iWounds

I started the day by going to the new iWounds session to listen to Wound care challenges.

The refresher on the prevalence of peripheral arterial disease (PAD) was useful. Particularly in England, a patient loses a leg due to PAD every 2 hours which immediately highlights how important immediate management is. The discussions were based around how we know what we should do to manage wounds better, and prevent venous and arterial leg ulcers progressing – the problem is putting this into practice. The general consensus is that there is a lack of communication between primary and secondary care, with GPs appearing hesitant to refer patients into hospital. Ankle brachial pressure indices (ABPIs) were discussed, and how optimal care should involve an ABPI being performed in the community in addition to pulse palpation. However – this is often not the case, with ABPIs being underperformed in both primary and secondary settings.  One problem is that clinicians say that they don’t know how to perform ABPIs, or they don’t feel confident enough. It was concluded that better training is needed, for those that should be regularly performing ABPIs to try and catch PAD earlier.

It was interesting to listen about wound healing by secondary intention – a study showed that following surgery, 1 in 5 of these wounds do not heal after 2 years. The longest wounds to heal are foot wounds. The study showed that there are a huge variety of dressings available, implying that there is a lack of dressings guidance. On average, patients change their dressing type every month. It was also found that wounds are managed completely differently by different clinicians – i.e podiatrists, community nurses, tissue viability teams. Also, management tended to be based on opinions rather than evidence, showing that pathways are needed. A management pathway is currently being devised, and is currently underway (a randomized control trial, SWHSI2).

A common theme that arose in numerous sessions is pathways, with the consensus being that by the time leg ulcer patients (both limb ischaemia and venous ulcers) attend vascular clinic, they have already seen numerous people. Optimising the pathways could improve efficiency and outcomes for patients. There were discussions from different hospitals regarding how they have set up diabetic leg ulcer clinics. Two of these talks were performed by podiatrists from different hospitals. As a department, we do not work closely with our podiatrists and after the discussions, I feel that this is something we should work on, after gaining a better understanding of their role. 

I learnt more about the podiatrists role, and how offloading is important in foot ulcer patients to reduce pressure and aid wound healing. I learnt how the best way to do this is through a total contact cast. The role of the podiatrist in different areas appears to be varied. At one hospital, I learnt about how they have a consultant podiatrist, and the podiatrist team work closely with A&E ensuring that patients who are admitted are referred to the right team. Another hospital discussed how their podiatrists have a large part in the diabetic foot pathway, both aiding diagnosis (doing toe pressures and requesting duplex scans) and treatment. They also work closely with the community, having a community triage team allowing more patients to be treated at home and reducing the pressure on secondary care (Manchester). This involves modifying risk factors, and optimizing medication. They have also worked closely with cardiac rehab, improving claudication patients walking distances through the cardiac rehab programme. Some podiatrists attend MDT’s and diabetic foot rounds. 

Conclusion from Wound talks

· There is a lot of uncertainty in wound management. The management pathways need to improve, through better education and setting up new services. The delays risk both life and limb.

· The guidance is there (NICE Guidance, new VS guidance,) but the NHS need to work together as a multidisciplinary team to implement them.

· Prevention is better than cure! We need to stop firefighting.

· More education is needed

Actions

· Discuss findings with immediate team and vascular specialist nurses

· Try and establish better relationships with podatrists.

· Arrange ABPI training for our nurses, and possibly further afield.

· Arrange toe pressure training for podiatrists

Aortic challenges

Live case

I observed the live EVAR case from Paris, on a patient with a very high BMI and multiple co-morbidities. He had difficult access due to heavily calcified diseased iliac arteries. It was really interesting to see how an EVAR is performed live, without being in the theatre! It was a useful refresher on how angiography is used in theatre to confirm the stent graft is in the right place and check for leaks.

NICE Aortic guidelines

NICE aortic guidelines – the latest presented by Andrew Bradbury was a particularly interesting presentation explaining the NICE guidance. He discussed some of the key evidence explaining why they came to the conclusions they did. Key points include
· The prevalence of AAA is decreasing
· Growth rate is lower than we thought.
· Rupture rate is only 0.4% / year at 5.5cm.
· UK management of AAA is highly variable.
· NICE guidance focuses on UK randomized controlled trials and the HE analysis.
· They did an extensive review on all available data.
· EVAR1 – Showed that open repair is better, and it is unlikely that EVAR is cost effective.
· EVAR2 – Compared Best medical therapy to treatment.
· DOES EVAR PRODUCE MORE HEALTH THAN ITS COST WILL TAKE AWAY?

This was followed by: Endovascular aorta repair (EVAR): A standard of care.

· She started by saying – is EVAR a standard of care? Yes. But should it be? 
· Randomised control trials are strong evidence.
· BUT the main ones are old, and there were early technical problems with devices. 
· Technology has advanced, we learnt from early stent grafts which failed.
· We know have more long term outcomes from open repair.
· The aorta NOT the EVAR fails. It is a chronic disease.
· We now know more about the aorta. We know outcomes are better if the landing zone is healthy. The best EVARs land in healthy aorta and are durable in the presence of chronic aorta disease.
· We need to pay attention to the instruction for use, and also use our own knowledge to get best outcomes.
· We need more audits.

Interestingly, the discussion following this talk involved someone asking Roger Greenhalgh who was involved in the original EVAR1/2 trials his thoughts on the new NICE guidance – does he think we need more research, and are EVARS better now technology has changed. He said yes things are very different today when you think back to the extensive problems they had when EVAR was new.

In a poll involving the audience, they were asked “Do you welcome the NICE guidance”. 62% answered no.

New stent

Another talk spoke about a new type of EVAR called TREOVANCE, which showed that after 1 year, there was a high rate of sac regression. This will be interesting to keep up to date with as research develops, especially given the problems we have had with the Nellix device.

Improving EVAR Surveillance

Another interesting talk about EVARs was presented titled “Estimation of long-term aortic risk (LEAR) Model to improve EVAR surveillance”. This was presented by Peter Holt. The following points were discussed:
· Re-intervention rates for EVAR are 20% over 5 years
· Those less compliant with surveillance have a higher mortality rate.
· Therefore we need to make surveillance more appealing.
· The LEAR project estimates EVAR outcomes based on the device and patient.
· It looks at pre-op morphology, sac regression, risk of leak. E.g. we know larger necks have more problems.
· They then categorized patients into high and low risk groups, the low risk groups have normal surveillance, but high risk groups have enhanced surveillance.

It will be interesting to read this in detail when published.

Conclusion

· The prevalence of AAA is decreasing, and growth and rupture rate are lower than we thought.
· NICE Guidance is based on UK based good quality trials – however these trials are now quite dated.
· New EVAR grafts are being developed all the time
· New large trials looking at EVAR outcomes in the long term and short term are needed using the newer technology we use today.
· Surveillance intervals following EVAR vary, and more research is needed into what and when EVARs should be followed up dependent on risk

Actions

· Feedback this information to immediate team, specialist nurses and Aneurysm screening technicians.
· Keep update with NICE Guidance as it progresses…

Peripheral arterial challenges

There were a few talks discussing how to treat difficult PAD patients – taking into account that diabetic patients, and patients in general with calcified blood vessels are difficult to manage.

New technology

Below the knee lesions are particularly hard to treat due to calcification, dissections and visualization on angiography. Dissections are quite common occurring in 20-30% of patients. On angiography it can be hard to see whether a dissection has occurred, or if it’s thrombus. The new Phoenix atherectomy catheter is good for below the knee lesions. It cuts, captures and collects debris. A pilot study (PRESTIGE) is being devised to see if using Phoenix can improve limb salvage in very calcified lesions.

One talk was focused on the Flex VP stent – designed to try and prevent stent re-stenosis through vessel preparation. This is because stent stenoses are known to be difficult to treat, with known problems including emboli, bail out stenting and dissection. Before deployment the delivery system uses an atherotome to make micro-incisions on the vessel wall. This means even calcified lesions can be treated.  The low force of the micro-incisions also reduces the risk of emboli and dissection. Initial results are promising, showing low complication rates and an increased lumen post procedure.
One study looked at the temperature at different sites on the foot following bypass with infra-red. The infra-red image lights up when perfused. The study showed that temperature in the foot increases if the bypass is patent, but decreases if it’s occluded post operatively.

B-laser atherectomy – This device was designed to treat any type of lesion above or below knee that was easy to use. Short pulses are better for calcified lesions. However the
problem with short pulses is that the fibre survival is not good. However the investigators overcome this problem, and designed a wavelength which damages calcium but not the vessel wall. A blunt blade follows the initial laser cut. The presentation showed that out of 147 procedures, efficiency was excellent for all lesion types.


Patients over 90

One talk focused on the safety and feasibility of vascular surgical procedures in patients over 90, in a time of increased life expectancy.  They showed that in one study of 96 patients undergoing vascular surgical procedures, the majority had no complications. The most common complications were readmission and cardiac events. However, the patients did not appear to be extensive arteriopaths, and it was a retrospective single centre study. Therefore the results could be biased.

Angiosome concept

A few talks discussed the angiosome concept which I had not heard of previously. This denotes that specific vascular territories in the foot are supplied by specific arteries. This could technically enable us to target arteries according to the location of foot ulcers. 

One study looked at fluorescence angiography after tibial bypass. There were two groups of patients, those that underwent direct revascularization (treating a specific vessel supplying a certain region of the foot) and indirect revascularization. Following bypass, there was an increase in fluorescence post bypass in both groups, but the angiosome concept could not be proved. The general conclusion was that angiosomes need to be standardized.

Another study looked at the pedal approach for angioplasty. The speaker said how the angiosome concept helps when antegrade angioplasty has failed, as it helps you choose the best vessel to target. It can be concluded from the studies that there are mixed opinions on angiosomes, and further research is needed.

Arterialisation of deep veins

There were some discussions about extended salvage operations for threatened ischaemic limbs which include bypasses to plantar and lateral tarsals. In the foot there is low resistance and lots of collaterals.  A fistula can also be made in the distal calf.

A live case showed deep venous arterialization for end stage critical ischaemia. It was discussed how you have to be careful with patient selection as it takes a while for perfusion to improve (he said to think of it a bit like fistula maturation). Therefore if someone is about to imminently lose a limb it wouldn’t be suitable as it does not provide immediate revascularization. The live case showed how a push valvulotome is used to line the vein and prevent steal in branches. Then a stent is placed between the deep vein (ATV / PTV) and the artery. I found it quite difficult to get my head around the physiology of the arterialized vein, and it was discussed how they don’t really understand why it works. It will be interesting to keep up to date on new research about this.


Smart Stent

An interesting talk was given about a Smart Stent designed to monitor blood flow. They said how we don’t know there is an in stent stenosis until it causes significant problems. (Although it could be argued that duplex surveillance monitors stents!) Therefore they designed a stent to detect changes in the blood flow. It was interesting listening to how the stent was devised withstand the hostile environment. The sensor measures normal pressure, and changes in pressure when there are problems. So far it has been tested in vitro, and in vivo in animals.

 
Multidisciplinary foot clinics, a pathway to limb salvage & CLI guidance

· In the UK there are 23000 lower limb revascularization procedures (open and endovascular) per year.
· ½ of major amputations are performed without attempting limb salvage, and this is often because patients present too late.
· Diabetic foot clinics have shown that quicker intervention results in better healing
· MDTs for diabetic feet have showed that incidence of amputation has decreased over time.
· We need MDTs for CLI.
· GIRFT 2008 – 8000 limb amputations in the NHS per year. Some of these could be avoided by timely revascularization.
· The vascular society have produced a best practice pathway for PAD
· For patients admitted (including spokes) there is a 5 day target for referral to intervention.
· 2 day target for patient to be transferred for referring hospital to hub
· E.g.  St Georges have an electronic patient referral system
· For outpatients, referral to triage should take 1 day, and the patient should get a specialist review within 7 days.
· Intervention should happen within 14 days.
· Features of a hot clinic
· Dedicated lower limb consultant
· Integrate with diabetic foot clinics
· Barrier free access
· Integrate with community podiatry and ulcer clinics
· Parallel education (What is CLI)
· Data collection
· WE NEED BETTER REFERRAL AND TREATMENT PATHWAYS
· ADVANCED LIMB SALVAGE PROCEDURE SAVES LEGS


Global Vascular Guidelines – To be released soon!


A particularly interesting talk was on the Global Vascular Guidelines.

· Focuses on CLI, has 58 authors from 24 countries.
· Firstly – define critical limb ischaemia – this will help us choose right procedure for patient
· Rest pain
· Tissue loss
· <0.4 ABPI
· Rename – chronic limb threatening ischaemia (discussion posed worries about this as they said that chronic does not sound urgent).
· Anatomical staging – a lot of current guidance focuses on segments like TASCII. Global will focus on the whole limb, the whole pathway to the foot.
· Patterns of disease rather than segments – can’t go lesion by lesion
· Need angio for patients undergoing revascularization for CLI.
· Calcification is graded as severe or not as could predict failure or revascularization.
· The complexity of disease could predict treatment failure.
· Grade complexity for intervention I, II or III.
· There will be an app to grade disease on smartphones.




Conclusion

· There is extensive new technology being developed to treat difficult lesions (below the knee and calcified lesions)

· There are mixed opinions regarding the angiosome concept, and more research is needed into whether targeting specific areas of the foot is beneficial. 

· Arterialisation of the deep veins is being increasingly used in end stage CLI. 

· Multidisciplinary meetings regarding diabetic foot have been shown to improve outcomes; however we lack MDT meetings for CLI. 

· A successful hot clinic for CLI should have a dedicated consultant and good data collection. It would be helpful to liaise with Podiatry and Ulcer clinics to produce efficient pathways.

Actions

· Keep up to date with some of the new technology discussed to treat difficult lesions
· Read the new VS best practice pathway and forward to the vascular studies team

· Read Global vascular guidelines when published and discuss with the team.

· [bookmark: _GoBack]Get involved with the new CLI pathway and hot clinics
