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Title of the Paper: 

 
Cardiac review update (SMART) 

 
Agenda item: 

266/19 

Lead Executive: 
 
Author: 

Dr Mike Van der Watt, Medical Director on behalf of Karen 
Haynes, Chief Operating Officer 
Esther Moors, Head of Service Planning 

 
Trust Objective: 

 
Safe patient care 

Purpose 
For information and assurance 

Previously Discussed And Date For Further Review (list relevant committees) 
Operation Smart project meetings  
 

Benefits To Patients And Patient Safety Implications 
To assure patients that their care needs have been met, to address any failures, to provide 
appropriate diagnostics.  To ensure robust quality assurance measures within the service 
 

Risk Implications for the Trust (including 

any clinical and financial consequences): 
 

Mitigating Actions (Controls): 
 
 Will not be fully apparent until the end of the 

review  
A full dedicated project team of clinicians 
specialists and managers.  
Executive-led review 

Links to Board Assurance Framework, CQC Outcomes, Statutory Requirements  

Links to all 
 

Legal Implications: (if applicable) 
Not apparent until the end of the review 

Financial Implications: (if applicable) 
Additional resources required to carry out review  

Communications Plan (if applicable) 
Led by Antony Tiernan to support the review 
 
Recommendations 

 
Trust Board asked to note current status of the review 
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Review of echocardiogram results – update 
18 June 2014  
 
Executive summary 

• Concerns raised after echocardiogram results incorrectly reported as 
being normal 

• Serious incident (SI) declared and immediate review launched 

• Two staff suspended  

• 3,137 scans to be reviewed – 1,074 completed to date with 48 having 
been misread 

• Patients with concerns recalled  

• Remaining scans to reviewed by August   
 
Background 
In April 2014, concerns were raised that an echocardiogram result had been 
reported as normal, when in fact the heart function for the patient concerned 
was reduced.  This was declared as a serious incident, and an immediate 
review was established to confirm the extent of the issue.  
 
The review relates to scans carried out by two members of staff (a substantive 
cardiac physiologist and a locum cardiac physiologist). 
 
The substantive staff member has been suspended (subject to HR 
investigation) and we have informed the locum’s agency of our concerns.  
 
Herceptin patients (119) 
We initially reviewed the scans of patients taking Herceptin following a 
diagnosis of breast cancer.  This review related to patients seen from January 
2012 when our Herceptin clinic started. 
 
Patients taking Herceptin are routinely scanned via echocardiography to 
ensure that the drug is not having an adverse affect on their heart function.  If 
their heart function is found to have reduced, the next course of medication is 
suspended to give the heart an opportunity to recover.   
 
Of 119 patients reviewed, 10 were found to have misreported scans and have 
been invited back to have their echo repeated. 
 
Pre-operative patients (167)  
The scope of the review was then extended to take in patients who had 
attended a pre-operative echo clinic (to check a patient’s heart function before 
they have an operation).  Of these (167), ten scans have been found to have 
been misreported, and these patients have been invited back to be re-
scanned to check everything is as it should be.  
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It should be noted that further patients who received a pre-operative echo 
scan could be identified as part of the review looking at ‘general’ echos (see 
below).   
 
General patients (2,851) 
The final stage of the review is looking at general echos carried out since April 
2013.  A total of 2,851 results will be reviewed, working in reverse date order.  
We expect this to be completed by early Autumn 2014. 
 
Of these (788 to date), 28 scans have been found to have been misreported, 
and these patients have been invited back to be re-scanned to check 
everything is as it should be. 
 
Communication 
We aim to write to all those patients whose results we have reviewed, but 
have found no concerns, in Autumn 2014.  This mailout will be supported by 
an information line for patients who have questions or concerns. 
   
We will not be able to absolutely verify all these numbers until the ‘general 
patients’ review is complete. 
 
Quality assurance 
A quality assurance process and routine sampling of results reporting was put 
in place on 1 May 2014 for all echocardiograms.  
 
Historically, it has been difficult to recruit cardiac physiologists, particularly in 
the echo department, but we will be recruiting two new senior members of 
staff in order to ensure adequate leadership in the future.  
 
Project team 
The project team, led by the Chief Operating Officer and involving both the 
Medical Director and Chief Nurse, meets three times a week – in the early 
stages of the review, meetings were held daily.  
 
All letters informing patients of this incident are being signed off by a 
consultant cardiologist, the Medical Director and the Chief Executive.  Sample 
draft letters are also being sent to our Patients’ Panel and Healthwatch 
Hertfordshire for their input. 
 
A special briefing for GPs will be issued shortly and a communications plan is 
in place.  
 
We are in regular contact with our partners at Herts Valleys Clinical 
Commission Group and the NHS Trust Development Authority. 
 
Samantha Jones 
Chief Executive 
 
 
 


