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At Royal Brompton & Harefield 
Hospitals Specialist Care, private 
patients can access the highest quality 
diagnostics, treatment and care for 
cardiothoracic conditions.

Many of our consultants are also 
academic researchers, seeking to find 
new and better ways to treat the heart 
and lungs. Our hospitals offer new and 
improved treatments, using the latest 
technologies and equipment.

For example, we are leading the way 
by using advancements in minimally-
invasive surgery and transcatheter 
procedures, where the heart and lungs 
can be accessed and treated through 
smaller access points than in traditional 
surgery. This leads to improved recovery 
and smaller, neater scars.

In this edition of Case Notes, read  
about how Mr Cesare Quarto performed 
a life-saving heart procedure on a young 
mum, on page 6. 

And on page 14, read about how our 
multi-disciplinary team of experts 
are leading the way in the diagnosis of 
interstitial lung disease. 

If you have any questions about our 
services, or you would like to refer a 
patient, please get in touch. We would 
be delighted to hear from you. 

privatepatients@rbht.nhs.uk

www.rbhh-specialistcare.co.uk
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Royal Brompton Hospital team 
completes five ‘beating heart’ 
mitral valve repairs in three days

The surgical team at Royal Brompton Hospital 
successfully completed five ‘beating heart’ mitral valve 
repair operations in three days, using a pioneering 
method not offered anywhere else in the UK. 

The ‘NeoChord’ procedure 
means surgeons can repair 
a leaking mitral valve on 
a patient’s beating heart, 
avoiding the need for them to 
be put on a heart-lung bypass 
machine. 

The five patients were aged 
between 50 and 80, and 
included people with previous 
heart surgery, severely 
impaired lung function and/or  
severe calcification in the heart, 
where calcium deposits have 
formed  around the arteries. 

Respiratory leadership role  
for our specialist clinician

Dr Peter George, consultant respiratory physician at 
RB&HH Specialist Care, has been appointed as the new 
Respiratory Specialty Lead for the National Institute for 
Health Research North West London Clinical Research 
Network (NIHR CRN). 

The aim of NIHR CRN is to 
support clinical research 
infrastructure and work towards 
increased access for patients to 
new and better treatments. 

Dr George said: “It’s a real 
honour to be appointed to 
this NIHR leadership role. 
I am excited to be joining a 
team which is committed to 
embedding and supporting 
a culture of research for the 
benefit of patients in North 
West London and throughout 
the UK.”
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Find out more about our cardiac sarcoidoisis services on p17

What’s new?

Professor Martin Cowie wins  
British Cardiovascular Society’s 
highest honour

Professor Martin Cowie, consultant cardiologist at 
RB&HH Specialist Care, won the Mackenzie Medal 
for outstanding service to British cardiology.

The medal is named after 
Sir James Mackenzie – a 
key figure in the shaping 
of British cardiology – 
and only two medals are 
awarded annually by the 
British Cardiovascular 
Society.

Professor Cowie said: “Sir 
James Mackenzie was, like 
me, a Scot who moved to 
London, so it is a particular 
pleasure to be awarded 
the British Cardiovascular 
Society’s highest honour.”

Dr Wajid Hussain,  
consultant cardiologist and 
cardiac electrophysiologist at 
Harefield Hospital, has been 
appointed clinical director 
for digital health at The Royal 
College of Physicians (RCP).

Dr Hussain has worked to improve  
the Trust’s use of technology to deliver 
advances in patient care for many  
years and in his new role at the RCP,  
he will be responsible for driving  
further advances on a national and 
international scale. 

Dr Hussain said: “Technology has the 
potential to completely transform the 
way in which we deliver healthcare.  
It can help us become more efficient  
and enable clinicians to spend more  
time with their patients.

“At the Trust, I try to act as a bridge 
between clinicians and IT, ensuring 
that technology works best for those 
delivering healthcare. I’m looking 
forward to developing this on a  
larger scale.”

First cardiac sarcoidosis  
awareness patient day

Royal Brompton & Harefield NHS Foundation Trust’s 
first cardiac sarcoidosis awareness patient day has 
received strong support from patients, with feedback 
being overwhelmingly positive. Cardiac sarcoidosis is 
a rare disease in which granulomatous inflammation 
develops in the tissue of the heart.

Professor Athol Wells, consultant in respiratory medicine and 
respiratory lead for the service, explained: “Until recently, the 
huge impact of cardiac sarcoidosis on the lives of many patients 
has not been fully understood. Major advances in imaging (MRI 
and PET) have transformed diagnosis and management, giving 

us, for the first time, a way 
to communicate very clearly 
with patients.” The event gave 
patients the opportunity to 
share their own experiences 
and exchange ideas about 
managing symptoms.

The event was organised by Dr 
Vasilis Kouranos, consultant 
respiratory physician, and Mrs 
Susan Gilmour, clinical nurse 
specialist, and supported by 
Sarcoidosis UK – a charity 
that funds research into the 
disease and helps and informs 
patients and their families. 

Professor Martin Cowie 
Consultant cardiologist

Dr Peter George Consultant 
respiratory physician, clinical 
lead for interstitial lung disease

Read the full ‘beating heart mitral valve repair’ article on  
www.rbhh-specialistcare.co.uk

Dr Rakesh Sharma speaking to patients

Ms Rashmi Yadav, Dr Alison Duncan and the team

Ms Rashmi Yadav, the consultant cardiac surgeon who led the 
team performing the procedures, explained the benefits: “Patients 
are generally extubated within three hours following surgery and 
can expect to go home within three to four days. As the procedure 
is significantly less invasive than conventional surgery, it offers 
a new treatment option to patients who may otherwise be denied 
surgery or who risk complications from the procedure.” 

Dr Rakesh Sharma, cardiology lead for the cardiac sarcoidosis 
service, commented: “The enthusiasm for this event shows  
there is a very real need for more information about this 
potentially serious condition. We aim to hold another patient 
event soon.”

Professor Sabine Ernst, consultant cardiologist and 
electrophysiologist, also presented two talks on emergency 
medicine, titled: ‘Management of arrhythmias in the  
emergency department’ and ‘Emergency treatment for 
ventricular tachycardia’.

Dr Rakesh Sharma 
Consultant cardiologist, 
clinical lead for heart failure 

Ms Rashmi Yadav 
Consultant cardiac surgeon

Dr Wajid Hussain 
Consultant cardiologist and  
cardiac electrophysiologist

Harefield Hospital cardiologist appointed RCP clinical director for digital health
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Consultants
NEW Research Update

Mr Chadwan Al Yaghchi
Honorary consultant otolaryngologist
Royal Brompton Hospital, 77 Wimpole St

Mr Chadwan Al Yaghchi has clinical 
expertise in general adult and children 
ear, nose and throat surgery including 
sinusitis, nasal obstruction, recurrent sore 
throat, hearing disorder and ear infections. 
He also has expertise in voice disorders, 

swallowing disorders, adult airway stenosis, paediatric obstructive 
sleep apnoea and paediatric airway stenosis. 

He is actively involved in clinical research programmes in voice, 
airway and swallowing disorders in adults and children. 

Dr Stacey Zimmels
Speech and language therapist
Royal Brompton Hospital

Stacey Zimmels is the clinical lead for 
paediatric speech and language therapy 
specialising in paediatric feeding and 
swallowing. She has clinical expertise 
in bottle feeding challenges, dysphagia 
(swallowing problems), avoidant 

restrictive food intake disorder (ARFID), medical conditions 
resulting in eating and feeding issues and development 
conditions impacting on eating and drinking. 

Dr Mario Petrou
Consultant Cardiac Surgeon
Royal Brompton Hospital

Dr Mario Petrou has clinical expertise 
in coronary bypass surgery (both on 
and off pump), complex aortic root 
surgery, the Ross operation, aortic valve 
and mitral valve repair techniques, 
aortic aneurysm repair and reoperative 
surgeries. He also has experience in 

treating patients with cardiac failure, transplantation and 
mechanical-assist devices. 

Dr Vasilis Kouranos
Consultant respiratory physician
Royal Brompton Hospital, 77 Wimpole St

Dr Vasilis Kouranos has great experience 
in the management of patients 
with sarcoidosis, interstitial lung 
disease and pulmonary fibrosis. He 
also manages patients with general 
respiratory problems including asthma, 

unexplained cough, bronchitis, chronic obstructive pulmonary 
disease (COPD) and respiratory infections. 

He is actively involved in clinical research and as part of his 
research activities, has co-designed and participated as the 
principal investigator in clinical trials in the treatment of 
pulmonary and cardiac sarcoidosis.

International study finds 
UK has comparatively 
poor outcomes for 
respiratory conditions

A study published by the British Medical 
Journal has found that the UK has one of 
the poorest outcomes for patients with 
respiratory conditions. The study was 
conducted to compare age-standardised 
death rates for respiratory disease 
mortality between the UK and other 
countries with similar health performance. 
In the UK, the age-standardised death 
rate (deaths per 100,000 people) for 
respiratory disease mortality fell from 
151 to 89 for men and increased from 
67 to 68 for women, between 1985 and 
2015. In comparable countries, the 
corresponding changes were from 108  
to 69 for men and from 35 to 37 in women. 

Professor Kian Fan Chung, consultant 
respiratory physician at the Royal 
Brompton & Harefield NHS Foundation 
Trust and professor of respiratory medicine 
at Imperial College London, led the study 
and has begun looking into what could be 
driving the differences in mortality. 

He said: “These persistently high mortality 
rates in the UK compared to other EU 
countries regarding these respiratory 
diseases deserves further attention. 
Whether these figures reflect a failure of 
optimal delivery of care, or reduced access 
to care, needs to be looked at. The NHS 
Long Term Plan is addressing some of 
these issues, but we should continue 
to strive for an improvement in these 
mortality rates.”

New web platform 
which allows patients 
to take part in  
research is launched

More than 300,000 people in the UK 
are affected by cardiomyopathies and 
although treatments are available to help 
manage symptoms, there is currently no 
cure for the disease. Research is vital in 
understanding the condition, developing 
new treatments and providing better care. 

Many patients find taking part in 
research hugely empowering. However 
many pointed out that unless they attend 
one of a handful of specialist hospitals 
or research centres it can be incredibly 
difficult for them to find a way to get 
involved in research. 

This propelled Dr James Ware, consultant 
cardiologist at Royal Brompton & 
Harefield NHS Foundation Trust, into 
attempting to find a solution to the 
problem: “The idea emerged from our 
conversations with patients. We want 
to put patients in the driving seat and 
provide them with a platform to connect 
them with research opportunities, show 
them what research is going on, and 
allow them to self-enrol in studies.”

He also explained how the platform will 
benefit the research community: “Some 
of our research needs large numbers of 
patients with relatively rare conditions, 
and we can’t find them in one centre. 
We also need to follow people over time, 
which is time-consuming and expensive.”

Attendees delight  
at research on show

Staff, patients, visitors and local students 
were invited to attend the eighth annual 
Heart and Lung Research Day, where staff 
from both Royal Brompton and Harefield 
Hospitals demonstrated their research 
using accessible and hands-on activities. 

Visitors were given the chance to take part 
in a mock clinical trial and ‘diagnose’ lung 
disease by listening to recordings on a 
computer of healthy and unhealthy lungs.

One visitor, Roxanne D’Aguiar said: “It’s 
really interesting to see all the incredible 
work that’s being carried out throughout 
the hospital. I have experienced first-hand 
the impact health research can have on a 
person’s life and it’s great that there are 
so many innovative studies taking place 
across different fields, for patients with a 
range of conditions.”

Royal Brompton & Harefield Hospitals Specialist Care is a leading centre for the 
care and treatment of heart and lung conditions. We attract the most talented 
experts to provide the highest standard of patient care. These consultants have 
recently joined our team providing specialist care to private patients.  

For more information on research  
activities, contact our customer services 
team on +44 (0)20 3131 0535  or  
email privatepatients@rbht.nhs.uk
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Recommending a valve-sparing procedure 

A healthy aortic valve normally closes after blood is pumped 
out of the heart, to prevent the backflow of blood.  As an aortic 
root aneurysm stretches the aortic valve, it cannot fully close, 
resulting in blood flowing back into the heart. This valve leakage 
can lead to a range of complications, including blood clots and 
organs not receiving enough blood. 

The David Procedure is a surgical technique which spares a 
healthy aortic valve, by replacing the weakened section of the 
ascending aorta with an artificial tube graft. As the stretching 
pressure of the aneurysm is removed from the healthy aortic 
valve after surgery, it can return to its normal function. 

“The David Procedure is unfortunately not suitable for every 
patient with an aortic root aneurysm, as it depends on their aortic 
valve being healthy. However, it is of enormous benefit if a patient 
can have it performed – particularly if they are young. Although 
replacing aortic valves is a safe and suitable option for many, they 
do come with problems,” explains Mr Quarto.

“Biological tissue valves, which are made with cow, pig or human 
heart tissue, degenerate over time and need replacing after 10 or 
15 years. Mechanical valves – which are an alternative option – 
last much longer, but patients need to take blood-thinning drugs 
for the rest of their lives to prevent blood clots. We therefore do 
what we can to avoid replacing healthy aortic valves.

“Fortunately, Shelley was suitable for the David Procedure 
and I recommended we complete it as soon as possible, as her 
condition appeared to be worsening,” explains Mr Quarto. 

Shelley had the David Procedure a month later as she didn’t want to 
wait any longer. After a one-week hospital stay, she was referred to a 
local cardiac rehabilitation team and has since made a full recovery. 

“I feel amazing since the operation,” Shelley explains. “I feel like 
my life is returning back to normal, which I never believed would 
be possible. I have started running again and I’m slowly getting 
back to completing 5km in 30-minutes. I’m just 5 minutes off 
right now, but I’m sure I’ll get there!

“With my private health insurance, I admit I could have gone to any 
hospital and seen any specialist I wanted. But as soon as I met Mr 
Quarto, I was instantly at ease. No question was ever too much for him. 

“The aftercare has been amazing. Following the surgery, they 
discovered through a biopsy that I had Takayasu’s arteritis which was 
causing the damage to my aorta. They also conducted a genetic test 
and found that I’m at risk of Brugada syndrome,” Shelley explains. 

Takayasu’s arteritis is a rare autoimmune disorder that can 
damage the aorta and its main branches. It results in narrowed or 
blocked arteries, or weakening of artery walls causing aneurysms. 
It commonly affects girls and women under 40 years of age.

“I have since started treatment to control my Takayasu arteritis after Mr 
Quarto referred me to a great rheumatologist. I feel at ease now, as my 
heart is continually being monitored – which is very important when 
you’re a mum with young children. I cannot recommend the Royal 
Brompton Hospital enough. Their staff really go beyond the call of duty 
and nothing is too much trouble,” says Shelley of her experiences. 

Mr Quarto adds: “I was incredibly pleased with Shelley’s results 
and that we managed to capture the underlying cause to help 
prevent more damage occurring.” 

A life-changing 
heart procedure 
for a young mum
The David Procedure, an aortic valve-sparing technique, requires a high level of surgical skill 
to get right. However, it can make a big difference to a patient’s outcomes, particularly if they 
are young. The RB&HH Specialist Care team met with Shelley, a 37-year-old mum of three, to 
hear about her experiences after having this procedure at our centre.  

Shelley with her son Jacob, after completing 
Silchester Fun Run 2019 – her first after 
receiving treatment with RB&HH Specialist Care 

stresses. Life could be a little hectic,  
but she felt in great shape and felt on  
top of everything. 

However, Shelley had known for quite 
some time that her heart health, and that 
of her children, might be at risk. Her father 
and uncle both sadly passed away from 
sudden adult death syndrome before her 
children were born, and her remaining 
paternal uncle was diagnosed with Brugada 
syndrome – a life-threatening, inherited 
arrhythmia. For this reason, her children 
had been annually monitored since birth in 
case they had inherited the condition too.  

Unfortunately, things took a difficult 
turn for Shelley’s family in early 2018, 
when doctors detected unusual electrical 
activity in her daughter’s heart during one 
of their routine tests. To be safe, doctors 
implanted a loop recorder device in her 
daughter’s chest to continuously monitor 
its activity and detect anything suspicious 
as soon as possible.

Although this provided some comfort 
for Shelley, as her daughter was being 
monitored around the clock, she felt 
concerned about the health of her own 
heart. Despite her family history, her 
doctors were not routinely monitoring 
her heart and so she went to her GP to 
get it checked – just in case. Luckily, she 
wasn’t found to have problems with her 
heart rhythm, but her doctors did find 
her ascending aorta to be enlarged at the 
root. She was quite surprised by this, as 

she explains: “I was a little breathless and 
tired at times, but didn’t think anything of 
it. Only later did I find out that this was a 
symptom of my aortic aneurysm.” 

An aortic root aneurysm is caused by the 
weakening of the walls of the ascending 
thoracic aorta, causing it to bulge. They 
often grow slowly and don’t exhibit any 
symptoms to start, making them difficult 
to detect. Shelley explains that following 
her diagnosis, her doctors gave her 
treatment to control her blood pressure 
but recommended a ‘watch and wait’ 
approach before considering surgery to 
correct her aneurysm. They felt that as the 
enlargement was relatively small and she 
didn’t have many symptoms, they could 
just continue to monitor her condition.

However, she explains: “After doing some 
online research around aortic aneurysms, 
my husband and I were naturally quite 
worried and didn’t want to wait for the 
worst to happen. We had private family 
health insurance through his work and 
thought it best to get a second opinion.” 

Soon after, Shelley and her husband met 
a private consultant cardiologist, Dr Savio 
D’Souza. Following his assessment, they 
found her aortic valve to have a moderate-
to-severe leak, caused by the aortic root 
aneurysm. As this could be serious if not 
corrected, Dr D’Souza referred Shelley to 
the care of Mr Cesare Quarto, consultant 
cardiac surgeon at RB&HH Specialist Care 
to help find a surgical solution.

Like most mums, Shelley had a very 
busy lifestyle juggling work as a 
Parish Secretary at her local church 

and raising her young children aged six, 
eight and nine. In her free time she liked 
to stay active, regularly running 5km and 
playing netball to unwind from her daily 

To find out more, or to refer a patient to assess their suitability for a 
David Procedure, please contact the customer services team on  
+44 (0)20 3131 0535 or email privatepatients@rbht.nhs.uk

See how the David Procedure is performed on the next page   

Mr Cesare Quarto
Consultant cardiac surgeon

Mr Quarto specialises in cardiac 
surgery, including complex 
aortic surgery, coronary artery 
bypass grafting, valve surgery, 
transcatheter aortic and mitral 
procedures, and minimally-
invasive aortic procedures. 

How to spot an aortic root 
aneurysm in your patient 
Symptoms:

•   Tenderness or pain  
in the chest

•   Chest pain during exercise 

•   Back pain 

•   Cough 

•   Hoarseness 

•   Shortness of breath

Risk factors:

•   Age 

•   Gender – men are at two-
to-four times greater risk

•   High blood pressure  
and/or cholesterol 

•   Smoking

•   Family history of  
an aortic aneurysm 

Shelley with her three children Jacob, Finlay & Poppy, at Wareham
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A
t the age of 83, Ruth had been living a full and active 
life. A retired cardiologist – internationally recognised 
in her own right – and a talented and well-respected 
pianist in her spare time, she had many achievements 

to be proud of. 

However, after taking care of so many others’ hearts during 
her career, her own started to trouble her. Five years ago, she 
discovered she had an aortic aneurysm and travelled to Canada 
soon after from her home in Tel Aviv, Israel, to receive surgery 
to repair the aorta just above the valve. She recovered well, 
returning to her retirement and family life. She explains,  
“Things were very good after that.”

“But, a little over a year ago I was in trouble again; I suddenly 
had severe back pain which was diagnosed as a new dissection 
of the thoracic aorta," Ruth continues.  For this, she received a 
stent at the Rabin Medical Centre in Israel – where she used to 
work. Again, things seemed to go back to normal after that – 
until another dissection developed below the stent soon after, 
weakening the aorta even further. 

Ruth explained that as it was considered a relatively small leak 
and given her age, her local doctors wanted to be conservative 
with her treatment, suggesting a ‘watch and wait’ approach 
before exploring any major open, invasive surgery. 

However, for Ruth, simply waiting to see what happens was 
a challenge. “I was active – I’d walk the dog, play the piano, 
take care of the house a little. And, of course, there were the 
grandchildren to keep up with. But I was told to restrain my 
activities.”

“Instead, I decided not to be passive about it and started 
inquiring about treatment options. I have some very good 
international friends in the field who I collaborated with in 
the past. One of them, a famous professor himself, suggested 
Professor Nienaber. He told me: 

“‘This is a man with a  
lot of experience. People  
come from all over the  
world to be treated by him’.”

Taking care of a 
cardiologist’s heart
Professor Christoph Nienaber’s reputation for being one of the world’s leading 
interventional cardiologists attracts patients from far and wide. The RB&HH Specialist 
Care team met with one of his patients, Ruth, to learn about her healthcare journey.

The David Procedure 
Carried out by 
Mr Cesare Quarto, consultant cardiac surgeon  

How does it work?

What problem does it solve?
It replaces the weakened section of the ascending  
aorta whilst sparing a healthy aortic valve. 

At a 
glance

Ruth, with her pet dog

The aorta is divided just above where the coronary 
arteries originate

Aortic 
graft

The aortic valve is carefully positioned within the aortic 
graft to eliminate leaking and ensure the leaflets open 
and close properly. Two small holes are created in the 
aortic graft to reattach the coronary arteries.

Sutures are placed under the aortic valve and passed 
outside of the aortic annulus (ring of tissue surrounding 
the valve). An aortic graft is selected that is most suited to 
the patient’s heart and attached with the prepared sutures.

The aortic graft is fully sutured, to complete the surgery. 

1

3

2

4

Aorta is cut  
above aortic valve

Valve-sparing repair of 
aortic valve aneurysm

Aneurysm 
removed

 Coronary 
arteries
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To find out more, or to refer a patient for a TEVAR procedure, contact the customer services team on +44 (0)20 3131 0535 or email privatepatients@rbht.nhs.uk

A personalised care strategy

Professor Nienaber describes first seeing Ruth’s case: “I saw the 
images that our colleagues in Israel kindly sent over. I found, 
immediately, that this was a case for a minimally-invasive 
thoracic endovascular aortic repair (TEVAR) procedure to 
complete the job – to stop the aorta from further enlargement 
and possibly rupture. So, we accepted her right away and started 
to design a personalised non-surgical strategy for Ruth.”

TEVAR is a technique Professor Nienaber helped pioneer over 20 
years ago. It only requires a minor incision in the groin to access 
the area affected in the thoracic aorta, to treat an aneurysm or 
aortic dissection. 

A catheter and guidewire are directed under fluoroscopy to the 
correct location, where a fabric-covered stent is then precisely 
launched. This stent seals the aneurysm or covers a leaky wall at 
the point of dissection. 

As for the benefits of TEVAR compared to traditional surgery 
(opening the chest), Professor Nienaber explains: “The procedure 
is quick – it only takes between one and three hours and does not 
require the heart to be stopped. Also, the complication rate, and 
the associated co-morbidity with the TEVAR procedure, is much 
lower than with surgery.

“Patients are sometimes out of 
bed the same or next day, and then 
they are recovering very quickly. 

“They usually leave the hospital between three and seven days 
after. If they are active and working, they go back to work and 
family life as normal, and without the need for anticoagulants.”

A feeling of ease 

“Professor Nienaber is known all over the 
world, yet he is very approachable and 
easy to talk to – it’s fantastic. I was very 
much at ease with him,” Ruth describes 
of her treatment and care. 

“The private ward  
is luxurious.”

Professor Nienaber describes what 
sets Royal Brompton Hospital apart for 
TEVAR procedures: “Royal Brompton 
Hospital has the luxury of a unique hybrid 
operating room that allows treatment 
in a sterile environment with optimal 
imaging capabilities and a conversion 
option, if you need it, for open surgery.

“We also use a multi-disciplinary 
approach for these endovascular 
procedures. There are colleagues from 
vascular and cardiac surgery, cardiology 
and radiology in the room to ensure we 
are prepared for every eventuality. 

“Because of this approach, we see 
excellent results and extremely low 
morbidity and mortality – much less than 
that reported in the literature.

“I'm pleased to say that Ruth's health 
has returned to normal and she is able to 
enjoy her hobbies and spend time with 
her family once more.”

Professor Christoph Nienaber 
Consultant cardiologist 

Professor Nienaber specialises in the diagnosis and 
interventional treatment of aortic pathologies, 
including aneurysm and dissection. He is a 
long-time trained and certified interventional 
cardiologist with expertise in complex coronary 
interventions, transcatheter aortic valve 
implantation (TAVI) and peripheral interventions.

Thoracic aortic  
aneurysm

Risk factors 

• High blood pressure 
• Smoking
• Age over 65 
• Aortic valve disease
• Family history of an aortic aneurysm  
• Connective tissue disease that  

affects blood vessel wall integrity,  
eg Marfan syndrome 

• Atherosclerosis  

Symptoms 

• Tenderness or pain in the chest 
• Back pain 
• Cough 
• Hoarseness
• Shortness of breath

Thoracic aortic  
dissection

Risk factors 

• High blood pressure 
• Connective tissue disease  

that affects blood vessel wall 
integrity, eg Marfan syndrome 

• Blunt trauma to the chest 
• Family history of an aortic event or 

sudden, unforeseen death
• Age over 65 years
• Atherosclerosis 
• Known thoracic aortic aneurysm

Symptoms 

• Sudden severe pain that can be 
described as sharp, stabbing, tearing 
or ripping 

• The pain is felt under the chest bone, 
but can move to the shoulder blades 
or to the back 

• As the dissection gets worse, the pain 
can move to arms and legs

Procedure:
Thoracic endovascular aortic repair (TEVAR)

Carried out by:
Professor Nick Cheshire, head of vascular surgery  
Mr Maziar Mireskandari, consultant vascular surgeon  
Professor Christoph Nienaber, consultant cardiologist 
Mr Ulrich Rosendahl, consultant cardiac surgeon

What problem does it solve? 
The TEVAR procedure is used to repair the blood flow following a thoracic aortic 
aneurysm or dissection. 

How does it work?

TEVAR is a minimally-invasive procedure where a catheter and guide wire 
are inserted through a small incision in the groin. These are directed under 
fluoroscopy to the location affected in the thoracic aorta (Step 1), where a stent 
is then precisely placed (Step 2). This covered stent (or endograft) seals the 
aneurysm or covers a leaky wall at the point of dissection (Step 3).

At a 
glance

Ruth after her procedure, with 
her son and two grandchildren

The TEVAR procedure Step 3Step 2Step 1

Aorta

Catheter

Thoracic aorta

Aneurysm

Stent

What to look out for in your patient
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Why was a VAD implanted?

A VAD is an implantable mechanical pump 
used to support the heart’s function and 
restore normal blood flow when a patients’ 
ventricles are failing to do so. They are used 
until a heart transplant can be performed or 
the heart recovers enough to pump by itself 
(where the VAD is removed). 

A VAD can be placed in the left ventricle 
(LVAD), right ventricle (RVAD), or both. 
However, an LVAD is most common. Mr 
André Simon, consultant cardiothoracic 
surgeon at RB&HH Specialist Care, explains 
why: “The circulation, anatomy and 
physiology of the right ventricle is very 
different to that of the left. This makes it 
difficult to design an ideal mechanical pump 
for right ventricular support. 

“This, in addition to right ventricular failure 
being less common, means that treatment 
options and RVAD technology have lagged 
behind those for left ventricular failure. 

“In the rare cases where right ventricular support 
is needed – LVADs are often adapted for RVAD 
use. This is not ideal and is preferably only used 
as a short-term solution. It really is a last 
resort for the most severe cases of heart 
failure – such as this one.”

In Abdullah’s case, despite implanting an 
RVAD, his condition continued to worsen. 
At this point, the overseas medical team 
contacted Harefield Hospital, requesting 
emergency admission.

Mr Simon recalls when he first saw Abdullah: 
“He was in the most catastrophic state you 
could think of. Whilst overseas, he had 
endured a one-month intensive care stay; 
he was intubated and ventilated, placed on 
ECMO to take over the function of the lungs 
and had an RVAD implanted. Additionally, he 
underwent multiple emergency operations, 
including vascular grafts (redirecting normal 
blood flow from one area to another by 
bypassing diseased vessels and reconnecting 
healthy blood vessels), and received intensive 
treatments for pressure ulcers and infections.”

His father adds that when Abdullah was first 
admitted to Harefield Hospital’s intensive 
therapy unit, he “could barely open his eyes, 
couldn’t talk and had to be tube-fed”. 

Road to recovery

After almost 11 months of extensive 
rehabilitation at Harefield Hospital, Abdullah 
regained enough strength to undergo a 
procedure to remove the RVAD and allow 

his heart to pump by itself again. However, 
due to the complexity of right ventricular 
support, this wasn’t going to be easy. 

Thankfully, Harefield Hospital is one of the 
world’s leaders in using VAD technology. 
Experts at the hospital, including Mr Simon, 
have been performing VAD treatment for 
over 20 years, and it has one of the highest 
success rates in the UK. 

With the assistance of Professor Ulrich 
Stock, consultant cardiothoracic surgeon 
at RB&HH Specialist Care, Mr Simon 
successfully removed the RVAD, and with 
the support of the rehabilitation team, 
Abdullah made a full recovery and was able 
to return home. 

Mr Simon adds that Abdullah’s successful 
recovery was due to the efforts of a 
multidisciplinary team: “This is only 
possible in a hospital or in an environment 
where you have a very strong team that 
can work together seamlessly to deliver 
exceptional results in the most difficult of 
circumstances like this.”

A feeling of being at home 

At Harefield Hospital, every patient is treated 
the same, Abdullah’s father commented: 
“The staff love Abdullah very much, and we 
could not expect such treatment anywhere 
else in the world. The staff at Harefield 
Hospital are like my family now.”

It is also one of the very few centres in the world 
that is equipped with the skills, knowledge 
and facilities to treat patients requiring 
complex cardiac procedures such as this.

To find out more, or to refer a patient with a complex cardiac condition, please contact the 
customer services team on +44 (0)20 3131 0535 or email privatepatients@rbht.nhs.uk

   to restoring a boy’s  
heart function to normal

At Harefield Hospital, our specialist teams 
have experience treating extremely complex 
cardiothoracic cases. Here is the story of 
Abdullah, a 16-year old patient from the Middle 
East, who despite suffering from catastrophic 
heart failure, managed to make a full recovery 
with the help of our treatment and care. 

Mr André Simon
Consultant cardiothoracic surgeon,  
Director of heart and lung transplantation

Mr Simon specialises in cardiothoracic surgery, 
including heart and lung transplantation, ventricular 
assist devices and mechanical circulatory support.

T
he day before Abdullah 
became unwell, his father 
recalls that it was a normal 
evening for his family 

eating dinner together and watching 
football on TV. His son was happy 
and healthy. But the next morning 
Abdullah unexpectedly collapsed 
by his bed and had to be rushed to a 
local hospital.  

He had suffered a massive pulmonary 
embolism and the right ventricle 
of his heart failed, despite him 
previously having a healthy heart.

The overseas medical team conducted 
a number of emergency procedures  
to help restore his blood flow, 
including extracorporeal life support 
(ECMO) followed by a ventricular 
assist device (VAD) implantation in 
his right ventricle. 

journey
A unique

Mr André Simon with Abdullah, after making a full recovery from end-stage right ventricular heart failure. 
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What is an interstitial lung disease, or ILD?

The term ILD includes a broad group of 
lung disorders that can cause progressive 
and irreversible fibrosis of the lungs, 
leading to worsening breathlessness and 
other respiratory symptoms. ILD is most 
common in adults, where men and women 
are equally affected. Patients with advanced 
disease – especially if they are untreated, 
or if treatment has been delayed – may 
require supplemental oxygen or even a 
lung transplant. 

The British Lung Foundation estimates 
there are over 150,000 people living with ILD 
in the UK. More specifically, the incidence 
of idiopathic pulmonary fibrosis, the most 
aggressive form of ILD, is thought to be 
increasing. This increase may be due to 
earlier diagnosis because of a higher clinical 
suspicion or the availability of improved 
diagnostic tools, but disease-related factors 
have not been excluded.

It is increasingly appreciated that idiopathic 
pulmonary fibrosis can run in families. 
Although it is a disease that is more 
common in older people, it can occasionally 
develop in those as young as 40 years of 
age if they carry a genetic predisposition. 
It is therefore important that individuals 
who develop persistent, unexplained 
breathlessness or cough and who have 
a family member affected by idiopathic 
pulmonary fibrosis should be assessed so 
that the condition can be excluded.

A challenging diagnosis 

The most common signs of ILD include a dry, non-
productive cough and breathlessness. These non-
specific symptoms, combined with the fact that 
ILD includes a broad spectrum of diseases, makes 
diagnosis exceptionally difficult. 

“So many of our patients spend two, three or even 
five years in the community misdiagnosed with 
asthma or chronic obstructive pulmonary disease. 
However, it is vitally important that patients are 
identified accurately as soon as possible. With 
early treatment tailored to each patient’s ILD, 
we have a better chance of preserving as much of 
their lung function as possible. This is important 
as lung scarring is irreversible and so the earlier it 
is treated, the better the outcomes,” explains Dr 
George. 

“We are fortunate at Royal Brompton Hospital 
in that we have unique access to diagnostics not 
available anywhere else. This includes genetic tests 
for familial idiopathic pulmonary fibrosis and a 
technique called transbronchial lung cryobiopsy 
for ILD, which is a relatively new day-case biopsy 
procedure – it is ideal for patients who are not 
suitable for surgery.”

Examples of ILDs include:

Idiopathic pulmonary fibrosis, or IPF

This is the most common form of fibrotic ILD. Its cause is unknown 
and it most frequently affects men over the age of 65 who have 
previously smoked. Many patients present late, often because of 
delayed diagnosis or misdiagnosis.

Hypersensitivity pneumonitis

Lung inflammation and subsequent fibrosis caused by an abnormal 
response to inhalants including bird proteins, fungi/mould spores  
and certain chemicals.

Autoimmune conditions 

Rheumatoid arthritis, systemic sclerosis (scleroderma) and systemic 
lupus erythematosus can all be associated with ILD. 

Sarcoidosis

A condition that involves the accumulation of inflammatory cells as 
granulomas in various organs, most commonly the lungs, joints and 
skin but also the heart, nervous system or liver, amongst others.

An expert team IS 

key to diagnosing 
interstitial 
lung disease

An accurate and timely diagnosis of interstitial 
lung disease (ILD) can make a big difference in 
preserving a patient’s lung function. Dr Peter 
George, consultant respiratory physician at 
RB&HH Specialist Care, tells us how his team 
ensure patients receive the right treatment.

Part of the multi-disciplinary expert team: Professor Anand Devaraj (left), Professor Andrew Nicholson (centre) and Professor Sujal Desai (right)

ILD leads to pulmonary fibrosis, which causes the tissue around and between 
the alveoli to scar and thicken. This makes it increasingly difficult to breathe. 

Normal lung and alveoli Interstitial lung disease

Normal 
alveoli

Irregular, abnormal 
air spaces

Irregular, thickening of 
tissue between alveoli

Large areas 
of scarring 
(fibrosis)
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Disrupting ventricular function: 
Granulomas can build up in the heart 
muscle, leading to weakened heart beats 
and abnormal heart rhythms. 

  Pathological features of cardiac sarcoidosis  

Constricting arteries: Granulomas can 
build up in arteries, which can constrict 
blood flow and may result in heart failure. 
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Cardiac involvement 

Cardiac sarcoidosis is a rare 
manifestation of the disease which 
can potentially become more serious 
and requires specialist management. 
Clinically overt disease is identified 
in approximately 5-10 per cent of all 
sarcoidosis patients. However, recent 
research conducted by experts – 
including Dr Kouranos – suggests that 
this may be as high as 30 per cent, with 
most cases being undiagnosed. 

Cardiac sarcoidosis can affect any part 
of the heart muscle, causing a range 
of symptoms depending on the part 
of the heart affected. This can lead to 
an arrhythmia and, in advanced cases, 
heart failure. Cardiac involvement is 
responsible for up to 75 per cent of 
deaths from sarcoidosis, which is why it 
is an important condition not to miss. 

Diagnosing cardiac sarcoidosis can be 
challenging, particularly as symptoms 
do not appear until structural changes 
or rhythm abnormalities have occurred, 
by which time the patient’s prognosis 
may have already been affected. 

Clinical manifestations are also non-
specific, depending on the location and 
extent of inflammation caused by the 
granuloma. Complete heart block is 
the most common manifestation of the 
disease seen first and is reported in 25 
to 30 per cent of patients. 

Cardiac sarcoidosis: 
A silent killer 
Cardiac sarcoidosis is a rare condition that is challenging to diagnose due to its  
non-specific symptoms. However, if discovered too late, it can lead to potentially  
life-threatening arrhythmias and heart failure. Dr Vasilis Kouranos, consultant 
respiratory physician at RB&HH Specialist Care, tells us more about this condition. 

S
arcoidosis is caused 
by granulomatous 
inflammation developing 
in various organs of the 

body. The symptoms depend  
on the organ affected, which  
is usually the lungs and the 
lymph nodes. 

Many patients have no symptoms 
and the disease is often diagnosed by 
chance, following a diagnostic test to 
rule out another condition. Although 
there is no definitive cure, there are 
treatments which can significantly 
improve a patient’s prognosis and 
quality of life.

The cause of the disease is unknown,  
but research suggests it may be linked 
to an over-reaction of the immune 
system to infectious and environmental 
agents – including allergens. Any age 
group can be affected, but the majority 
present between 20 and 45 years of age. 

Furthermore, genetics can play a part, 
with family members of those with 
sarcoidosis having a five-fold increased 
risk of being affected. Also, people 
of African/Caribbean or Northern 
European (Scandinavian) descent 
have a higher incidence of the disease, 
suggesting a genetic predisposition in 
these ethnic groups. 

Patient  
case study

One recent case 
I’ve treated was 
a 42-year-old 

woman who came to see 
me privately after being 
diagnosed with ILD. When 
I first saw her, she was 
very upset as she could 
hardly work due to her 
breathlessness. 

Within a few days she had 
a CT scan, lung function 
tests and a bronchoscopy, 
with her results discussed 
at our multi-disciplinary 
team meeting. Through 
our team-based approach, 
we uncovered that she 
had hypersensitivity 
pneumonitis caused by  
an immune reaction to  
her beloved pet African 
grey parrot.

With this early, accurate 
diagnosis, specific 
treatment and after 
rehousing her parrot, she 
made a full recovery with 
no residual lung fibrosis. 
She was very pleased with 
this outcome as she was 
able to return to a normal 
life and a very active job – 
but was of course a little 
sad about losing her pet.” 

– Dr Peter George

How is ILD treated?

Treatment depends on the type of ILD 
and new treatments are exclusively 
available for idiopathic pulmonary 
fibrosis at specialist centres such 
as Royal Brompton Hospital. These 
include Pirfenidone and Nintedanib, 
which have been shown in thousands of 
patients to slow down the rate of disease 
progression. 

“We currently have 650 patients actively 
on these new treatments, and we’ve 
found them to be very safe and well 
tolerated. We initiate between 20 and 
40 new patients on these medications 
each month and so are very experienced 
with their use. However, it is crucial to 
make a correct diagnosis. For example, if 
you treat idiopathic pulmonary fibrosis 
patients with immunosuppressants 
instead (how other forms of ILD are 
treated), large trials have shown the 
condition of these patients gets worse,” 
explains Dr George. 

What sets RB&HH Specialist Care apart 
in ILD diagnosis?

The Royal Brompton Hospital’s multi-
disciplinary ILD team is world renowned 
and highly experienced in the diagnosis and 
treatment of ILD. 

 “As these conditions can be complicated 
to diagnose, adopting a highly specialised 
team-based approach ensures that patients 
are managed in the best possible way. For 
example, we have specialist radiologists and 
pathologists with many years of experience 
in ILD diagnosis specifically. Each week, the 
whole team comprising of ILD clinicians, 
radiologists and pathologists meets to 
discuss cases. This is an important way to 
pull in expertise to ensure the best outcome 
for patients,” explains Dr George. 

Dr Felix Chua, consultant respiratory 
physician, adds: “Accepting second opinion 
requests and achieving correct diagnoses 
of a range of interstitial lung diseases in 
an expedient manner from national and 
international referrers is a core part of 
what we do. These conditions can be very 
complex, may be rare or even involve organs 
outside the chest”.

“Interpreting CT scans for the presence and 
type of ILD requires an experienced eye to 
spot the features which are indicative of the 
disease. Many scientific studies have shown 
that diagnostic confidence and accuracy is 
enhanced in experienced centres”, explains 
Professor Anand Devaraj, consultant 
thoracic radiologist, who works as part of 
the multi-disciplinary team. “We also help 

monitor each patient’s condition through 
imaging, to ensure treatments are working 
to control their disease and determine 
whether the ILD management strategy 
needs to be revised.” 

Professor Andrew Nicholson, consultant 
histopathologist, also works closely with the 
clinical team. With over 400 publications 
to his name and a key adviser on global ILD 
classification and management guidelines, 
he regularly receives samples from 
clinicians and pathologists the world-over, 
to confirm an ILD diagnosis. 

He explains: “Sometimes, the diagnosis is 
not clear from imaging or a patient might 
present in an unusual fashion – particularly 
if they are young. In this case, tissue 
samples from the lung may be required. 
Whereas some Histopathology departments 
in other countries might see one or two 
cases per year, we review up to 10-20 lung 
samples per week. Due to this, they might 
not be as familiar with the nuances of ILD 
pathology, so they trust us to support their 
diagnosis. We get over 100 ILD pathology 
referrals like this every year.” 

Dr George adds: 

“Should a patient 
require a lung biopsy, 
we are fortunate in 
having some of the 
best thoracic surgeons 
and highly skilled 
anaesthetists. 

“Additionally, we work very closely with 
the lung transplant team based at Harefield 
Hospital which is amongst the most 
experienced in the country and have started 
a joint ILD-Transplant clinic meaning 
that patients who have advanced disease 
are discussed early for suitability of lung 
transplantation and are in very safe hands.  
We also have a very active and world-
renowned clinical trials unit and so patients 
are given the opportunity to enter trials of 
new therapies as they emerge.”

To find out more about the ILD Unit at RB&HH Specialist Care, search for ‘Interstitial lung 
disease’ on our website, contact our customer services team on +44 (0)20 3131 0535  
or email privatepatients@rbht.nhs.uk.
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To find out more, or to refer a patient to investigate whether they have cardiac sarcoidosis, please 
contact the customer services team on +44 (0)207 3131 0535 or email privatepatients@rbht.nhs.uk

Patient  
case study

One of the most interesting 
cases I’ve worked on with 

the MDT was a 43-year old 
patient with sarcoidosis.

He came to see Professor Athol 
Wells (consultant respiratory 
physician at RB&HH Specialist 
Care) privately, but didn’t 
present with palpitations or any 
major ECG abnormalities. 

But whilst we were discussing  
his case during our MDT, 
Professor Wells mentioned 
that his patient felt a bit more 
breathless than normal.

Following this, we requested an 
MRI as part of his screening and 
discovered that he had extensive 
cardiac involvement and highly 
active disease.

This led to us to refer him for an 
ICD to protect his heart, as his 
ejection fraction was rather low.

And this helped him, as it 
has guaranteed his safety in 
the long-term, but also the 
sarcoidosis-specific treatment 
led to complete remission of the 
disease activity.

So, the key learnings from this 
case is that, first, you need to 
perform an echocardiogram 
to make sure there is no heart 
failure in every patient that 
reports disproportionate 
breathlessness. But also, if you 
have a patient with sarcoidosis, 
you must often consider cardiac 
involvement even when the 
patient reports disproportionate 
breathlessness.”

– Dr Vasilis Kouranos

Dr Vasilis Kouranos 
Consultant respiratory physician 

Dr Vasilis Kouranos is a consultant respiratory 
physician and honorary senior lecturer at 
Imperial College London. He is an expert in 
managing cardiac sarcoidosis and is a board 
member of Sarcoidosis UK.

Dr Rakesh Sharma Consultant cardiologist 
and cardiology lead for cardiac sarcoidosis   

Dr Rakesh Sharma specialises in heart failure, 
advanced pacing and cardiac sarcoidosis. 

Our multi-disciplinary approach makes the difference

Due to the non-specific symptoms of 
cardiac sarcoidosis, expertise in multiple 
areas is needed to make an accurate 
diagnosis. 

This includes experts in echocardiography, 
MRI and PET imaging, cardiology and 
respiratory medicine. These specialists 
come together as part of a multi-
disciplinary team (MDT) to look at each 
individual patient in-turn to make an 
informed, accurate diagnosis utilising all 
their expertise. 

Together, they can detect not only 
the presence of the disease, but also 
features of disease activity, which could 
be targeted using effective treatment 
strategies. The combination of cardiology 
and respiratory expertise allows the 
design of a precise treatment strategy 
for each individual patient focusing 
on both elimination of myocardial 
inflammatory activity, remodelling of 
structural changes and prevention of 
life-threatening complications such as 
major arrhythmic events. 

“This MDT approach to diagnosing 
cardiac sarcoidosis was first developed 
by Royal Brompton Hospital, and has 
been widely accepted by international 
colleagues. This has resulted in MDT 
meetings being set up in other centres. 

Without a MDT, the diagnosis of the 
condition is not easily made and may be 
inaccurate, and the treatment plan may 
be sub-optimal,” explains Dr Sharma. 

“The Royal Brompton 
Hospital is a specialist 
centre with the largest 
population of cardiac 
sarcoidosis patients in  
the world – in excess  
of 2000. This has provided 
us with insights to key 
diagnostic characteristics  
of the disease, even at 
an early stage, as well as 
features that could predict 
outcomes in patients with 
cardiac sarcoidosis.” 

Controlling the disease as early as possible 

Treatment for cardiac sarcoidosis can be divided into two main parts, which should be jointly evaluated:

Suppressing 
sarcoidosis activity 
(if evident), with:
•  Corticosteroids,  

e.g. prednisolone 

•  Immunosuppressants,  
e.g. methotrexate and azathioprine 

Regulating the heart’s 
rhythm or treating 
heart failure, with any 
or all of the following:
• Anti-arrhythmic drugs, e.g. beta-blockers

• Implantable cardiac defibrillator (ICD)  

• Catheter ablation for resistant arrhythmias

• Heart transplant (reserved for refractory cases)

Treatment to suppress sarcoidosis 
activity may effectively control 
the disease in the long term and 
should be continued under expert 
supervision until the treating 
clinician is confident that the 
disease is in remission. We do know 
that cardiac sarcoidosis patients 
have a longer disease duration than 
other sarcoid patients.” 

Dr Vasilis Kouranos,  
consultant respiratory physician

It’s also important to start treatment 
early, because inflammation in the 
heart can lead to heart failure and 
life-threatening arrhythmias. Studies 
have shown that once a patient 
develops heart failure, the prognosis 
is clearly worse. So, the earlier the 
disease is identified, the better.” 

Dr Rakesh Sharma, consultant cardiologist 
and cardiology lead for cardiac sarcoidosis 

1 2

  Diagnosing cardiac sarcoidosis  
A 65-year-old male presented with ventricular tachycardia  
(treated with amiodarone) and had a past history of lung sarcoidosis. 
The maximum intensity projection image shows extensive 
inflammation of multiple chambers of the heart, liver and multiple 
groups of lymph nodes suggesting multi-organ sarcoidosis.

When to suspect cardiac sarcoidosis

There are four patient types to consider for referral:

Patients with known 
systemic sarcoidosis 
elsewhere in the body, 
with the following 
symptoms:

• Irregular heart activity  

• Unexplained 
breathlessness    

• Chest pains 

• Dizziness

• Fainting or loss of 
consciousness

Patients less than 60 years 
of age, with new-onset, 
unexplained heart block

Unexplained ventricular 
arrhythmias originating 
from the ventricle at any age

Patients with unexplained 
new-onset heart failure

1 2

3

4
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Continuously improving survival rates

Respiratory ECMO currently has excellent 
outcomes, with four out of five patients 
surviving. Mr Trimlett explains why: “The 
path to referral for respiratory ECMO is 
simpler. All sick patients needing ECMO 
are on a ventilator in intensive care, they 
are already being supported. We come in to 
help when the ventilator is not providing 
enough oxygen to sustain the patient.” 

Royal Brompton Hospital is the largest of 
the five centres in the UK for respiratory 
ECMO and has the best results in terms of 
survival – just over 80 per cent, treating 
over a hundred patients a year. 

Referring for cardiac ECMO tends to be a 
little more challenging. As heart failure 
happens more quickly and often without 
warning, it can be difficult to identify a 
patient in time to enable them to benefit. 

However, Mr Trimlett explains that 
ECMO can make a big difference for these 
patients: “If we can get to them in time, 
it essentially stops the clock, enabling us 
to determine why the heart has stopped 
working and what we can do about it.”

“The survival rate for cardiac ECMO is 
lower at 56 per cent. Although we are 
pleased with this result – as it is improving 
a patient’s chance of surviving from close 
to zero without ECMO, we are continually 
researching ways on how we can improve it. 
In fact, we have the best published results  
of any centre.”

Mr Trimlett and his team are now trying 
to work with other hospitals to identify 

patients with heart failure sooner, so 
that they can have the best chance of 
surviving. As 150,000 people are lost 
from heart failure in the UK each year, 
Mr Trimlett feels ECMO will be a game-
changer in the field of cardiology. 

Further, he describes the scale at 
which the use of this technology is 
growing: “Seven years ago, we had very 
few referrals for ECMO due to limited 
awareness. Now, we serve 45 hospitals. 
It’s great to see that healthcare teams 
are recognising this important way of 
sustaining the lives of their patients 
whilst they are being treated and how 
much trust there is on our services.”

Patient  
case study

Mr Richard Trimlett 
Consultant cardiac surgeon

Mr Trimlett specialises in cardiothoracic 
surgery. His main areas of interest are 
mechanical circulatory support and the  
use of robotics in surgery. 

We have many 
survivors - one was a 
young 20-year-old girl 

from Brighton. We happened 
to be in the A&E department at 
Royal Sussex County Hospital 
providing ECMO cover for the 
Brighton Marathon, when she 
came in. 

She was in a very poorly state 
and suffered from a cardiac 
arrest. She was treated with 
adrenaline to try and re-start 
her heart, but it didn’t work. So, 
we stepped in and put her on 
cardiac ECMO. 

Whilst we were supporting her, 
diagnostics revealed that she 
had a benign adrenal tumour 
which was causing the release of 
excessive amounts of adrenaline 
into her bloodstream and caused 
her heart to fail. 

We treated her with 
phentolamine to counteract 
her high adrenaline levels and 
her heart managed to recover 
– at which point we took her 
off cardiac ECMO. Once her 
condition was under control, 
she had an elective operation 
to remove the tumour and was 
completely cured.  

We are pleased to say that she 
managed to return and complete 
her studies at the University 
of Brighton with our help. We 
hope that one day, this will be 
the norm for all patients with 
heart failure.”

– Mr Richard Trimlett

To find out more, or to refer a patient for ECMO services, please contact the customer services 
team on +44 (0)20 3131 0535  or email privatepatients@rbht.nhs.uk

Without a fully 
functional heart and 
lungs, a patient’s life 
expectancy is greatly 
reduced. Consultants 
at RB&HH Specialist 
Care are working hard 
to improve patient 
survival through 
an innovative life-
support technology 
called ECMO.

A game-changer
in improving patient 
survival rates

E
CMO (extracorporeal 
membrane oxygenation) is 
a life-support machine which can 
replace the function of the heart and/or 

lungs. It is used for patients suffering from life-threatening 
conditions which cause these organs to fail, giving healthcare teams 
precious time to treat the underlying cause. 

“Quite often, there are conditions that are entirely treatable which a patient can recover from 
– such as severe lung infections. But the infection may be so extreme that a patient can’t 
survive the recovery period, even with a ventilator. They need something that can take on the 
burden of oxygenating their blood until their lungs can do it again,” says Mr Richard Trimlett, 
consultant cardiac surgeon at RB&HH Specialist Care.

Royal Brompton Hospital is one of only five centres in the UK that offers ECMO services and 
Mr Trimlett explains that there are two main types:

               Respiratory  
ECMO

Also known as veno-venous ECMO

Indicated for:

•   Acute respiratory distress 
syndrome

•   Pulmonary embolism 

•   Septic shock 

•   A bridge to lung transplant

                       Cardiac and  
respiratory ECMO

Also known as veno-arterial ECMO

Indicated for:

•   Cardiac failure with respiratory impairment 

•   Cardiogenic shock 

•   Myocardial infarction 

•   Respiratory failure with cardiac impairment 

•   Resuscitation 

•   A bridge to heart (and lung) transplant
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clarify or confirm 
a diagnosis 
If a patient has a heart or lung 
condition that is difficult to diagnose 
and/or is suspected to have an 
inherited or genetic component

Identify the cause
If a heart or lung condition  
seems to recur in a family

Predict which family 
members are at risk
If a patient has a confirmed  
inherited heart or lung condition 
(positive genetic result), genetic 
testing may be extended to their 
family members, if appropriate

Pharmacogenetic testing
Certain gene variants predispose 
to adverse drug effects, and so may 
influence treatment outcomes
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“This ensures that we are one of the 
quickest and most accurate centres in 
defining results,” explains Dr Morris-
Rosendahl of her laboratory’s testing 
process. 

“Also, genetics is a fast-evolving field – 
we are literally learning something new 
each day. We are constantly adapting 
to new research findings as well as 
contributing our own. Every time there 
is a new gene identified associated with a 
disease, we add it to our gene panel. This 
way, a patient can be assured that if their 
genetic result comes back negative, it is 
to the best of the world’s knowledge on 
clinical genetics at that point in time.” 

“Improving technology is also aiding  
the identification of different types of 
genetic variation that can cause disease.  
This means that the current analysis is 
much more comprehensive than that 
previously possible. For example, we were 
recently able to identify a new intronic 
variant in the gene causing cystic fibrosis, 
which has finally provided a conclusive 
diagnosis for many adult patients and 
ended a lifelong diagnostic legacy.”

The laboratory at RB&HH Specialist 
Care is UKAS- accredited and actively 
participates in European Molecular 
Genetics Network (EMQN) and UK 
National External Quality Assessment 
(GenQA) schemes. It is responsible for all 
heart and lung genetic testing for London 
and South East England and accepts 
international and private referrals. 

counselling, testing, screening, 
treatment and future monitoring at our 
hospital to ensure that every person 
tested is well informed and cared for. 

“Also, we are extremely fortunate here. 
Whenever we get a positive genetic result 
for an inherited heart or lung condition, we 
can refer the patient to our colleagues who 
are some of the world’s best experts in each 
disease. There are very few places where a 
patient can be in such good hands.”

Cutting-edge genetic testing

Genetics testing at the Royal Brompton 
Hospital is a rigorous process conducted 
by an expert multi-disciplinary team. The 
newest, state-of-the-art next-generation 
sequencing technology is used to process 
and analyse samples for over 3000 
patients a year – with the lab doubling its 
capacity each year in its continued drive 
for innovation, quality and efficiency.  

“Determining a positive result isn’t 
easy. Most diseases are genetically 
heterogeneous and are caused by 
pathogenic variants in many different 
genes. Each of these genes harbours many 
variants that require filtering to arrive at 
the correct answer. 

“The computation needed 
for this variant filtering 
process is staggering, but 
thankfully we have some of 
the best bioinformaticians 
working with us who have 
developed, and continually 
improve, our algorithms. 

Dr Deborah Morris-Rosendahl
Head of clinical genetics and genomics laboratory

Dr Morris-Rosendahl specialises in human 
molecular genetics and has published and 
lectured extensively on the genetics of cardiac, 
respiratory, neurological and other rare and 
complex diseases. 

To find out more, or to refer a patient for a genetic test for an inherited heart or lung condition, 
contact the customer services team on +44 (0)20 3131 0535 or email privatepatients@rbht.nhs.uk

When to consider a genetic test 

Extraordinary progress has been made in the field 
of molecular genetics over the past three decades. 
This has enabled scientists to not only identify the 
genes involved in the development of heart and 
lung diseases, but how they may progress and be 
treated best. In this article, we explore when you 
could consider a genetic test for your patient. 

G
enetics plays a key role in the 
development of many heart 
and lung conditions. In fact, 
30-50 per cent of dilated 

cardiomyopathy cases – one of the  
main causes of heart failure in the 
young and reasons for needing a heart 
transplant – has a positive family history. 

In addition, many heart and lung 
conditions are inherited in an 
‘autosomal dominant’ pattern.  
This means that just one copy of  
the abnormal gene can cause the 
disease and each child of an affected 
carrier has a 50 per cent chance of 
inheriting the disorder. 

Genetic tests may help identify 
diseases sooner than in traditional 
clinical practice. For example, primary 
ciliary dyskinesia (PCD) – an inherited 
disorder which can lead to irreversible 
lung deterioration – can be difficult 
to diagnose, taking up to 5.8 years 
on average. This is far longer than 
for another inherited lung condition, 
cystic fibrosis, which takes an average 
of 1.3 years to diagnose. If a genetic 
test is performed as soon as a clinician 
suspects PCD, this may help confirm 
a diagnosis sooner and inform a 
treatment strategy that will prevent 
much of the irreversible lung damage 
from occurring. 

Could your 
patient’s heart 
or lung condition 
be inherited?

          Heart conditions

•   Aortopathy and connective  
tissue disorders

•   Arrhythmia

•   Cardiomyopathy

•   Familial hypercholesterolemia

•   Molecular autopsy  
(sudden cardiac death)

•   Vasculopathy

•   Paediatric cardiac conditions

            Lung conditions

•   Bronchiectasis, including  
cystic fibrosis

•   Respiratory ciliopathies, 
including primary ciliary 
dyskinesia 

•   Congenital respiratory conditions

•   Emphysema

•   Inherited immunodeficiency 

•   Interstitial lung disease 

•   Pulmonary hypertension

Genetic testing services 
available at

RB&HH Specialist Care

“Ideally, once a patient with the 
inherited disease – the ‘index’ patient 
– has a positive genetic result, it 
enables the age-appropriate testing of 
at-risk family members too,” explains 
Dr Deborah Morris-Rosendahl, head 
of the clinical genetics and genomics 
laboratory at RB&HH Specialist Care. 

“By testing such family members and 
clinically monitoring those that have a 
positive genetic result, it allows us to 
capture and treat the inherited condition 
sooner to ensure the best patient 
outcomes. For example, in conditions like 
dilated cardiomyopathy, about 10 per cent 
of relatives with a positive genetic result 
already have evidence of left ventricular 
dysfunction even though they have no 
symptoms. Also, for severe, early-onset 
disorders, it is of great benefit for family 
planning, with the possibility of prenatal 
diagnosis. 

“However, it is important to consider 
the implications of a genetic test. At 
Royal Brompton Hospital, we have a 
team of experienced clinical geneticists 
and genetics counsellors who will advise 
a referrer on each test to ensure it is 
right for their patient and their family 
members. They will also coordinate 
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Helping your 
patients get a 
good night’s sleep 

Royal Brompton & Harefield Hospitals Specialist Care Case Notes Autumn/Winter 2019

How a whiff of fresh paint 
put this woman in hospital
Irritant-induced laryngeal obstruction 
is estimated to affect about 250,000 
people in the United Kingdom 
and symptoms usually occur after 
encountering triggers such as 
perfume or cleaning products. 
Specialists at Royal Brompton 
Hospital, Dr James Hull and Dr Julia 
Selby, use specialist diagnostic testing 
to identify the condition. 

Heart murmurs – what to 
consider before referring
Determining whether a heart 
murmur requires follow-up by 
a cardiologist depends on the 
symptoms and characteristics of 
the murmur, as well as the general 
condition of the patient. 

Social 
news feed
Stay up-to-date with all our latest news 
by following our social media pages on 
Facebook, Twitter, Instagram and LinkedIn.

Invaluable patient feedback
At RB&HH Specialist Care, patient 
satisfaction is our priority. Patient 
care is at the heart of everything 
our team do, and patient feedback is 
always welcomed. 

Thank you for the fantastic 5* 
#patientfeedback

Happy International  
Nurses Day
A massive thank you to all our 
wonderful nurses for the amazing 
work they do. #ThankYouNurses 

Happy #InternationalNursesDay

Harefield Hospital 
shortlisted for Acute Sector 
Innovation of the year.
Congratulations to Harefield 
Hospital for being shortlisted for the 
HSJ Awards 2019. The nomination 
is for its innovative programme to 
reduce re-admissions for surgical 
site infection. 

For regular updates, follow 
us on our social media pages. 
You can find us here:

@RBHHSpecialistCare

@RBHHPrivateCare

@RBHHPrivateCare

Royal Brompton and  
Harefield Specialist Care

RB&HH Specialist Care

Sleep is vital to your patient’s  
mental and physical health. 

Yet up to a third of UK adults may 
be affected by sleep problems, with 
many undiagnosed. 

RB&HH Specialist Care has over 20 
years’ experience in assessing and 
treating a range of respiratory and 
intrinsic sleep disorders, including: 

• Sleep apnoea 
• Troublesome snoring
• Insomnia 
• Restless legs

To find out more, or to refer a patient to one of our sleep clinics, please contact the customer  
services team on +44 (0)207 351 8830 or email privatepatients@rbht.nhs.uk

We offer convenient, affordable, rapid assessments:

*For a home sleep study at 77 Wimpole Street.

Home-sleep 
studies  

available

Same-day 
consultations with 

a sleep expert*

Test results 
reviewed within 

one week*

A home sleep 
study costs 
just £581

Sleep services 
offered across all 

three sites

Harefield Hospital  |  Royal Brompton Hospital  |  77 Wimpole Street
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Royal Brompton Hospital 
Sydney Street 
London SW3 6NP

Tel: +44 (0)20 3131 0535

Harefield Hospital 
Hill End Road 
Harefield UB9 6JH

Tel: +44 (0)20 3131 6858

RB&HH Specialist Care 
Outpatients and Diagnostics 
77 Wimpole Street 
London W1G 9RU

Tel: +44 (0)20 3131 0535

www.rbhh-specialistcare.co.uk

http://rbhh-specialistcare.co.uk

