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Introduction

BSE guidelines to assess the probability of pulmonary
hypertension (PH) have been recently published. We
present a contemporary dataset of patients attending a
regional service for the evaluation of PH. We audit BSE
guidelines and highlight areas for potential development.

Methods

In total, 174 patients attending from August 2017 for PH
assessment had echo and right heart catheter (RHC) data
analysed from the RUH PH registry.
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Figure 5

Percentage distribution of echo probability of PH in those with and
without RHC PH.

Results

Of the 174 patients, 142 (82%) were diagnosed as having
PH at RHC (mean RHC mPAP 44.4 mmHg). Of those with
RHC PH (n=142), 92 (65%) had a high probability of PH
based on echo assessment, 33 (23%) had intermediate
echo probability of PH whilst 17 (12%) had a low echo
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Figure 6

Echo probability of PH associated % with RHC PH.
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probability of PH (Figs 5 and 6). Only two patients with a
high echo probability of PH (2%) had no RHC PH.

Of those who had low probability of PH on echo but
confirmed RHC PH (mean RHC mPAP 28 mmHg, n=17),
aetiology in 71% was with either thromboembolic disease
or connective tissue disease. The remainder (29%) had left
heart disease (and this could be distinguished by left heart
echo parameters, Fig. 7).

Conclusion

Ninety-eight percent of patients with high echo
probability of PH had PH confirmed on RHC. Of those with
confirmed RHC PH, 88% had intermediate or high echo
probability of PH. The remainder had low echo probability
of PH. From this low echo probability group with RHC
PH, mean mPAP was mildly elevated. Twenty-nine
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Figure 7
Assessment of left heart parameters in those with
low probability of PH on echo.

function

percent was due to left heart disease and this was evident
on echo highlighting the importance of thorough LV
echo assessment.

Developing disease-specific echo cut-offs, associating
disease pattern/progression with echo or the evaluation of
novel echo markers in patients with thromboembolic or
connective tissue disease may help to reduce the likelihood
of a false negative echo assessment in these groups.
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