronic request submission.
Conflict of Interest None to declare
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Introduction Compared to standard 2D imaging (2D SAX),
3D free-breathing whole heart imaging (3D-WHI) allows for
the acquisition of smaller voxel size. The subsequent increased
spatial resolution could provide significant benefit in research
and cardiology electrophysiology procedures especially when
combined with late gadolinium enhancement (LGE). However,
the perception that increased series size may result in longer
reporting times and the possibility of worsened image quality
have prevented this modality from being adopted into routine
clinical practice.We aimed to investigate if the reporting time
for 3D-WHI was longer compared to standard 2D SAX imag-
ing and if a difference in image quality was present.Meth-
ods15 consecutive cases of clinically indicated myocardial
viability scans with same-sitting 2D SAX and 3D-WHI were
duplicated with one LGE modality removed resulting in 15
pairs of 2D SAX only and 3D-WHI only cases. LGE visual
reporting of paired cases was undertaken in 2 sittings, 3
months apart, by a single level 3 trained, Cardiac imaging
consultant and analysed using Medis (Medical Imaging System,
Leiden, The Netherlands) according to SCMR recommenda-
tions. The interpreter had access to all other non-LGE images
obtained during the initial acquisition.Interpretation time was
recorded from the time of series opening to report comple-
tion. Additional image quality assessment was undertaken
quantitatively using features previously described by Klinke et
al. (0–19, good to bad respectively) and qualitatively on a lik-
ert scale 0–2 (uninterpretable, poor/fair, good respectively) tak-
ing diagnostic utility and technical quality into account.
Interpretation Time and quantitative image quality was com-
pared with the Wilcoxon signed-rank test. Qualitative scores
were compared narratively.
Results Of the 15 cases included, aetiologies were 10 ischae-
mic, 4 non-ischaemic and 1 normal case with LGE present in
all but the normal case. Mean number of slices for the 2D
SAX and 3D-WHI were 12 and 115 respectively.There was no
difference in mean time taken to interpret 2D SAX and 3D-
WHI LGE images (197.9 vs. 175.2 seconds, p=0.609). No
statistical difference between 2D SAX and 3D-WHI LGE was
seen in mean image quality by quantitative analysis (1.5 vs

Abstract 158 Figure 2 Insufficient indication subclassification
Abstract 159 Table 1 Comparison image quality and reporting
times of late gadolinium enhancement by sequence - 2D SAX and
3D Whole Heart Imaging (3D-WHI).

Number of Slices,

mean

“Good” Image

quality, n(%)

LGE interpretation time

(seconds), mean

2D

SAX

115 9 (60) 197.9

3D-

WHI

12 9 (60) 175.2
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1.5, p=0.666). Qualitatively, there was no difference in the
number of ‘good’ images in either modality (60% vs 60%).
Conclusion Despite the larger number of slices in the 3D-WHI
stacks, there was no difference detected in LGE reporting
times or in image quality for routine clinical reporting. This
suggests the clinical implications of adopting 3D-WHI into
routine clinical scanning may not adversely impact on time or
resources. This is a small single operator study which did not
assess the impact of sequence on reporting times of quantita-
tive scar assessment which needs to be acknowledged.
Conflict of Interest None
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Background The first wave of the COVID-19 pandemic
required rapid reconfiguration and reallocation of resources.
We triaged all cardiac imaging requests from our referral net-
work serving 2.5 million people, to our tertiary centre, per-
forming only clinically urgent studies and cancelling non-
urgent studies. Requesters received notification of cancellation
in the same format as test reports and were encouraged to
repeat their request when pandemic conditions had improved.
The impact of this cancellation on patient outcomes is
assessed.
Methods Retrospective analysis of routinely collected clinical
and administrative data from the institutional data warehouse
determined patient outcomes for those with cancelled and per-
formed stress echocardiography, nuclear stress perfusion stud-
ies, cardiac CT angiography and cardiac MRI. Mortality data
was drawn from the NHS spine. Data analysis was performed
using R.
Results 1600 cardiac studies for 1592 patients were cancelled
in April 2020, and 2234 cardiac studies were performed for
2184 patients between April and July 2020, representing high-
risk outpatient requests. 41 patients who had cancelled scans
died, and 105 patients with performed scans died (table 1).
Of cancelled scans, 787 patients had a subsequent scan in
some modality, of which 701 were the same modality as the
original test. 761 patients had no repeat outpatient testing
until October 2021. Mortality was higher in patients for
whom scans were performed (log-rank p = 0.03, figure 1A).
Non-elective admissions were higher in patients who had scans
performed (4% in cancelled vs. 8% performed after 574 days
of follow-up, log-rank p <0.001 figure 1B). Over the course
of the pandemic, our wait-times for cardiac testing did not
exceed the national standard of 16 weeks.Limitations: Data
was not collected prospectively, due to the level of emergency;
cancellation data may not be complete. All cause mortality
under pandemic conditions cannot be extrapolated to non-
pandemic situations.
Conclusion Our approach to diagnostic testing in cardiology
during the first wave of the COVID-19 pandemic accurately
identified and tested high-risk patients without causing harm
to those at lower risk, demonstrated by higher admission rates
in patients in whom tests were performed, and the absence of

an adverse impact on mortality. 49% of patients underwent
subsequent cardiac testing after a cancelled test. We main-
tained low waiting times throughout the pandemic.
Conflict of Interest None
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Background Cardiovascular magnetic resonance (CMR) is
established as the gold standard test for assessment of cardiac
function due to high interstudy reproducibility. Patients with
HER2-postive breast cancer are typically treated with trastuzu-
mab ± anthracycline chemotherapy during which guidelines
recommend serial monitoring of LV function. CMR is not
routinely used because of availability and cost. We aimed to

Abstract 160 Table 1 Demographic and outcome data for
patients with cancelled or completed cardiac scans during the first
wave of the COVID-19 pandemic

Abstract 160 Figure 1 All cause mortality in patients with cancelled
or completed outpatients cardiac tests from the time of the first round
of cancellations (18/04/2020) at the beginning of the COVID-19
pandemic. Clinically urgent scans, as triaged by expert clinicians, were
completed, and others cancelled. Mortality was greater for those with
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