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 These guidelines are based on expert clinical opinion and evidence where appropriate literature 
exists. 
 

All inpatient echocardiogram requests should be requested via the electronic requesting system. If you require 
an emergency echocardiogram, please make direct contact with the echocardiography team (extension: 
88174), the precise timeframe for performing the study will be decided between the referring clinician and the 
operator. 
 
Individual patient scenarios and local practice pathways remain an equally significant factor in triage. Triage of 
inpatient and emergency/critical care patient should therefore be facilitated by the referrer by providing the 
specific, appropriate clinical information within the request.  
 
Accurate triage is an effective tool to release resources to patients who need it. This document is provided as a 
guide and a focus for discussion amongst local teams, not as a protocol. Timeframes for completion may 
occasionally vary in extreme circumstances based on the availability of personnel and resources. In the event 
of a shift in resources after initial triage, re-triage may be required.  
 
Guideline Key: 

• ‘Indicated as inpatient’ - meets criteria for an inpatient echocardiogram, please submit Lorenzo 
request. 

• ‘Not indicated’ - does not meet criteria for an inpatient echocardiogram. 

• 'Refer to outpatient guidelines' - does not meet inpatient criteria, for consideration of outpatient 
echocardiogram.  

 
 

  

Clinical Indications & Triage of Transthoracic Echocardiography 

- INPATIENT Requests 
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INPATIENT INDICATIONS 
 

1. CHEST PAIN 
1.1 INDICATED AS INPATIENT  

- Following confirmed AMI to assess infarct size, LV function and complications. 

- New murmur following a recent myocardial infarction. 

- Chest pain with haemodynamic instability. 

- Assessment of suspected type I aortic dissection often in conjunction with cross-sectional imaging however first line of 

investigation should be CT. 

 

1.2 NOT INDICATED  

- Evaluation of cardiac chest pain with a normal ECG, no murmur and negative cardiac biomarkers (high sensitivity 

Troponin T <14ng/l).  

 

2. SUSPECTED HEART FAILURE 
2.1 INDICATED AS INPATIENT 

- Patients admitted for suspected heart failure with a pro BNP level >2000 pg/ml. 

- Cardiogenic shock as judged by an appropriately senior clinician. 

- Return of circulation following cardiac arrest. 

 

2.2 REFER TO OUTPATIENT GUIDELINES 

- Patients admitted for suspected heart failure with a pro BNP level <2000 pg/ml, if clinically well. 

 

3. ASSESSMENT OF LEFT VENTRICULAR FUNCTION 
3.1 INDICATED AS INPATIENT 

- Following cardiac arrest and return of circulation. 

- In cases of severe malnutrition. 

- Where underlying cardiomyopathy is clinically suspected. 

 

3.2 NOT INDICATED  

- Where clinical information is otherwise adequate to answer the clinical question. 

 

4. ASSESSMENT OF RIGHT HEART FUNCTION (see below section for pulmonary emboli) 
4.1 INDICATED AS INPATIENT 

- Where acute right heart dysfunction is clinically suspected, for example due to the use of a high Positive End Expiratory 

Pressure ventilation strategy or where ECG changes suggest right ventricular infarction. 

 

5. SYNCOPE 
5.1 INDICATED AS INPATIENT 

-  Murmur detected clinically. 

- Arrhythmia-associated syncope. 

- Significantly abnormal ECG. 

 

5.2 NOT INDICATED 

- No murmur detected or documented malignant arrhythmias. 

- Vaso-vagal or situational syncope. 
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6. INFECTIVE ENDOCARDITIS 
6.1 INDICATED AS INPATIENT 

- Persistent bacteraemia of unknown source, any positive blood culture but particularly in staphylococcal aureus infection. 

-To characterise valve lesions and haemodynamic consequences where Duke’s criteria are positive. Where at least two of 

the minor criteria are met and/or one of the major criteria are met - with the exception of positive blood cultures, which is 

as stipulated above, that this alone meets the indication as inpatient. NOTE: please include detail of the specific met Duke 

ISVIC IE criteria within the request (see appendices 1.0 and 2.0 for Duke-ISVIC IE minor and major criteria respectively). 

- One week following a negative TTE study in cases of high clinical suspicion where a Transoesophageal Echo is not possible.  

- Detection of high-risk complications when suspected (e.g. fistula, abscess, mass lesions). 

- Clinical suspicion of infective endocarditis with evidence of acute cardiac failure, valve decompensation, or root abscess. 

 
6.2 NOT INDICATED 

- Fever with no other positive Duke’s criteria. 

- Repeat assessment in a clinically stable patient with known vegetations. 

- For patients whose image quality is sub-optimal and where TTE will therefore offer no definitive advancement. 

 

 

7. SUSPICION OF ACUTE VALVULAR PATHOLOGY 
7.1 INDICATED AS INPATIENT 

- Where the history and examination findings suggest that the clinical picture and/or organ failure may be due to critical or 

acute valve dysfunction, e.g. flail mitral valve. 

 

7.2 NOT INDICATED  

- Where history examination and current illness are not supportive of a diagnosis of valve dysfunction as a cause for 

haemodynamic compromise. 

 

8. ASSESSMENT OF THE PERICARDIAL SPACE 
8.1 INDICATED AS INPATIENT 

- If known pericardial effusion for monitoring purposes (Cardiology request only). 

- Where there is clinical suspicion of pyopericardium from clinical, microbiological and radiological information. 

- Where clinical findings suggest that known or suspected pericardial fluid is either contributing to haemodynamic 

compromise or causing acute cardiac tamponade. 

 

8.2 NOT INDICATED  

- Small volume pericardial effusion is noted on CT in the context of critical illness without haemodynamic effects. 

 

9. ACUTE STROKE 
9.1 INDICATED AS INPATIENT 

- Patient in new AF. 

- New audible murmurs.  

- Suspected RWMA from clinical assessment or ECG. 

- If patient is <45 years old. 

 

9.2 REFER TO OUTPATIENT GUIDELINES 

- Patient not in AF with no murmurs or suspicion of regional wall motion abnormality (scan to be performed as an 

outpatient), unless <45 years old - Cardiology review. 
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10. EMERGENCY PRE-OP 
10.1 INDICATED AS INPATIENT 

Please refer to specific pre-operative echocardiography guidelines. 

 

10.2 NOT INDICATED  

- Known ventricular or valvular dysfunction by previous echocardiogram dated within 12 months. 

- AF without signs of congestive cardiac failure or murmur. 

- Referral based on age or frailty only. 

 

11. ARRHYTHMIAS 
11.1 INDICATED AS INPATIENT 

-  Arrhythmia associated with hypotension. 

- VT or VF. 

 

11.2 NOT INDICATED 

-  Fast AF without hypotension or suspicion of structural heart disease. 

- Symptomatic ectopics (defer to outpatient following Holter monitoring). 

 

12. POST CARDIAC OPERATION OR PROCEDURE 
12.1 INDICATED AS INPATIENT 

- Concern regarding cardiac tamponade following structural heart disease procedure, coronary intervention or 

permanent/temporary pace-maker insertion or lead extraction.  

 

12.2 NOT INDICATED  

- Following routine elective coronary revascularisation in stable patients. 

 

 

13. SUSPECTED OR ESTABLISHED PULMONARY EMBOLISM 
13.1 INDICATED AS INPATIENT 

-  Re-evaluation where cardiovascular compromise or symptoms persist following initial therapy. 

-  To establish right heart function in clinically unstable patients to facilitate therapy decisions. 

13.2 REFER TO OUTPATIENT GUIDELINES 

- Pre-discharge to evaluate for features of persisting right ventricular overload in clinically stable patients (defer to 3 

months). 

13.3 NOT INDICATED 

- Asymptomatic or minimally symptomatic patient post therapy for CTPA confirmed Pulmonary Embolism. 
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14. ASSESSMENT OF COMPLEX FLUID BALANCE 
14.1 INDICATED AS INPATIENT 

- To determine filling status in anuric state. 

- To guide renal replacement therapy and fluid therapy planning. 

-  Where despite evidence to the contrary hypovolaemia may be the cause of hypotension/perfusion e.g. following large 

volume resuscitation or where peripheral oedema is present. 

 

14.2 NOT INDICATED  

- Prior to clinical assessment and initial management. 

 

15. SPECIAL CIRCUMSTANCES 
Due to the variety of pathology seen in critical care requests for TTE, where the literature is scarce, patients should be 

triaged on a case-by-case basis between the clinical and echo teams. 

15.1 INDICATED AS INPATIENT 

- Assessment of cardiac function to facilitate organ donation. 

- Search for penetrating objects or assessment of cardiac structure following trauma to the thorax. 
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