Charing Cross Symposium  April 2023
DAY 1 Tuesday 25th April
Session: Peripheral Arterial and acute limb Ischaemia and randomised trial update
Increased provision of supervised exercise programs
Presentation about Greater Manchester’s attempts to increase provision. They have approached the company that run all the council run leisure facilities and are piloting a scheme for claudication exercise classes – early days though.
Challenging the status quo for SFA treatment
Presenter concludes that if there is vein present and long SFA occlusion should do bypass first. However lots of disagreement in discussion -no consensus!
Acute limb ischaemia -STRIDE trial
Uses Indigo aspiration system. Inclusion criteria <14 days onset of symptoms
Outcomes : limb salvage at 30 days 98.2% (109/111)
                      Patency at 30 days         90.3%
Mortality at 30 days   3.4% 4/119
Conclusion – mechanical aspiration thrombestomy is safe and effective
Basil 2 trial Andrew Bradbury
 Bypass versus angioplasty for severe ischaemia of the leg requiring infra popliteal revascularisation plus or minus suprapopliteal.
Background -Basil One trial recruited between 1999 and 2003 and mainly focused on the fem pop segment, only 25% were infra popliteal. Results were in the short term no difference in treatments but in patients surviving greater than two years bypass was better. Numbers were too small for infra popliteal treatment but suggested that bypass was still better and therefore a Basil 2 trial was done. Pragmatic trial in that once patient was randomised to bypass or BET (best endovascular treatment) the surgeons would decide on best approach and patient management otherwise. 
Some problems with recruitment - needed clinical equipoise before randomization and in most patients there was some reason to do one or other treatment.
 345 patients randomised. Primary outcome of amputation free survival. Bypass 63% had major amputation or died compared with only 53% with the best EV treatment arm. This meant that there was a 35% increased risk of amputation or death in the Bypass group and analysis showed this was mainly due to increased death rate.
 Basil 2 outcomes were no better than Basil one outcomes 15 years ago - outcomes of patients with critical limb ischaemia are generally poor with only 35% survival at five years. Late presentation is a problem.
 Summary - in this selected group of patients where there is equipoise between bypass and BET, an approach of BET first is probably advantageous. In discussion it was pointed out that BET has advantage of being able to revascularized more than one vessel whereas bypasses generally just to one vessel and this may be one of the reasons BET has better outcome for distal disease. Another speaker pointed out the importance of best medical therapy after treatment and whether this would have been the same in both arms of the trial. There are new guidelines being published in EJVS in May about best medical therapy after intervention.

Chronic limb threatening ischaemia (CLTI )SESSION
Technical Advances consensus
Technique TADV -transcatheter Arterialisation of the deep veins.
Done for pedal disease where no conventional options and patient facing amputation for non healing foot/toe. Using endovascular techniques connection made between pedal artery and vein to increase flow into the foot and encourage tissue granulation. 64 patients -6 month data shows 87% survival, 76% limb salvage, 66% amputation free survival. Patients need to be carefully selected and motivated  though.
Developing a platform adaptive trial for patients with PAD – The PAEDIS project.
Platform trials are alternatives to RCT – can collect lots of data and compare different methods/outcomes etc. Project is just starting -looking for centres interested in entering
Carotid session
Criteria for operability for symptomatic pseudo occlusions of the ICA. Enrice Asher.
Defines severe occlusion as a 95 to 99% stenosis with a less than two millimetre lumen diameter and  PSV less than 40 centimetres per second.
In 29 cases believed to be occluded ,duplex alone identified 12 pseudo occlusions, MRA only four.
Need to use modified duplex settings, minimal wall filter, low PRF and use spectral Doppler to confirm flow.
To distinguish between atretic, thick walled vessel versus collapsed thin walled vessel he suggests a lumen diameter of greater or equal to two millimetres and wall thickness less than one millimetres indicates operability.
Learning points -Provides criteria to define when severe stenosis still operable. However unclear where measurements are taken, probably within the stenosis itself rather than distal vessel.
TO DO – see if there are any papers explain measurements in more detail
Calcified plaque volume predicts hemodynamic re stenosis. Michael Stoner.
Objective was to assess relationship of ICA calcium volume percentage to intra operative percent residual stenosis and rate of in stent re stenosis within 36 months.
Calcium quantification was done on the CTA with a 3D volume mapping algorithm. A residual stenosis intra procedure was defined as greater than 25%. A post procedure restenosis at 36 months was defined as a PSV greater than 225 centimetres per second (ie a greater than 50% stenosis)
 Found that a calcium burden of greater than 20% is associated with higher residual stenosis and higher rate of post procedure restenosis and is therefore a contraindication to stenting.

NASCET/ESCT trials need to be reconducted. Alun Davies.
Original trials now 23 years old. At that time death and stroke rate in the medical arm was 3.3%. More recent evidence suggests stroke rate without intervention but best medical therapy may be less than 1%. The NIHR  comet trial is looking to recruit 2600 patients into a carotid endarterectomy versus best medical therapy trial.
TO DO -keep an eye out for recruitment/outcomes of COMET trial
Venous session
Reaching consensus on compression therapy after endovascular procedures. Alan Davies
 Nice guidelines (2013) - if offering compression after intervention it should be for no more than seven days but recommended more research.
Clematis (?)study on endothermal ablation – randomised 24 hours bandaging plus or minus one week compression. Results suggested less pain in days two to six with compression. Similarly the Confetti trial which looked at plus or minus compression with foam sclerotherapy showed pain scores significantly lower with compression.
 Investigation strategy for patients with venous leg ulcers. Emma Wilton.
Venous leg ulcers are caused by chronic venous hypertension in the deep or superficial veins (or both). EVRA (early venous reflux ablation ) study showed intervention results in faster healing, more time free from ulcers and reduced recurrence.
Investigation should include a full clinical assessment, arterial assessment for compression and venous duplex.
Note they define reflux as > 1s in deep, > 0.5 in superficial.
80% of VLU have SVI, 50% have SVI alone. > 2/3 have enlarged refluxing veins in base or perimeter of ulcer.
If ulcers fail to heal or there are other signs then need to have high clinical suspicion of suprainguinal venous obstruction and investigate further with MRV or IVUS. May need stenting etc.
Learning points: -rarely consider suprainguinal venous disease in VLU patients -should we consider this more?
TO DO - should we be looking at inflow more? Check literature. Also is superficial venous reflux >0.5s?
Difference between US and European guidelines for management of CVI.
EJVES V63 i2 p184 – 267
JVS Vol 11 i2 p231-261
Similarities – duplex main test, intervention first choice treatment, compression second. Do not treat perforators unless source. GSV/ SSV/ATV treat the same. Thermal and non thermal equal, strip and ligation and foam inferior.
Differences - EJVES discuss conservative therapy more, recommends exercise and pharmacological treatment.
Us guidelines discuss how to do duplex – criteria for insufficiency. Position of patient etc. Venousedge.com has more info.
TO DO
Read both American and European guidelines
Looked at Venous edge – American podcast -quite interesting -keep an eye on new issues.
Venous ulcer platform study. Sarah Oneida
Epidemiology studies show no change in prevalence of venous ulcer. RCTs are expensive and take time. Platform trials use a different methodology ( used on COVID 19 trials)  I think just large amounts of data are gathered without randomisation and comparisons then made. Ulcer platform will commence in Nov 23.
Optimal workup before intervention for patient with pelvic vein reflux. Katherine Gibson.
Paper they use is ‘A standardized approach to pelvic congestion syndrome’ N Labropoulos. Phlebology 2017 vol 42(9) 708  -619. 
Don’t routinely do TVUS unless required to rule out gynae pathology. Recommend bottom up treatment for pelvic origin VVs
Gives several examples. Good talk.
TO DO- Read paper- consider if others would find presentation interesting

Algorithm for deciding whether treating superficial venous reflux will be beneficial.
Should treat both. Uses IVUS to assess iliac veins. Just a couple of cases presented. SHOULD WE BE CHECKING OUTFLOW MORE?
Non operative treatment of lymphoedema. Kristina Garden
Good talk.
Medical – bandages/garments/wraps. Rarely manual lymphatic drainage. No drug therapy previously but GLI agonists (weight loss drugs) very effective 
Surgical – debulking, lymphaticovenous anastomosis surgery ( not available in UK). Liposuction.
VASCULAR ACCESS
Interesting session -particularly talks about new endovascular procedures to form fistula
Aortic session
Nationwide outcomes of Octogenarians following open or endo management of ruptured AAA
Mortality rAAA 27% after EVAR, 52% after OR in over 80s

Iliac consensus update:
25% of AAS have iliac component. IIA can be embolised but recommend one IIA be preserved. EVAR devices being designed to preserve both
· Tea consumption reduces risk of developing AAA due to high antioxidants!
· Janet Powell -core outcome set for standardised reporting of outcome is needed so different techniques can be compared. Trying to agree a consensus across Europe.
· AAA sac failure to regress post EVAR – a significant unmet need.
EVAR -40% regress – survival 87% at 5Y 78% at 10 Y
          -35% stable – survival 86% at 5Y, 69% at 10Y
           -25% expand – survival 79% at 5 Y, 61% at 10Y
Developed shape memory polymer AAA sac regression therapy (SMART )EVAR to try and manage sac. Feasibility study – 100% success with less expanding sacs -may be way forward
No mention of role of US surveillance.
Dialysis session

INNOVATION SESSION
A wearable device for Non invasive, remote monitoring and classification of AV access patency.
Developing a smart patch which is placed over access and collects data every 3 hours. Uses PPG, acoustic and accelerometer based sensor stack. Good initial results but still in development.

A new percutaneous valve
Envve transcatheter device for CVI. Savve trial – surgical anti-reflux venous valve endoprostheses. Recruited 75 patients over 30 sites in US. 3 year data good 80% improvement in pain. Now designing a transcatheter delivery system.
Good discusson including other talk that do a surgical procedure to faxhion valve out of vein wall. Both passionate about trying to improve the lives of theses patients with CVI. 


