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National Clinical Lead for Lymphoedema Wales.

[image: Mel Thomas.jpg]Melanie qualified as a physiotherapist in 1994 and became involved in Lymphoedema in the late 1990’s. She was appointed in 2000 as the first Macmillan Lymphoedema Physiotherapy Specialist in Wales. She authored the Welsh Government Lymphoedema Strategy in 2009 and was appointed the National Clinical Lead role in 2011. She now strategically manages the All Wales Lymphoedema Network ensuring equitable, standardised lymphoedema care in Wales. She is the programme manager in the new Curing Lymphoedema Programme involving super micro surgery and is also in year four studying for a PHD.
Melanie was awarded an MBE in the Queen’s birthday Honours in 2013. 
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Honorary Consultant And NHS England Lead For The South Western Region For Diabetes Footcare
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Richard trained in Physiology at the University of Cambridge, followed by medicine at Guy’s Hospital. After postgraduate training in Diabetes and Endocrinology in Southampton, Northwick Park, Bristol and Mexico City he was appointed consultant physician Torbay Hospital in 1986. Diabetes research included studies in nutrition, neuropathy, metabolism and insulin resistance. He led the Torbay UKPDS centre (1987 to 2003), the national rare disease clinic for Alström syndrome (1998 to 2012) and the successful Torbay diabetic foot MDT from 2005 to 2012. He is now honorary consultant and NHS England South West lead for diabetes foot care.

David Mitchell
Consultant Vascular and Transplant Surgeon
Quality and Safety Lead, Bristol Bath Vascular Network
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David needs no formal introduction to the SWVS – as an energetic consultant colleague and active member since appointment as a consultant in 1994. He trained on the South Coast, London and in Australia in Vascular surgery and renal failure and transplant surgery. His previous roles include VSGBI Audit and QI Committee Chairman and Director of national Abdominal Aortic Aneurysm QI programme (2009-2013).
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Directions:

It is advised to travel into Bristol by train. The M Shed is 20 minutes walk from Bristol Temple Meads. The nearest bus stop is Broad Quay (see the Travel West website) or Taxis are usually available from the station (0.9 miles) and there is a drop-off and pick up point for taxis at the Wapping Road entrance of M Shed. 

If you do choose to drive, M Shed is located on Wapping Road (SatNav: BS1 4RN) around two miles from the end of the M32 motorway. There are nearby public car parks at The Grove (BS1 4RB) and Wapping Wharf (BS1 4RH).  There are parking spaces for Blue Badge holders in the Wapping Wharf car park.

Bicycles can be locked to the designated racks by the rear entrance.

Registration will take place from 10 am. 

GENERAL INFORMATION

The local organiser Mr Marcus Brooks and his colleagues from the Bristol Bath Weston Vascular Network are pleased to welcome you to the 37th meeting of the South West Vascular Surgeons.
The meeting has been generously supported by a large number of companies who will be at the meeting. 
Please take the opportunity to visit the exhibition during the coffee and lunch breaks. 

Presentations

These should be no more than 5 minutes in duration to allow 5 minutes for questions.

All speakers must email their presentation to marcus.brooks@nbt.nhs.uk by 5 pm on Wednesday 11th of March 2015. Please name your file so it can be easily identified (i.e. Name of presenter, Hospital and Keyword if more than one abstract submitted). 

Please specify in your email if your presentation contains video or other content likely to cause issues. There will be an Internet connection available but this sits behind a Council Firewall and will not allow access to some websites (one example is YouTube).

It is recommended that you also bring your presentation with you on an USB memory stick on the day.

A computer will be available on the day to check your presentation displays correctly.

It will unfortunately not be possible for presenters to use their own computers for presentation.

SPONSORS


We are extremely grateful to the following companies who have confirmed sponsorship of this year’s meeting at the time of this programme going to print:


Aquilant Services
Bard Ltd
Bolton Medical
Cook Medical
Covidien
Credenhill
W.L. Gore
Huntleigh Medical
LeMaitre
Lombard Medical
Medi UK Ltd
Medtronic
Nuros
Promed Ltd
STD Pharmaceuticals
Vascutek Ltd




PROGRAMME


10.00 	Registration, Coffee & Visit Trade Stands

10.40		Welcome:  Marcus Brooks

Chairman:  Mr Marcus Brooks

10.50	Feet First – Estimating The Burden Of Work At A Major Arterial Centre From Diabetic Foot Disease
D Urriza Rodriguez, J Houghton, N Percy, A Gribbin, AR Weale, DC Mitchell.
Bristol Southmead Hospital, North Bristol NHS Trust, Bristol.
11.00	Pain Management In Critical Limb Ischaemia
Dr Sarah Harman; Mr David Birchley.
Department of Vascular Surgery, Royal Devon and Exeter Foundation NHS Trust.
11.10	Outcomes Of Endovascular Intervention And Surgery In Critical Limb Ischaemia In Non-Diabetic Patients, A 7 Year Cohort.
Grover G, Platt T, Chant H, Davies J, Hopper A, Woodburn K.
Vascular Unit, Royal Cornwall Hospitals NHS Trust.
11.20	Can Infra-popliteal Angioplasties Delay The Need For Major Amputation?
B Lett, D Urriza Rodriguez, G Collin, P Mezes, N Collin, AR Weale
Bristol Southmead Hospital, North Bristol NHS Trust, Bristol.
11.30	Symptomatic Outcome Of Iliac And Infra-Inguinal Endovascular Intervention: Our Experience Of 479 Infra-Inguinal Punctures
S.Y.Phang, T.Khan, S.Zeidan, J.Barwell, S.Ashley, F.Dix, C.Parry
Department of Vascular Surgery, Derriford Hospital, Plymouth.
11.40	Patency Rates Of Autogenous Arm Vein Compared To Long Saphenous Vein Grafts For Lower Limb Arterial Bypass
Hall S, Phillips M, Shearman C, Nordon I, Baxter S
University Hospital Southampton NHS Foundation Trust, Southampton General Hospital, UK.
11.50	Patient Acceptance Of Risk With Treatment Options For Intermittent Claudication
AHM Morbi1,2, M Albayati1,2, S Coles2, IM Nordon1,2, CP Shearman1,2
1 Department of Vascular Surgery, University Hospital Southampton NHS Foundation Trust 2 University of Southampton.
12.00	The National Stroke Strategy – FASTER may be better
Katherine Hurst, Regent Lee, Matthew Giles, Ediri Sideso, Ashok Handa
Nuffield Department of Surgical Sciences, John Radcliffe Hospital, Oxford.

12.10	Thrombolysis of Ilio-Femoral Deep Vein Thromboses: Early Results of a Locally Developed Protocol
J Duthie, J Monteiro de Barros, S Ashley, J Barwell, F Dix, C Parry
Department of Vascular Surgery, Derriford Hospital, Plymouth
12.20 Personalising Wound Care: A Gene Expression Signature For Predicting Clinical Outcomes Of Venous Leg Ulcers
DC Bosanquet, AJ Sanders, ED Cox, F Ruge, J Lane,  KG Harding, WG Jiang
Department of Surgery and Wound Healing, Cardiff University School of Medicine, Cardiff, United Kingdom
12.30	What A Quality Lymphoedema Service Looks Like & How It Was Established
Melanie J Thomas MBE
National Lead for Lymphoedema Services, Wales

12.50	Lunch

PLEASE ENSURE YOU MAKE THE MOST OF THE OPPORTUNITY DURING THE LUNCH HOUR TO VISIT THE TRADE STANDS






Chairs: Mr Peter Lamont & Ms Rebecca Winterbourn

14.00	Systematic Review and Meta-Analysis of rupture rates of untreated large abdominal aortic aneurysms in patients unfit for elective repair
Fran Parkinson, S Ferguson, Peter Lewis, Ian Williams, Chris Twine.
South East Wales Vascular Network

14.10 10 year experience with fenestrated and branched endografts for thoraco-abdominal aortic aneurysms
Chloe Mortensen, Taha Khan, Rebecca Winterborn, Neil Collin, Marcus Brooks, John Hardman.
Major Arterial Centre, Southmead Hospital.

14.20	The use of adjunctive Aortic Arch De-branching and Spinal Drainage in Thoracic Endovascular Aortic Repair is associated with low morbidity and complication: Experience in The Oxford Regional Vascular Unit
Francesca Fratesi, Emma Wilton, Shaneel Patel, Raman Uberoi, Jeremy Perkins, Ashok Handa, Ediri Sideso
Vascular Surgery, The John Radcliffe Hospital, Oxford University Hospitals, Oxford, UK.

14.30	Effect of percutaneous EVAR on peri-operative outcomes and analysis of factors affecting failure of percutaneous closure
Morbi AHM1,2, Yao C1, Wilson IDC3, Nordon IM1,2
1 Department of Vascular Surgery, University Hospital Southampton NHS Foundation Trust
2 University of Southampton. 
3 Department of Radiology, University Hospital Southampton NHS Foundation Trust.

14.40	The Bolton Treovance endograft: single centre experience
E Wilton, S Patel, A K Allouni, R Uberoi, M Bratby, R Patel, A Handa and E Sideso.
Nuffield Department of Surgical Sciences and Departments of Vascular Surgery and Interventional radiology, John Radcliffe Hospital, Oxford.

14.50	Is Profunda revascularisation enough in limb salvage?
Reeves NL, Ireland PA, Kulkarni SR, Poskitt KR
Department of Vascular Surgery, Cheltenham General Hospital

15.00	Business meeting

15.15	Tea


PLEASE ENSURE YOU MAKE THE MOST OF THE OPPORTUNITY DURING THE TEA BREAK TO VISIT THE TRADE STANDS


Chairmen: Mr John Budd


15.30	Delays In Discharge On The Vascular Ward – A Service Improvement Project
John Houghton, Daniel Urriza-Rodriguez, Marcus Brooks & David Mitchell
Southmead Hospital, North Bristol NHS Trust, Bristol Bath Weston Vascular Network.

15.40	How confident are junior doctors in assessing and managing vascular patients? 
Jamila S. Karim, Chris Davies, Colin Ferguson.
Morriston Hospital, Swansea.
	
15.50	What A Quality Diabetic Foot Service Looks Like & How It Was Established
Richard Paisey
Honorary Consultant Diabetologist and Endocrinologist Torbay Hospital
NHS England Lead Diabetic Foot Peer Reviews in the South West

16.10	What A Quality Vascular Service Looks Like – & How It Was Established.
David Mitchell
Consultant Vascular & Transplant Surgeon
Quality &Safety Lead, Bristol Bath Vascular Network

16.30 	Leg Compression After Treating Varicose Veins: A Continuing Dilemma.
Campbell B, El-Sheika J, Nandhra S, Carradice D, Acey C, Leung C, Smith G, Chetter I.
Royal Devon and Exeter Hospital and Hull Royal Infirmary


16.40	Meeting close and announcement of prize winners

	

ABSTRACTS
	Feet First – Estimating The Burden Of Work At A Major Arterial Centre From Diabetic Foot Disease
D Urriza Rodriguez, J Houghton, N Percy, A Gribbin, AR Weale, DC Mitchell
Bristol Southmead Hospital, North Bristol NHS Trust, Bristol

	Introduction
Diabetic foot disease (DFD) represents imposes a major economic and workload burden on the National Health Service. The positive impact of a multidisciplinary team (MDT) approach to the management of DFD is well established. However, the workload burden created at individual vascular surgical units is not established. The objective of this study was to assess the workload created by patients with active DFD at a major arterial centre (MAC) following centralisation of services.

	Methods
This prospective study was carried out over a 6 weeks period (03 November 2014 – 14 December 2014). The following patients were included in the study: all patients attending the weekday diabetic podiatry clinic; all patients attending the fortnightly diabetic foot MDT clinic; and, all patients admitted electively or as an emergency under the vascular surgical team with active DFD.  

	Results
92 patients (221 consultations) were reviewed through our elective pathway at the daily podiatry clinic. The majority of patients (n=60, 65 %) were managed within the podiatry clinic. The remaining 32 patients (35 %) patients were managed at the diabetic foot MDT clinic.  The podiatry clinic generated a further 13 outpatients referrals (7 vascular and 6 orthopaedic). 5 (5 %) patients required immediate vascular review, and only 1 patient was admitted directly under the vascular team. During the study period, there were 35 vascular admissions due to active DFD. 27 (77 %) as emergency admissions. The majority of patients (67 %, n=18) admitted as an emergency had never previously been seen through the MAC podiatry/MDT service. The DFD admissions equate to 33 % of all emergency admissions and 8 % of elective admissions during this period. The admissions involved 22 angioplasties, 14 minor amputations, 6 major amputations, and 2 lower limb bypasses. The average length of stay for patients with active DFD was considerably longer than the average vascular admission during the same period, 14 days and 4 days respectively. 

	Conclusion
Despite a well-organised elective footcare pathway, individuals frequently present with new or worsening DFD that requires emergency surgical input. Improving outcomes will require pathway re-design to place more patients with at risk feet on the elective pathway.






	Pain Management in Critical Limb Ischaemia
Dr Sarah Harman; Mr David Birchley
Department of Vascular Surgery
Royal Devon and Exeter Foundation NHS Trust


	Introduction
Critical Limb Ischaemia (CLI) is a common clinical presentation to vascular units and appropriate symptom management is fundamental to optimising patient outcomes and experience. NICE clinical guideline 147 sets clear audit standards for the management of pain in patients with CLI. We undertook an audit to assess our compliance against these standards.


	Methods
Retrospective notes review of 15 patients with CLI admitted between October 2013 and April 2014. 


	Results
Fifteen patients were included (12 male, 3 female; 9 elective admissions and 6 emergency admissions). Of the four criteria used as audit standards, compliance ranged from 41.7% to 91.7%. Particular deficiencies were noted in the prescription of anti-emetics and laxatives and in pain management referrals.


	Conclusion
We fail to meet the required audit standards for management of pain in patients with CLI, based on NICE guidance 147. We believe the management and experience of patients can be optimised. A protocol has been drafted for education and training and re-audit is planned to close the loop.






	Outcomes of Endovascular Intervention and Surgery in Critical Limb Ischaemia in Non-Diabetic Patients, a 7 year Cohort.
Grover G, Platt T, Chant H, Davies J, Hopper A, Woodburn K
Vascular Unit, Royal Cornwall Hospitals NHS Trust

	Introduction
Patients presenting with critical limb ischaemia (CLI) are typically a sick cohort with multiple comorbidities, and poor long term survival. Previous studies, including the BASIL trial, have demonstrated superiority of surgical revascularisation over endovascular intervention for long term amputation free survival and limb salvage rates.  This is a retrospective analysis of non-diabetic patients presenting with CLI and infra-inguinal disease over a 7 year period. Primary outcomes examined were overall survival (OS), amputation free survival (AFS) and limb salvage (LS) in patients undergoing primary endovascular intervention (ENDO) vs revascularisation bypass surgery (RS) vs endovascular intervention followed by revascularisation surgery (ENDO/RS).

	Methods
Insight (PACS) and the National Vascular Database (NVD) were used to identify all non-diabetic patients presenting with infra-inguinal CLI from December 2007 to December 2014. Data pertaining to patient demographics, comorbidities, functional status at presentation, level of disease, mode of intervention (ENDO, RS or ENDO/RS), need for secondary interventions and follow up was collected and retrospectively analysed.

	Results
158 limbs in138 patients were analysed. 69 M, 69 F, Median age 80 yrs IQR [68-86], Rutherford criteria: 4 (27, 17.1%), 5 (58, 36.7%), 6 (72, 45.6%), Median follow-up 9.2 mnths IQR [3.2-20.9]. Patients in the ENDO group were older compared to the RS group (82 yrs vs 69yrs, p<0.01), CCF was more prevalent in the ENDO group (22% vs 4.3%, p=0.016). Rutherford 5 & 6 were treated primarily with ENDO first (94% VS 61%, p=0.001). Kaplan Meier 5 year estimates for overall survival (OS) and amputation free survival (AFS) was significantly greater in the surgery group: OS RS 61.3%, ENDO/RS 65%, ENDO 31.2% p=0.001. AFS RS 40.1% vs ENDO 24.9% p=0.046. 

Cox proportional hazards model showed end stage renal failure (ESRF) to be an independent predictor of death HR 2.61 (1.01-6.73) p=0.048. Above knee intervention (ENDO or RS) was an independent predictor of limb salvage OR 0.48 (0.23-1.01) p=0.045. ESRF, TIA/CVA and CCF were independent predictors of reduced AFS.
 Independent predictors of time with AFS
Predictor     HR (95% CI)         P  ___                                    
ESRF            2.98 (1.25-7.09)     0.013
TIA/CVA     2.58 (1.42-4.68)     0.002
CCF              3.18 (1.83-5.52)   <0.001 

	Conclusion
In keeping with results from the BASIL trial, our results demonstrate that revascularisation surgery is superior to endovascular treatment in patients surviving over 2 years. However, we acknowledge that whatever the treatment strategy, the risk of limb loss is high with poor overall survival in this group of patients. Treatment of CLI consumes resources and as successful revascularisation  may not represent functional improvement. Quality of life data will be important in justifying treatment strategies, and yet little data on long term functional outcomes is available or routinely monitored.





	Can infrapopliteal angioplasties delay the need for major amputation?
B Lett, D Urriza Rodriguez, G Collin, P Mezes, N Collin, AR Weale
Bristol Southmead Hospital, North Bristol NHS Trust, Bristol

	Introduction
Limb salvage for patients with critical limb ischaemia (CLI) involving the infra-popliteal (IP) segment may be achievable by endovascular means. The aim of this study is to report limb salvage rates in this group of patients in our centre, and review complications/surgical interventions.

	Methods
Retrospective study of all patients undergoing index IP angioplasties for Rutherford category 4 to 6 CLI during the 12 months period (01 October 2013 to 30 September 2014). Patients were identified using the local electronic interventional radiology database. Further surgical and endovascular interventions were identified using local electronic clinical and surgical records. Data was analysed using Microsoft Excel.

	Results
Over 12 months, 66 patients underwent IP angioplasty for rest pain and/or tissue loss secondary to CLI. 36 (55 %) patients were known diabetics and 8 (12 %) patients were on haemodialysis. Average follow-up time from index procedure was 156 days. 

The majority of patients (n=44, 67 %) underwent multilevel endovascular revascularisation. There were 11 (17 %) complications and only 2 (3 %) procedures were abandoned. Limb salvage rate was 86 % (major amputations n=9, mean time to amputation 101 days). 4 patients had major amputations >90 days from index angioplasty. 40 (61 %) patients did not require further interventions. 5 (8%) patients underwent bypass, at an average of 8 days post-angioplasty. 12 (18 %) patients required further endovascular interventions, with 8 patients undergoing repeat IP angioplasties. 10 (15 %) patients underwent further debridement and 10 (15 %) patients underwent minor amputations. This occurred on average 81 days and 89 days after the index IP angioplasty respectively.


	Conclusions
We have demonstrated that high rates of limb salvage can be achieved with an ‘angioplasty first’ approach for patients with IP disease. To achieve these results high levels of radiological re-intervention are required but only a minority proceed to bypass surgery.






	Symptomatic outcome of iliac and infra-inguinal endovascular intervention: our experience of 479 infra-inguinal punctures
S.Y.Phang, T.Khan, S.Zeidan, J.Barwell, S.Ashley, F.Dix, C.Parry 
Department of Vascular Surgery, Derriford Hospital, Plymouth.

	Introduction
Iliac and infra-inguinal angioplasty with possible stent placement is an important modality in the treatment of arterial disease. Restoring flow requires treatment of atherosclerotic lesions at a single or multiple anatomical levels. Success is often determined by angiographic or duplex assessment. This abstract describes our single-centre experience of symptomatic outcome which is often the deciding factor regarding further management. 

	Methods
A retrospective analysis of computerised medical and radiology records from March 2010 to March 2013 revealed 479 consecutive femoral artery puncture sites for iliac and infra-inguinal endovascular interventions. The clinical course was followed to March 2014. The anatomical levels of disease, endovascular approach, complications and symptomatic improvement were assessed.

	Results
Of the 479 puncture sites (328 male : 151 female) 59.5% were performed for critical ischaemia, 39% for claudication and 1.5 % for at-risk grafts. The majority of procedures (78%) were for disease at a single level and the remainder for multi-level disease. Average interval to first follow up appointment was 58 days. 
Transluminal angioplasty, subintimal angioplasty and stent deployment accounted for 65%, 20% and 15% of intervention for single level disease respectively. Multi-level disease was treated by transluminal, subintimal or a combination of transluminal/subintimal/stent placement in 58%, 6% and 36% of punctures respectively.
Symptomatic improvement for single level and multi-level disease interventions was 75% and 69% respectively. Complications occurred in 6.2% of cases. There was immediate symptomatic deterioration in 3 cases which required surgical intervention. 

	Conclusion
The symptomatic improvement following endovascular intervention is comparable to studies evaluating the angiographic/duplex outcome of intervention.





	Patency rates of autogenous arm vein compared to long saphenous vein grafts for lower limb arterial bypass.
Hall S, Phillips M, Shearman C, Nordon I, Baxter S
University Hospital Southampton NHS Foundation Trust, Southampton General Hospital
.

	Introduction:
The long saphenous vein (LSV) has long been held as the gold standard graft for infrainguinal arterial bypass procedures. However, in many patients, this vessel has already been utilised for previous peripheral or coronary bypass surgery, or is of too poor a quality to use as a graft. Autologous arm veins provide an alternative treatment option in these patients however there are only a limited number of reports of their long term primary patency rates.


	Methods:
Patients who had undergone infra-inguinal arterial bypass surgery between September 2009 and September 2012 at a single centre were identified using theatre log books. Patient demographics, operative details and the outcomes of the ultra-sound Duplex surveillance scans were collected from case notes and online hospital documents. The two year primary patency rates and patient all-cause mortality rates were analysed using Kaplan-Meier curves with Log rank comparisons.


	Results:
One hundred and thirty eight infra-inguinal bypass operations were identified on 123 patients. The average age of this cohort was 70 (range 22-91) and 76% of the patients were male. Fifty-eight of the bypass operations were femoropopliteal and 80 were femorodistal. An LSV graft was used in 84 (61%) of these operations and an arm vein or arm/LSV composite was used in 53 (39%). The two year occlusion rate was 26.4% for arm/composite vein grafts and 23.8% for LSV grafts (p=0.56). The target vessel for bypass (popliteal vs. distal) was not a significant factor in the occlusion rate (20.1% vs. 28.8%, p=0.12) however femorodistal bypasses were associated with a significantly higher 2-year all-cause mortality (8.6% vs. 20.0%, p=0.05). Limb salvage rates for arm/composite vein and LSV grafts were comparable at 94.8% and 93.1% respectively.


	Conclusion:
Outcomes of infrainguinal arterial bypass using arm veins have equivalent patency to LSV grafts. Importantly, both graft types show similar limb salvage rates out to two years.







	
Patient Acceptance Of Risk With Treatment Options For Intermittent Claudication
AHM Morbi1,2, M Albayati1,2, S Coles2, IM Nordon1,2, CP Shearman1,2
1 Department of Vascular Surgery, University Hospital Southampton NHS Foundation Trust
2 University of Southampton


	Introduction
Intermittent claudication has a major impact on quality of life and functional ability. Management is largely influenced by vascular surgeons’ perceptions of the benefits and risks of treatment. There is little information available regarding the level of risk that patients perceive to be acceptable. 
This study investigates patients’ acceptance of risk associated with current management options for intermittent claudication and explores factors associated with greater risk acceptance.

	Methods
Patients with confirmed intermittent claudication presenting to vascular clinic and supervised exercise classes were surveyed in a single-centre prospective study. A standard gamble-type method was used to measure patients’ acceptance of risk associated with medical treatment, angioplasty and surgical bypass. Level of risk acceptance was correlated to patient factors.

	Results
50 patients with intermittent claudication were surveyed; 74% male; median age 68-years (IQR 59-74), maximal walking distance 100m (70-200) and ankle-brachial pressure index 0.65 (0.60-0.78). 
Median risk acceptance for treatment failure was 70% for medical treatment, 50% for angioplasty and 40% for surgical-bypass. Median risk acceptance for major amputation and death was 0% for all 3 management options. 
Patients with shorter claudication distances had significantly higher acceptance of the risk of treatment failure with medical treatment (p=0.010), angioplasty (p=0.011), and bypass (p=0.030). There was no significance between claudication distance and risk acceptance of major amputation with angioplasty or surgical bypass or death with any treatment modality. 
There was no significant correlation between level of risk acceptance and age, gender or diabetic status.

	Conclusion
Claudicants are prepared to accept significant risk of treatment failure, in order to gain benefit, and patients with shorter claudication distances are willing to accept greater levels of risk. However, regardless of claudication distance, patients have low acceptance of the risk of amputation or death. Patient acceptance of risk should be considered when planning management. 






	The National Stroke Strategy – FASTER may be better
Katherine Hurst, Regent Lee, Matthew Giles, Ediri Sideso, Ashok Handa
Nuffield Department of Surgical Sciences, John Radcliffe Hospital, Oxford

	Introduction
The current NICE guidelines state that carotid endarterectomy should be scheduled within two weeks of symptoms and the National Stroke Strategy plans to reduce this time to 48h. This study aims to review where possible delays are occurring from initiation of TIA/stroke symptoms to time to CEA.

	Methods
This cohort study analysed an all-inclusive group of 150 patients with confirmed TIA, during a 5 month period (June – October) . All patients were referred into a single tertiary centre TIA clinic and were followed up one month after the event.  A questionnaire collected data on: the patients’ symptoms, whether they had experienced any similar symptoms prior, how they acted upon the symptoms, whether they were aware they were experiencing a TIA/stroke and whether they were aware of the FAST campaign. Details of their previous medical therapy and treatment for their TIA were also recorded. 


	Results
All 150 patients presented with a confirmed TIA/stroke. 51/150 (34%) had a prior history of TIA/stroke and 35/150 (23%) had under gone an ‘index’ event in the 5 days before presentation. 58 (39%) experienced difficultly in speaking and 45/150 (30%) symptoms of disturbance/loss of vision. Of this group 32 (21%) had a deficit in vision only, and 32/32 (100%) were not aware they were having a TIA. 

27/150 (18%) came straight to hospital, 27/150 (18%) called 999, 82/150 (54%) called their GP, 15/150 (10%) presented to other services. 92/150 (61%) had a delay in presentation: 18/92 (20%) initially phoned a family member, 6/92 (7%) initially phoned ‘111’, 9/92 (10%) had a ‘cup of tea’ and slept on it, 59/92 (64%) initially did nothing. 

Of those(82 of 150) presenting to their GP; 51/82 (62%) called the GP within 24 hours and a further 6 called the GP within 48 hours. 61/82 (74%) were seen on the day of the phone call with a further 14/82 (17%) seen during the same week. 7/82 (8.5%) were seen > 1 week after their symptoms. 
Of the total population; 76/150 (50.5%) were seen by a medically trained person on the same day, 97/150 (64.7%) were seen within 48 hours and 134/150 (89.3%) were seen within the same week.

47/150 (31.3%) had residual symptoms at clinic appointment. 149/150 (99%) were commenced on best medical therapy. 88/150 (58%) patients did not think they were having a stroke and 54/150 (36%) patients were unaware of the  FAST campaign. Of the population who were aware; 13/79 (16.4%), all men, thought they were having a stroke but delayed presentation.

	Conclusion
Two thirds of patients were not aware they were having a stroke, one third were unaware of the FAST campaign and over one third presented with eye symptoms (not a part of the fast campaign). We propose a “FASTER” re-launch of the stroke campaign to raise awareness:
 FASTER (FACE, ARM, SPEECH, TIME, EYES, REACT).







	Thrombolysis of Ilio-Femoral Deep Vein Thromboses: Early Results of a Locally Developed Protocol
J Duthie, J Monteiro de Barros, S Ashley, J Barwell, F Dix, C Parry
Department of Vascular Surgery, Derriford Hospital, Plymouth


	Introduction
Due to the high morbidity resulting from Iliofemoral deep vein thrombosis (DVT), NICE published clinical guideline 144 which directed clinicians to ‘consider catheter-directed thrombolytic therapy for patients with symptomatic Iliofemoral DVT’.  A locally created protocol was implemented to capture a population who might benefit from thrombolysis instead of conventional anticoagulant treatment.

	Methods
The criteria for patient selection are:  age <65 years, leg swelling present for <14 days, they are ambulant, not IV drug users and do not have a confirmed or suspected malignancy. Suitable patients are commenced on Clexane 1mg/kg bd. The protocol for interventional radiology (IR) is to place an IVC filter and commence antegrade tPA infusion via the Popliteal vein. 24hrs later, residual thrombus is cleared with Angiojet. Subsequent IR management may include further thrombolysis, venous angioplasty or stent insertion in some cases. Once cleared of thrombus, the patients are discharged on Rivaroxaban, with follow up duplex scans at 6 weeks, 6 months and 1 year. The IVC filter is removed after 8 weeks.

	Results
Since February 2013, 14 patients have been treated with thrombolysis. Three were treated prior to the new guidelines and were discharged on Warfarin. Of these 3, 1 had recurrence of thrombosis requiring 2nd thrombectomy, 1 had recurrence after 2nd thrombectomy and 1 was lost to follow up. 11 patients have been treated since the new guidelines were instigated and all were discharged with patent deep veins.  There were no major complications. 1 patient was lost to follow up and 2 patients have not reached 6 weeks follow up. The remaining 8 patients were clear of thrombus at 6 weeks. Of these 8 patients, 4 have reached 6 months follow up and 2 patients have been scanned at 1 year with no reocclusions identified.  9 of the last 11 patients presenting with Iliofemoral DVT  have May-Thurner’s Syndrome. 

	Conclusion
Thrombolysis of Iliofemoral DVTs has been successfully implemented at Derriford Hospital. Early results in this small selected cohort are promising.






	Personalising wound care: A gene expression signature for predicting clinical outcomes of venous leg ulcers

DC Bosanquet, AJ Sanders, ED Cox, F Ruge, J Lane,  KG Harding, WG Jiang

Department of Surgery and Wound Healing, Cardiff University School of Medicine, Cardiff, United Kingdom 

	Introduction
Chronic wounds, particularly venous leg ulcers (VLUs), are a significant burden for both patients and treating healthcare systems.  Healthcare professionals have largely relied on relatively simplistic clinical parameters to assess the propensity of a wound to heal, whilst sensitive prognostic markers are noticeable by their absence. We describe a novel gene expression signature of wound edge tissue which, much akin to MammaPrintTM and Oncotype DXTM in breast cancer, allows accurate and personalised outcome modelling, with the future possibility of individually tailored treatment. 


	Methods
Sequential refinement and testing of a gene signature was developed utilising three distinct cohorts of human wound tissue.  Over 111 pre-selected candidate genes were first screened using a cohort of acute and chronic wound tissue (n=24) by way of quantitative transcript analysis. Genes showing significant differences were combined and examined as part of a controlled prospective study of 71 patients with VLUs.  Those genes remaining significant were carried forward to a final gene signature.  This final signature was evaluated using a prospective, blinded study comprising 85 consecutive patients with VLUs.


	Results
The initial gene signature comprised 24 genes (WD24) that allowed distinction between healing wound from non-healing wounds (p<0.0001, sensitivity: 40%, specificity: 98%). Subsequent refinement excluded 10 genes to create a final 14 gene signature (WD14).  When examined in a prospective blinded study the WD14 signature retained its significance (p<0.00001, sensitivity 84% specificity 74%). The majority of the 14 genes (both wound healing promoters or inhibiters) functioned as would be predicted from their known effect on angiogenesis, tumourogenesis, cellular migration and inflammation.


	Conclusion
The current study has reported a novel gene signature that can predict wounds at low propensity to heal with current treatment strategies.  Advanced wound care products and therapies may be of particular benefit to this population







	Systematic Review and Meta-Analysis of rupture rates of untreated large abdominal aortic aneurysms in patients unfit for elective repair
Parkinson F, Ferguson S, Lewis P, Williams I.M, Twine C.P.
South East Wales Vascular Network

	Introduction
Elective abdominal aortic aneurysm (AAA) surgery relies on balancing the risk of the intervention against the risk of the aneurysm causing death. While much is known about intervention at 5·5cm, little is known about the fate of the patient unfit for elective surgery at this threshold. Medical therapy and endovascular surgery have revolutionised management of aortic aneurysms in the last 20 years, and are thought to have affected rupture rates.

	Methods
Medline via PubMed, Embase, and the Cochrane Library Database were searched for studies reporting follow up of untreated large AAA approach from inception to January 2014. Data were pooled using random effects analysis with standardised mean differences and 95% CIs reported. The primary endpoints were rupture rates and all cause mortality per year by AAA size.


	Results
Of 1878 citations identified by the search strategy, 11 studies comprising 1514 patients experiencing 347 ruptured AAA were included. The overall incidence of ruptured AAA in patients with AAA >5·5cm was 5·3% (3·1, 7·5) per year. This represented cumulative yearly rupture rates demonstrated in the Table:
	Aneurysm size
	% risk of rupture per year 
(95% CI, heterogenicity)
	% risk of death (including from rupture) per year 
(95% CI, heterogenicity)

	5.5–6.0cm
	3.5% [-1.6, 8.7] I2 0%
	9.9% [-0.7, 20.5] I2  0%

	6.1–7.0cm
	4.1% [-0.7, 9.0] I2  0%
	8.9% [0.6, 17.2] I2  0%

	>7cm
	6.3% [-1.8, 14.3] I2  0%
	12.3% [-2.6, 27.1]  I2  0%



There was no heterogeneity between studies (I2=0%). Only 32% of these patients were offered repair on rupturing an AAA, with a perioperative mortality of 58% (32, 83). The risk of death from causes other than AAA was higher than the risk of death from rupture.

	Conclusion
Rupture rates of untreated AAA were lower than currently quoted in the literature. Non aneurysm related mortality in this group of patients is high.







	10 year experience with fenestrated and branched endografts for thoraco-abdominal aortic aneurysms 
Chloe Mortensen, Taha Khan, Rebecca Winterborn, Neil Collin, Marcus Brooks, John Hardman 
Major arterial centre, Southmead Hospital


	Introduction
The surgical management of juxta-renal and thoraco-abdominal aortic aneurysms is often associated with significant mortality and morbidity. Recently, the use of endovascular devices has been advocated as an alternative approach in the treatment of these complex aortic aneurysms because the devices are associated fewer risks during the peri-operative and early post-operative stage. The aim of this study was to analyse the data from a 10 year review of the treatment of such aortic lesions.


	Methods
The data was collected retrospectively from electronic sources including radiology reporting systems and computerised records from the Bristol, Bath and Weston Vascular Network. The study period extended from 2005 to 2015. Data was analysed for the type of device used, complications and mortality outcomes.


	Results
A total of 48 patients (47 male and 1 female) were treated. A significant proportion (39.5% - 19 patients) were referred from units outside the network. The majority of patients (40) required a fenestrated device, 8 patients required a branched device. One patient developed severe renal impairment and two patients developed fatal bowel ischaemia. Thirty day mortality was 2 out of 48. There were no episodes of paraplegia or stroke.


	Conclusion
Fenestrated or branched endovascular repair is often the primary modality for treating juxta-renal and thoraco-abdominal aortic aneurysm but may be associated with significant complications. The network’s experience and outcomes are in keeping with current published data.







	The use of adjunctive Aortic Arch Debranching and Spinal Drainage in Thoracic Endovascular Aortic Repair is associated with low morbidity and complication: Experience in The Oxford Regional Vascular Unit.
Francesca Fratesi, Emma Wilton, Shaneel Patel, Raman Uberoi, Jeremy Perkins, Ashok Handa, Ediri Sideso
Vascular Surgery, The John Radcliffe Hospital, Oxford University Hospitals, Oxford, UK

	Introduction
Thoracic Endovascular Aortic Repair (TEVAR) has well-established clinical advantages over Open Repair (OR), but it is associated with a significant incidence of neurovascular complications. The use of adjunctive procedures is thought to minimize the risks but remains controversial. We evaluated the outcome of these adjunctive procedures in patients undergoing TEVAR in the Regional Vascular Unit in Oxford.

	Methods
A retrospective review of patients who underwent elective or urgent TEVAR for degenerative disease of the thoracic aorta (aneurysm and/or dissection) from January 2010 to December 2014 was undertaken. All patients who underwent carotid-subclavian bypass and /or spinal drain placement peri-operatively were identified. Peri-procedural complications were also identified. CSF monitoring was performed under local anesthesia at the time of the operation. Surgical or Endovascular debranching of the aortic arch was performed during TEVAR or prior to it. Pre-operative and intra-operative characteristics, outcomes, neurological complications and 30-days and late survival were also recorded.

	Results
27 patients were identified. The mean age was 72.9 years and 18 (66.6%) patients were male. Five (18.5%) patients had previous aortic surgery, 17 (62.9%) patients presented with degenerative aneurysm of the thoracic aorta, 9 (33.3%) with acute or chronic Type B dissections and 1 patient with a pseudoaneurysm from previous OR for coarctation. Six (22.2%) presented with acute rupture and 11 (40.7%) were symptomatic; 13 patients had emergency repair. Eleven (40.7%) patients had adjunctive procedures including spinal pressure monitoring (n=7), Aortic arch debranching with left carotid-subclavian artery bypass (LSA-BP) (n=7, 5 simultaneous) and Chimney stent grafts (n=3). The placement of spinal drain was uncomplicated in all cases. Delayed spinal cord ischemia (SCI) occurred in one patient (3.7%) and was successfully treated with CSF drain and hypertensive status (MAP >90 mmHg). Cerebral ischemia with a new embolic stroke was seen in one patient with full resolution at follow up. All the LSA-BP grafts were patent at discharge, except for one case who occluded intraoperativelly without any complications. Two patients died within 30-days of TEVAR, giving a peri-operative mortality of 7.4% .

	Conclusion
The use of peri-operative carotid-subclavian bypass and/or CSF drainage in TEVAR is associated with low complication rates and morbidity in a “real world” vascular unit. Adjunctive procedures should be considered for all eligible patients whenever possible given the relatively low complication rates of these procedures.






	Effect of percutaneous EVAR on peri-operative outcomes and analysis of factors affecting failure of percutaneous closure
Morbi AHM1,2, Yao C1, Wilson IDC3, Nordon IM1,2
1 Department of Vascular Surgery, 3 Department of Radiology, University Hospital Southampton NHS Foundation Trust
2 University of Southampton


	Introduction
Percutaneous EVAR (pEVAR) has been shown to be safe and effective and evidence suggests it reduces operative duration and length of inpatient stay compared to conventional EVAR. Where percutaneous closure fails, a number of factors have been implicated, to include percentage calcification and obesity. 

	Methods
Retrospective analysis of percutaneous aneurysm repairs at a single-centre. Patient demographics and size of aneurysm were recorded. Procedure time and blood loss were recorded, as well as the need for level 2 care and length of inpatient stay. These measures were compared to conventional EVAR cases performed over the same time period. Factors thought to be related to failure of percutaneous closure were analysed to include percentage calcification (on CT) and patient size (depth from skin to common femoral artery on CT).

	Results
19 percutaneous cases have been performed at our centre; 16 elective EVAR, 3 emergency TEVAR. The 3 TEVARs have been excluded from analysis. Of the 16 pEVARs, 14 were male, mean age 76 (age range 62-85).
Percutaneous closure failed on 1 side in 5 patients and bilaterally in 1 patient, requiring surgical cut-down, giving a failure rate of 22% in this early experience. There was no significance between presence of / percentage calcification and failure of closure, or between patient size and failure of percutaneous closure. 
1 patient (successful percutaneous closure) developed an acutely ischaemic leg 1 day post-operatively, requiring femoral endarterectomy. 
Operative duration for pEVAR was 114 minutes (IQR 105-152) compared to 129 minutes (IQR 90-160.5) for conventional EVAR. 1/15 patients required a level 2 care bed post-pEVAR compared to 6/15 conventional EVARs. Length of stay for pEVAR was 2 days (IQR 2-3) compared to median 3.5 (IQR 2-3.5) for conventional EVAR. 


	Conclusion
No factors relating to failure of percutaneous closure have been identified in our patient cohort. Percutaneous EVAR reduces the need for level 2 care and decreases length of inpatient stay. 







	The Bolton Treovance endograft: single centre experience.

E Wilton, S Patel, A K Allouni, R Uberoi, M Bratby, R Patel, A Handa and E Sideso.

Nuffield Department of Surgical Sciences and Departments of Vascular Surgery and Interventional radiology, John Radcliffe Hospital, Oxford


	Introduction
We reviewed our experience to date of using the Treovance abdominal aortic stent-graft (Bolton Medical, Barcelona, Spain) in Endovascular aortic aneurysm repair (EVAR). This is a new-generation tri-modular endovascular device, developed with a lower profile to increase flexibility and with an improved deployment and sealing mechanism.


	Methods
Twenty-one (20 male, 1 female) patients (mean age 79.4 yrs), who had anatomically suitable AAA (mean diameter, 6.3 ± 0.8 cm) were electively treated with a Treovance abdominal aortic stent-graft using percutaneous access (one case requiring a planned unilateral cut-down for common femoral endarterectomy). 


	Results
Technical success was obtained in all patients. Four cases required additional procedures (3x proximal cuff additions for type I endoleak and 2x limb reinforcing stents). There were no complications reported at 30 days post-procedure. At 3-month follow-up (completed in 16/21 patients) no type I or III endoleaks were observed. No deaths have been reported. One patient experienced graft limb occlusion, which occurred more than 30 days post-procedure, and underwent further successful endovascular intervention. 


	Conclusion
The new Treovance tri-modular abdominal stent-graft has been easy to use and we have had 100% technical success with this device. We report here pilot data with this new device.







	Is Profunda revascularisation enough in limb salvage?
Reeves NL, Ireland PA, Kulkarni SR, Poskitt KR

Department of Vascular Surgery, Cheltenham General Hospital 


	Introduction
Operative management of critical limb ischaemia (CLI) in the presence of both proximal occlusive disease (aortic, iliac or common femoral) and femoro-popliteal artery occlusive disease is debatable.  The aim of this study is to evaluate the effect of profunda revascularisation in patients with CLI. 


	Methods
Local data was collected from the national vascular registry/clinical notes of consecutive patients undergoing profunda revascularisation between February 2014 and December 2014.  The study group included CLI patients with rest pain and ischaemic ulceration/digital gangrene (Rutherford classification Category 4 and 5) who had both proximal and femoro-popliteal occlusive disease. 


	Results
19 patients underwent Profunda revascularisation during this period (M:F=12:7, mean age 74 years). Procedures included common femoral endarterectomy and profundoplasty (CFE-PF) alone (n=12), femoro – femoral crossover graft + CFE-PF (n=5) and axillo-bi femoral graft + CFE-PF (n=2). Of the 15 patients with minor tissue loss (Category 5), 12 had a successful outcome. Two patients with unsuccessful outcomes underwent femoro-distal bypass with limb salvage and in one patient, the wound remained static but the patient did not want any further treatment. Of the 4 patients with rest pain (Category 4), all had symptomatic relief requiring no further surgical intervention. One patient required an above knee amputation resulting from a patch infection and bleeding.  No 30-day postoperative mortalities were recorded.


	Conclusion
Profunda revascularisation in the presence of significant femoro-popliteal disease may enable limb salvage in patients with rest pain and minor tissue loss.  







	Delays in discharge on the vascular ward – A service improvement project

John Houghton, Daniel Urriza-Rodriguez, Marcus Brooks & David Mitchell

Southmead Hospital, North Bristol NHS Trust (Bristol Bath Weston Vascular Network)

	Introduction
Delays in discharge is a costly problem for the NHS. Vascular patients often have complex discharge needs.  Centralisation into Major Arterial Centres (MACs) makes discharge planning more complex, with patients often located far from their local social services.  We felt that there were high numbers of patients medically fit for discharge (MFFD) spending a significant time before being discharged from the vascular ward. As a first step in a service improvement programme, we decided to quantify and identify reasons for delay in discharges, so that appropriate measures could be taken to reduce delays.

	Methods
We performed a prospective study of patients MFFD staying >1 additional night on the vascular ward in Southmead Hospital. Data collected was: hospital number, date MFFD, discharge date, final reason for delay, whether the patient was an emergency admission and amputee status. Data was collected during the 4-month study period from 1st September to 31st December 2014 (includes service reorganisation on 13th October 2014). 

	Results
57 admissions (54 patients) identified as delayed MFFD. These accounted for 535 bed days (mean 4.38 patients per day) during the study period. The cost to the Trust of these bed days was £160,500. Organising appropriate social care and inpatient rehabilitation were the most significant reasons for delay in terms of both patient numbers and bed days (Fig. 1 & 2). Unplanned admissions accounted for 52 (91%) MFFD patients. Amputees accounted for 20 (33%) MFFD patients but contributed 50% of bed days (270 days).

	Conclusion
Emergency admissions, amputees and patients requiring social care or ongoing inpatient rehabilitation contributed most to delays in discharge during the study period. As the next step of the quality improvement process we will implement a discharge checklist with the aim of improving communication within the vascular ward team, increase accountability of outside agencies which may reduce length of stay of patients once MFFD. This will also form the basis of ongoing data collection and further study.





	How confident are junior doctors in assessing and managing vascular patients? 
Jamila S. Karim, Chris Davies, Colin Ferguson
Dept. Vascular Surgery ABM University Health Board,Morriston Hospital,  Swansea

	Introduction
The majority of patients admitted to hospital acutely are seen and assessed by a junior doctor.  Vascular surgical teaching and exposure to vascular surgery is limited during time in medical school.  As a result of this many junior doctors have limited experience and confidence in assessing and treating patients with vascular disease.

	Methods
A survey comprising of multiple choice questions was distributed and completed by final year medical students and Foundation year doctors in order to evaluate their knowledge of vascular conditions and assess their confidence in managing patients with vascular disease presenting acutely.

	Results
The survey demonstrated that both current and future junior doctors generally do not feel confident when assessing this patient group.  There is little exposure to vascular surgery during medical school.








a ) None
b) 0-2 weeks
c)2-3 weeks      
 d)>3 weeks
a)Not at all
b)Assess but not if emergency intervention is needed
c)Assess and determine and if intervention needed
d)Happy to assess and manage


	Conclusion
Junior doctors are not confident in diagnosis and management of commonly presenting vascular surgical problems.  Basic examinations and interpretations of these tests are not wifely understood.
Further vascular surgical training and teaching is needed during induction packages for junior doctors to familiarise with vascular surgical presentations to improve knowledge and patient care.





	
Leg compression after treating varicose veins: a continuing dilemma.
Campbell B, El-Sheika J, Nandhra S, Carradice D, Acey C, Leung C, Smith G, Chetter I.
Royal Devon and Exeter Hospital and Hull Royal Infirmary

	Introduction  Leg compression using bandages and/or stockings is normal practice after endothermal ablation and ultrasound guided foam sclerotherapy (UGFS).  It may influence vein ablation but there is uncertainty about the duration and type of compression.  Many patients find compression uncomfortable and some do not comply.  NICE CG168 recommends research.

	Methods
1.  Postal survey to 348 Vascular Society members.
2.  Systematic review of RCTs comparing compression strategies.

	Results   1.  Survey.  Response rate was 41% (141) surgeons, representing at least 61% (68) vascular units.  All prescribed compression: after endothermal ablation for median 10 days (range 2 days-6 weeks) and after UGFS for 7 days (2 days-3 months).  A wide range of types of compression were used.  Concordance of compression regimes within units was uncommon – in only 6 units for endothermal ablation and 7 for UGFS.
2. Systematic review.   Seven RCTs fulfilled the search criteria (3 surgery, 2 endothermal and 2 UGFS).  Study quality was variable with significant potential biases. Ten compression products were used, in 6 general regimes and for durations of 0-42 days.  One study suggested better quality of life and less pain with 7 days than 2 days compression after endothermal treatment.  Another reported compliance to be only 40%.  Meta-analysis was not possible.

	Conclusion.  Use of compression after endothermal ablation and UGFS treatment of varicose veins is universal among UK vascular surgeons but practice varies radically.  There is very little evidence on which to base the duration or type of compression (or the need for any compression). Our recently shortlisted application for a multicentre RCT was not funded by the NIHR but we plan to pursue the aim of a major study to provide clinically useful evidence.








CONSTITUTION OF THE SOUTH WEST VASCULAR SURGEONS


The South West Vascular Surgeons was founded in Exeter in 1979 by a group of vascular surgeons in the South West.  It has since expanded to include surgeons throughout much of the South of England and the South of Wales.
Title
The Society shall be called “The South West Vascular Surgeons”.
Object
The object of the Society shall be to foster the art of vascular surgery and to promote good fellowship.
Membership
Membership shall be open to all consultants with a major interest and regular practice in vascular surgery within the South and Western parts of the United Kingdom.  Consultants appointed to posts with a special interest in vascular surgery in hospitals within the South and West of England and Wales will be invited to join on appointment.  Consultants in such posts within this general geographic area may also apply for membership.  Applications for membership are made to the Honorary Secretary, who will consult with members at the annual general meeting in any cases of doubt about eligibility.
Retirement
When they retire, members will be asked whether they wish to continue to be members of the Society.
Meetings
Meetings to be held annually at the hospital of one of the members by rotation and by prior agreement.  Each meeting shall consist of presentations made by the members or their trainees relating to the clinical practice of vascular surgery.  Abstracts for presentation are selected by the Honorary Secretary, who may enlist the advice of other members in the selection process.  The Honorary Secretary organises the content and the programme for the meeting and the host makes arrangements for facilities and catering.
Officers
Honorary Secretary, Honorary Treasurer.  These officers are appointed following proposal and seconding by members of the Society and a vote by the other members.  Each officer serves for a period of five years.
Finance and Accounts
There is no membership subscription for the Society or any annual registration fee for the meeting.  Most income is generated by contributions from trade exhibitors at the annual meeting.
The Honorary Treasurer is responsible for presenting the accounts to the business meeting.  The accounts of the Society will be audited annually by an independent and professional accountant.
21st March, 1997 - Taunton
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Exceptional vascular care, personally delivered
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Local organiser Professor Ashok Handa
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Fig. 2. Number of bed days [N=535]
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