TO: HCHS/SOL Quality Control Committee
CC: Kant Bangdiwala and Krista Perreira, SOL-Youth PI
Yasmin Mossavar-Rahmani, SOLNAS PI
Sanjay Patel, Sueño PI
Carlos Rodriguez, ECHO-SOL PI

FROM: Daniela Sotres-Alvarez, HCHS/SOL Coordinating Center
DATE: November 27, 2012
RE: HCHS/SOL Quality Control Report, November 2012

MEMORANDUM

This report includes QC Status Reports for four HCHS/SOL Ancillary Studies:


SOL-Youth



Nutrition & Physical Activity Assessment Study (SOLNAS)



Sueño Study (Sleep)



ECHO-SOL

QC Status Report for HCHS/SOL Quality Control Subcommittee,
November 27, 2012
SOL-Youth HCHS/SOL Ancillary Study
Kant Bangdiwala and Krista Perreira, Coordinating Center PI
Carmen Isasi, Bronx Field Center PI
Mercedes Carnethon, Chicago Field Center PI
Alan Delamater, Miami Field Center PI
Guadalupe Ayala, San Diego Field Center PI
John Eckfeldt, Central Lab PI
John Himes, Nutrition Reading Center PI

This report covers data from January 1st to October 31st, 2012.
1. Study Aim:
Overweight and obesity during childhood strongly influence the risk of cardiovascular
diseases and diabetes in adulthood. This study will be the first national study of overweight,
obesity and cardiometabolic risk factors among Hispanic children (ages 8-16) living in the
U.S.
2. Recruitment Report
A sample of 1,600 children (8-16 years) of HCHS/SOL participants are being enrolled from
December 2011 to January 2014. Overall, the study recruitment goals are above target as per
the study proposal to reach the original recruitment goal. Field centers have been consistently
above target since being able to recruit more children during the 2012 summer.
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Bronx and San Diego FCs have exceeded their recruitment goals, while the Chicago and Miami
FCs have had difficulties in meeting them. However, efforts in recruitment have been enormous
at all sites. The table below reflects this effort in terms of the number of letters sent, the number
of calls made, and the number of households screened.

Cumulative recruitment status as of October 24, 2012

Households (HHS)
1 # letters sent to HHS
2 # calls made to HHS
3 # HHS screened
4 # HHS eligible
Children
5 # of eligible children
6 # of eligible children
that refused to
participate
7 # of eligible children
enrolled

BX

CH

MI

SD

Total

Cumulative to
24Oct2012

Cumulative to
06Oct2012

Cumulative to
24Oct2012

Cumulative to
24Oct2012

Cumulative to
date

2868
5272
955
483

1685
3827
678
185

1880
4150
1217
310

3208
4750
1779
511

9641
17999
4629
1489

323

262

271

672

1528

31

77

24

146

278

212

110

102

251

675

 A household is counted regardless of its eligibility or if there are eligible children

A household is counted if it is eligible, regardless of number of eligible children

A child is counted if they came to and completed visit

Note that the proportion of eligible children who refuse to participate is highest in Chicago, but
also high in San Diego. In San Diego, this is attributed to the recruitment process which
involves sending a detailed information packet to the families, which may be a bit overwhelming
for some of the families to process. However, this procedure has also resulted in a very low noshow rate. San Diego also has been able to screen more households than either Chicago or
Miami, which in part explains the lower recruitment totals at those two sites.
Miami has a large proportion of households in HCHS/SOL for whom the contact information is
inaccurate and a large proportion of households with no children or with ineligible children.
Having a large proportion of households with ineligible children is largely due to the
oversampling of older individuals in the HCHS/SOL as well as Miami already having an older
population Sites also have to contend with no-shows. For example, of the 1681 participants the
Miami Field center has contacted thus far, 38% of the participants are unable to be contacted
due to both incorrect phone numbers and/or addresses or participants simply not returning
multiple messages left by phone. The Miami site works closely with the AFU HCHS/SOL staff to
obtain the most up to date contact information but accurate contact information continues to be
a challenge. The Miami field center had 100% no show rates on some clinic days such as
Saturdays which were historically good clinic days during the HCHS/SOL main study. The
Miami site has implemented evening phone calls and Saturday clinic hours but yet faces the
challenge of households with no children, ineligible children or children not living in the US.
Chicago has undertaken a number of steps to address the lower than anticipated recruitment
and examination of youth participants. To address recruitment, in July 2012, recruitment staff
positions were modified to restrict responsibilities to recruitment only, whereas previously
recruitment was a shared activity with examination. Additionally, the FTE for recruitment was
doubled from one position to two. The refusal rate in Chicago is 27% and the no show rate is
53%. In an attempt to address both, the Chicago field center raised the participant incentive for
parents from $25 to $50 while leaving the child’s incentive at $25. Additionally, because the
Chicago examination clinic is not in the community in which the HCHS/SOL participants live, the
Chicago field center began offering rides to participants to bring them to the clinic in August
2012. The combination of these changes has yielded a more consistent number of study
participants on a weekly basis.

In the Bronx, recruitment has benefited from a low refusal rate, but they have a high no-show
rate (50% on average). Despite these challenges, they celebrated their 100th participant in June
2012 (one-fourth of the goal). In order to address the no-shows, they overbook by 55%, and
make reminder calls the day before and the same day of the visit. In addition, they also started a
monthly raffle to boost show rates: each child gets a ticket; in July they raffled a basket of
summer-related items, and in August they raffled a basket of school supplies. Their biggest
challenge, in addition to the no-shows, is to reach SOL participants, requiring a large volume of
phone calls. To address this, they have coordinated with other SOL ancillary studies and the
SOL Annual Follow-Up (AFU) team. They describe the SOL Youth study at any contact, and if
there are children, they forward the information to the SOL Youth recruitment team. This
coordinated effort is aided by an integrated local tracking system, developed by the field center
IT. This tracking system allows the staff ready access to the latest contact information,
household and individual contact and eligibility and participation status (status trees), as well as
assist in administrative tasks such as printing standard recruitment letters, clinic visit reminders,
and contact logs. This system even has the ability to detect duplicates entered within form and
across forms (ex. roster to ELE links) as well as detect multiple responses or inconsistent
responses within a household (ex. number of children versus eligible children).
In addition, we provide estimates of potential 15-16 year olds as of 12 September 2012, as at
that time we were considering expanding the age inclusion criteria to 15 and 16 year olds and
the FCs made projections. In addition to having a larger pool of potential children to recruit into
SOL Youth, there are several other hypotheses that will be strengthened by adding this 15-16
year old age group. First, SOL Youth will have a greater capacity to evaluate the relationship
between acculturation and cardiometabolic risk factors. Second, SOL Youth will have a greater
capacity to evaluate changes in lifestyle behaviors which affect cardiometabolic risk factors as
youth transition from middle childhood to adolescence. Lastly, SOL Youth will have a greater
capacity to evaluate changes in parenting behaviors which affect cardiometabolic risk factors as
youth transition from middle childhood to adolescence. Since September 12, NHLBI and IRB
approvals have been obtained.
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BX
boys
20
20
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The distribution of enrolled children is quite similar between boys and girls. We do notice that
overall centers, there are higher numbers of older aged children among the enrolled study
participants, to date. Since there is no specific targeting of children, this age distribution may
simply reflect preferences for participating among the potential participants and/or their parents.
The potential 15-16 year olds identified by the FCs are an important number (see below issue
on expansion of age eligibility).

3. Quality Control
SOL Youth has implemented quality assurance systems to ensure rigorous adherence to
protocol, including manuals of procedures (MOP), training and certifying staff, monitoring calls,
site visits, and quality checks at the FCs and the CC. MOPs were modified following several
months of implementation, to address issues that staff was having collecting data and to clarify
and facilitate ease of protocol implementation.
To assure adherence to the protocol the CC organized and conducted central training
sessions for field center staff Oct 05-07 2011 in Chapel Hill. A formal certification process
was implemented at the central training to ensure that staff has been adequately trained prior to
collecting study data. Certification status is monitored. All data collection instruments require
staff identification number.
The CC has performed monitoring visits to each of the four field centers from May 3rd to
June 3rd, 2012, to assess compliance with current study protocol and MOPs, to help identify and
resolve problems and to verify correspondence between the study data and clinic records. All
field centers were found to be in compliance with current study protocols. Recruitment
challenges were addressed initially and strategies to improve recruitment were discussed and
implemented across all field centers. Strategies to maximize participant exam completion and
clinic flow efficiencies were shared among field center PIs for potential implementation. During
the site visits, there were two instances (minor event, protocol question) that required that SOLYouth update and/or clarify study protocol to ensure the accuracy of the data collected
(clarifying questions to younger children) as well as ensuring the safety of the participants
(additional tools used during blood draws to help children through the procedure). QC issues
are discussed in weekly calls by the project managers and reviewed at biweekly calls of the PIs.
Issues identified are followed-up by the CC by promptly communicating with field centers, the
Central Laboratory and the Nutrition Reading Center.
Many of the features of the CDART data management system are designed to ensure the
quality and completeness of the study data. In addition, extensive data checks will be used to
monitor protocol adherence and data quality in order to identify problems on an on-going basis.
We are collecting replicate blood samples on approximately 5% of participants. The
additional laboratory samples are labeled with a quality control ID that is indistinguishable from
other IDs, and sent to the central laboratory along with the original sample labeled with the real
participant ID. This effectively masks the laboratory to “quality control” samples. The lab results
from the replicated pairs serve to estimate the error in laboratory measurements. Issues
identified through the QC report (in-development) will be followed-up by the CC by promptly
communication with the Central Laboratory for further investigation and corrective action.

Quality Control Management Report for SOL Nutrition & Physical Activity
Assessment Study (SOLNAS)
Yasmin Mossavar-Rahmani, Principal Investigator
Albert Einstein College of Medicine
November 26, 2012
The goal of this ancillary study is to operationalize the following aims in 476 participants
from HCHS/SOL:
Aim 1. To compare energy and protein data from the 24-hr dietary recall to the gold
standard biomarkers Doubly Labeled Water (DLW) for energy and urinary nitrogen for
protein in the HCHS/SOL study; to compare physical activity energy expenditure data
from study questionnaires to the Actical (an accelerometer for measuring physical
activity), DLW and indirect calorimetry.
Aim 2. To contrast measurement error properties of: (i) the 24-hr dietary recall; (ii) the
24-hr dietary recall with the addition of the Food Propensity Questionnaire (FPQ) (iii)
HCHS/SOL Physical Activity Questionnaire; (iv) the Multi-Cultural Food Frequency
Questionnaire (formerly known as Tufts University Food Frequency Questionnaire.) [Of
the four HCHS/SOL sites, the Bronx site which consists primarily of Puerto Rican &
Dominican participants will be the only site testing this questionnaire.]
Aim 3. To use the fitted measurement error model to produce calibrated intake and
physical activity measures on the full HCHS/SOL cohort for use in analyses of clinical
outcomes. For this population, clinical outcomes of interest include cardiovascular
disease and self-reported diabetes.
Timely Progress and Completion of Enrollment:
Enrollment for the primary and reliability studies is complete at all four sites with 485
participants (target=476). The participants in the primary study completed two clinic
visits and participants in the reliability study (20% of the sample) completed four clinic
visits. SOLNAS was able to meet the target recruitment of 476 for the primary and 96
participants for the reliability study in a timely fashion. Enrollment started in February
2011 and was completed in September 2012. We are now beginning to focus on
manuscript proposals on our conference calls.

Tools used to Monitor Quality Control include:
1. Manual of Operations
2. Local Tracking System
3. Specimen Shipment Tracking
4. Management Report
5. Bi-weekly conference calls with minutes distributed afterwards
6. Communication with updates as needed

1. Manual of Operations (MOP)
The manual has detailed instructions on performing the study and quality control
measures for specimen collection including 5% blinded sub-sample of specimens (spot
urines) collected for quality control for the Doubly Labeled Water studies (Baylor
College of Medicine) and 10% blinded sub-sample for the 24 hr urine and blood
concentration biomarkers (serum, plasma and 24 hr urine) for Central Lab. Information
relating to collection of specimens is on p. 101, 102 and 112-113 of the MOP.
Information relating to collection of the 24 hr recalls is also covered on Section 10, p.iiiviii and modeled after the parent study. In addition Dr. Wong at the Baylor College of
Medicine performs quality control measures on the quality of the Doubly Labeled Water
(DLW) collection by examining the correlation coefficients of the DLW turnover rates.

2. Local Tracking System
Developed by the Bronx site, this system offers real-time information on participants’
progress in the study enabling study coordinators to determine whether participants have
completed the visits, whether sample distribution characteristics such as weight and
Hispanic/Latino background are on target and whether study enrollment is proceeding in
a timely manner.
3. Specimen Shipment Tracking
Developed by the SOLNAS-Data Coordinating Center (Data-CC) at UNC facilitates
shipment of specimens from sites to Reading Centers (Baylor College and Central Lab)
with minimal data entry.
At this time the Data CC is receiving data from the Baylor College of Medicine regarding
the Doubly Labeled Water and will start receiving data from Central Lab beginning next
year relating to the blood concentration biomarkers (folate, vitamin B12, potassium,
sodium, cholesterol, triglycerides, carotenoids, tocopherol, retinol, vitamin A, selenium
and nitrogen.) Once all data are at the Data CC, then QC analyses will be done to assess
reliability.
In order to analyze the DLW biomarker, Dr. Wong at the Baylor College of Medicine
required data from the forms collected through DMS (such as sample date and time,

weight and height, age, dose amount and dose time) for the 2 or 4 clinic visits done.
Therefore extensive data cleaning across forms and visits was performed before the DLW
Lab could process the data to guarantee that data needed were complete and accurate.
All 24 hr recalls except handful (participants traveling or hard to reach), and physical
activity actical assessments have been completed with a few pending to be sent to the
Data CC. The Data CC is working with the Nutrition Reading Center to ensure that all
recalls are received. The Multi-Cultural FFQ collection is also complete at the Bronx site
and is in process of being reviewed and analyzed at Northeastern Univ. before data are
sent to Data CC.

4. Monthly Management Report by Data CC
This report provides overall statistics by site on recruitment, participant accrual
projections and data completion. It also includes queries to correct errors related to
incorrect or missing data.
5. Bi-weekly conference calls with staff allow quick dissemination of important updates.
These pertained to quality control issues and enrollment.

Summary of Quality Check Procedures for Sueño HCHS/SOL Ancillary Study:
Sanjay R Patel, Principal Investigator
Harvard Medical School/ Brigham and Women’s Hospital (BWH)
November 9, 2012
Study Description:
Sueño HCHS/SOL Ancillary Study was designed to assess the prevalence of poor sleep habits in a Hispanic‐American
population, identify predictors of poor sleep patterns, and define the impact of poor sleep on health consequences by
measuring sleep more in depth than the parent study by conducting an objective multi‐dimensional assessment of sleep
over 7 days using actigraphy in a subgroup of 2200 participants of the parent HCHS/SOL study. The recruitment period is
October 2010 – December 2013 to recruit 550 participants from each of the four field sites. As of November 2012, 1234
subjects have been recruited across all sites.
At the Reading Center:
Field sites are asked to do a cursory evaluation of actigraphy data upon return of the actigraphs. If studies are clearly
inadequate, they invite the participant to repeat the study with clarification of instructions to improve results. When an
Actigraphy file is initially received at the Sleep Reading Center (BWH), the file is reviewed within 72 hours to determine
whether minimum criteria for a valid study are met. If the Actigraphy file is determined to be of insufficient quality, the
field site is notified so the participant can be re‐contacted to assess willingness to repeat the study. The Reading Center
also submits a Study Failure form to the field site to provide a reason for study failure and provide feedback to field site
staff regarding ways to eliminate this type of failure in the future. In addition, study failure rates are quantified by site
on monthly reports from the Data Coordinating Center and reviewed on monthly conference calls with Study
Coordinators as well as monthly Steering Committee calls. Of the first 1177 participants with actigraphy reviewed, 64
(5.4%) had a failed study on first attempt, well below the 10% expected rate. Of these 64, 49 agreed to wear the device
again with a second failure occurring in only 6 (12.2%).
The sleep data (both actigraphy and sleep diary) collected then undergoes more rigorous scrutiny at the Reading
Center with completion of an Actigraphy Quality Form. The general purpose of this form is to indicate the level of
confidence that the sleep intervals set on a participant’s actigraphy file are an accurate reflection of the participant’s
actual sleep habits. The participant’s Daily Sleep Log is scored on this form as “Reliable” if it aided in the confidence of
the placement of the sleep intervals, “Unreliable” if it did not aid, and “Missing” if no sleep log was received. For each
day, the Time in Bed (time when it was thought the participant intended to sleep) and the Time Out of Bed (time when it
was thought the participant woke up) are assigned grades. A grade of “1: Unreliable” indicates that the time set was a
guess/approximation. In contrast, a grade of “3: Mostly Reliable” indicates that the interval set is likely the actual time
the participant intended to sleep or wake up. Naps are similarly graded. All scoring is done by a single actigrapher
dedicated to the Sueño study. Once a week, the Sueño PI reviews scoring and grading of all studies received in the prior
week with the Study Actigrapher to ensure high quality scoring and consistency in grading. Quality scoring is summarized
quarterly by site and if outliers are identified, these are reviewed with the site PI and study coordinator with specific
recommendations to improve study quality. Of the first 1156 participants with passing actigraphy data, only 8 Sleep Logs
(0.7%) have been classified as “Missing” and 33 (2.9%) as “Unreliable”. In terms of Time in Bed and Time Out of Bed for
each night, only 471 out of 18,004 intervals (2.6%) have received an “Unreliable” score.
Errors in data quality are also tracked by actigraphy device used. Devices associated with multiple studies containing
minor errors or any study containing a major error are immediately shipped to the manufacturer for battery
replacement or more substantive repairs and/or replacement. Processes to test every repaired/replaced device on staff
prior to use in the field have reduced the number of study failures due to a defective actigraph device.
At the Data Coordinating Center:
The management report includes overall statistics by site on recruitment, participant accrual projections and data
completion. Queries for data inconsistencies across forms and a Missing Items Report are generated monthly based on
missing forms and missing data from each form entered into the Data Management System. As of October 8th 2012, the
proportion of missing forms studywide was only 0.1% of 11,614 forms and the overall proportion of missing items was
less than 0.1%. In addition, means of key sleep outcomes are regularly assessed to identify shifts in protocol over time.
Thus far, no such trends have been detected.

Quality Control Report for the Echocardiographic Study of
Latinos/Hispanics (ECHO-SOL) Ancillary Study
November 20, 2012
PI: Carlos Jose Rodriguez MD, MPH, FACC, FAHA
A. Specific Aims
The overall goal of this study is to establish a unique cohort, named ECHO-SOL (Echocardiographic Study of
Latinos/Hispanics), that will permit highly cost-efficient study of cardiac structure and function in Hispanic
adults in order to meet two specific aims:
1. characterize cardiac structure and function and its determinants among Hispanics and Hispanic subgroups;
2. determine the contributions of specific psychosocial / socioeconomic factors to cardiac structure and
function among Hispanic adults.
ECHO-SOL will consist of 1,800 participants over 45 years of age already enrolled in HCHS-SOL across four
US sites (Bronx, NY; Chicago; San Diego; Miami), utilizing a balanced enrollment design to obtain near-equal
numbers of Hispanic subgroup representation. Participants are being enrolled over a period of four years. The
ongoing study is obtaining the largest and most comprehensive dataset of echocardiographic parameters
focused solely on US Hispanics. Primary outcomes include abnormal cardiac structure (defined by LVM),
abnormal systolic function (defined by a decreased LV ejection fraction [EF], and abnormal diastolic function.
Other echocardiographic measurements include but are not limited to: LV / RV stroke volume, LV end systolic /
diastolic volumes, LA volume, mitral inflow spectral wave Doppler, tissue Doppler, right ventricular function and
assessment of pulmonary pressures. Investigation into these areas will be extremely promising in learning
about Hispanic cardiovascular health and highly relevant to future public health planning.

B. Studies and Results
ECHO-SOL began enrollment of participants in September 2011 and is completing its second year of funding.
HCHS-SOL participants are recruited according to their enrollment in the baseline HCHS-SOL visit 1,
according to the diagram below:
HCHS-SOL enrolled 2009

HCHS-SOL enrolled 2010

HCHS-SOL enrolled 2011

ECHO-SOL enrolled 2011

ECHO-SOL enrolled 2012

ECHO-SOL enrolled 2013

As the PI of ECHO-SOL, Dr. Rodriguez has interfaced with all of the HCHS-SOL field centers (FCs),
established the Imaging FCs, performed site visits and currently coordinates a multidisciplinary team with
expertise in echocardiography, epidemiology, biostatistics, cardiology, behavioral sciences, and multicenter
cohort study design to collect echocardiographic data on HCHS-SOL visit 1 participants. Conference calls, led
by Dr. Rodriguez, are held monthly for the site PIs and our CERC study coordinator. All minutes of these calls
are prepared by CERC staff and faculty and are shared with all the study investigators. Additional separate
conference calls are also held monthly for the site study coordinators and sonographers.
B1. Recruitment Report
As of 11/20/12, 1,317 participants have been screened and 938 enrolled. Three out of 4 sites started
enrollment in September 2011. Our San Diego site did not start enrolling participants until December 2011.
Despite this, steady brisk enrollment has been maintained. To date, 938 enrolled participants are included
in the Cardiac Echo Reading Center local REDCap database. The interactions between the FCs and the
CERC have been highly favorable. ECHO-SOL has an >70% participation rate, and we have had no
reports of participant dissatisfaction thus far with over 900 participants enrolled. The cohort is entirely over
45 years or older (mean age 54.8). (see Table 1) We have currently exceed our NIH recruitment
milestones by 64.6%!
B2. Image Quality / Data Assessment Report
As of 11/20/2012 we have received 938 studies. We have had excellent image quality across the FCs as
graded by our 40-point technical quality item checklist (>90% items were met; see Figure) and low
percentage of missing variables (<2% missing for our primary outcome measures including LV mass, LV

volumes, and diastolic function parameters). Greater than 85% of studies have 90% of all measures
obtained. ECHO-SOL is currently ahead of schedule on its data acquisition and data analysis. Currently,
770 (82%) studies have been measured with full data interpretation.
B3. CERC QC Reproducibility Report
In blinded fashion, we assessed the CERC inter-reader reliability for the variables measured to derive our
primary outcomes measures. Thirty-five echocardiograms were selected at random and measurements
performed by the ECHO-SOL technician reader were compared to repeat measurements by an
experienced echocardiographer for the same study. Intra-class correlations (ICC) and technical error of
measurement (TEM) are summarized in Table 2. Every 3 months, we will repeat blinded reads of 5% of
studies performed during that period.
B4. Clinical Alerts / Incidental Findings Report
All ECHO-SOL participants receive a summary report of their echocardiograms in both English and
Spanish so that even mild abnormalities that are not significant enough to generate a clinical alert are
communicated to the participant. Currently, 687 participant reports have been sent across all four sites.
The remaining studies are currently under review. The mean length of time from routine study receipt by
CERC to routine participant report sent to the site is 52 days. Twenty participants (2.1% of the overall
cohort), were found to have a non-critical clinical alert findings (see Table 3). There have been no critical
clinical alerts. All participants were offered and received an outpatient medical referral, and one could not
be contacted for follow up. Fifty-percent of the non-critical alerts were first-line alerts at the FC level and full
clinical echo reports were sent within 48 hours, per study protocol.
Table 1. Screening & Recruitment Breakdown by Site and Hispanic subgroup

Table 2. QC Inter-Reader Variability Breakdown
TEM Rel %
Measure
EDV 2
EDV 4
EF 2
EF 4
ESV 2
ESV 4
IVSD
LADIM *
LAV 2
LAV 4 **
LVIDD
LV Mass
LVPWD

N
35
35
35
35
35
35
35
35
35
35
35
35
35

ICC

Inter
Intra
Inter
Intra
4.4
4.0
0.98
0.99
5.0
2.2
0.98
1.00
6.5
3.0
0.80
0.96
7.2
3.1
0.75
0.95
6.1
5.8
0.99
0.99
6.9
4.8
0.98
0.99
8.2
6.9
0.80
0.87
3.5
1.7
0.91
0.98
6.6
4.3
0.97
0.99
5.4
3.4
0.97
0.99
2.8
1.5
0.94
0.98
7.5
5.5
0.94
0.97
7.5
4.0
0.83
0.94
Notes:
* 33 cases available for inter and intra reader reliability
** 34 cases available for inter-reader reliability

Pearson Correlation
Inter
Intra
0.98
0.99
0.98
1.00
0.82
0.96
0.77
0.96
0.98
0.99
0.98
0.99
0.85
0.88
0.97
0.98
0.97
0.99
0.98
0.99
0.96
0.98
0.96
0.97
0.88
0.95

technical error of measurement (TEM) (standardized measurement variability) for continuous variables. "Agreement" between readings was defined
as differences of <10%, "borderline" agreement as differences of 11-15%, and "disagreement" as differences >15%.
intraclass correlation (ICC). ICC was interpreted as follows: 0-0.2 indicates poor agreement: 0.3-0.4 indicates fair agreement; 0.5-0.6 indicates
moderate agreement; 0.7-0.8 indicates strong agreement; and >0.8 indicates almost perfect agreement.

Table 3. Clinical Alerts by type
non_critical_Clinical Alert type

Frequency

1. Moderate or greater mitral regurgitation

4

2. Moderate or greater mitral stenosis

1

3. Moderate or greater obstructive lesions of the LVOT, including AS, HCOM

1

4. Moderate or greater aortic regurgitation

1

6. Severe left or right ventricular enlargement.

1

7. Low ejection fraction or wall motion abnormality

12

Figure. Image Study Quality

