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How to choose between different endovenous modalities –
EVLA & EVRA – endovenous laser & radio frequency ablation
Requires significant operator skills
Difficult if the veins are tortuous
Not good on superficial veins – risk of burns and pigmentation

EVSA – steam
Lack of evidence as to whether it works

UGFA – ultrasound guided foam sclerotherapy
High risk of failure

MCA-
Mechano chemical ablation

Glue- CAC
Requires significant operator skills
Difficult if the veins are tortuous

Decide on suitable technique depending on-
Operator skills & mid to long term results that are achievable with the various techniques

Foam Sclerotherapy can replace phlebectomy for the management of varicosities
Yes it can

The benefits of non-thermal ablation
NTNT (non-thermal non-tumescent) benefits are –
Less painful & faster
No tumescent required
Can treat B/K and under ulcers
Suitable for superfascial veins
No nerve injury with NTNT
Ok with tortuous veins and perforators
Safer in all areas

Technique and strategy are as important as modality in the treatment of superficial reflux-
Ablate incomp B/K segments where feasible with concurrent treatment of VVs to prevent reintervention
Treat to the lowest level of reflux if possible with NT (non thermals)
Wait 2-3months for the VVs to shrink after ablation
Everyone should be skilled in at least 1 thermal and 1 non-thermal technique

C1 reticular veins

VeClose Extension Study 5-year results
VenaSeal Closure System VSCS
Non-thermal 
Tumescent not needed
Can treat truncal veins and tributaries
Good results at 60months with 93.6% closure rate so equal to RFA
No adverse events

Post-procedure care after cyanoacrylate glue closure
Possible systemic allergy – hypersensitivity can occur in 6% of the patients
Screen for adhesive allergy
Adv – back to work the same day & no stockings required

The evolution of superficial venous management has moved away from thermal techniques
Good results for glue  - comparable with laser & radiofrequency
Return to work is quicker with glue technique
Audience polling
Do you accept the evolution of superficial venous treatment has moved away from thermal techniques?
No

Are all glues the same?
No
Need a study to compare

Randomised trial of 3 radiofrequency devices for great saphenous vein ablation
3 different RF devices – EVRF, Venefit & RFITT
EVRF – takes longer to perform and has a inferior ablation rate compared with the other 2 (21% failure at 6months). Failure is when a 5cm or longer segment is not closed (incomplete closure or recanalisation).

Current theories on indication & techniques for perforator ablation
Incomp perf IPV
3.5mm & reflux of greater than 0.5s
Can use thermal or glue
SEPS – no longer used very often
Or foam

Good results are obtained with non-thermal and don’t require tumescents.
IMPORTANT - Foam sclerotherapy to sub ulcer plexus (beneath ulcer) with or without treatment for truncal reflux and perforators.

Perforator reflux may disappear after truncal reflux has been treated & especially of t has been treated B/K with NT.

Chronic venous hypertension – What to do when there is no venous disease to treat
Could be due to a lymphatic - overloads the system
No real data at the moment
A pragmatic approach to the assessment of swollen legs
Possible causes-
Lymphatic
Cardiac
Lipoedema
Venous
Heart failure
kidney failure
medication

Lymphoedema diagnosis & management-
Lymphoedema – soft skin
Lipoedema – thickened skin

Lymphoscintigram  -for the diagnosis of lymphoedema

Optimal assessment and treatment pathways for recalcitrant leg ulcers
Recalcitrant – fails to heal within a specific time
Causes – DVI, reduced mobility, venous stenosis, arterial pressures <0.8

How to maximise implementation & impact post-EVRA
Need to treat EARLY.
The mean time is 3months – needs to be sooner.
Diagnosis, vascular investigation, venous intervention & long-term compression need to all be within 2weeks. 

Debate
Aggressive thrombus removal for iliofemoral DVT is over utilised as most patients do not develop significant PTA
Against – 51%
Thrombolysis with or without stenting reduce PTS by 10%
Most don’t develop PTS (10-30% in different studies)

CAVA trial
Ultrasound accelerated catheter directed thrombolysis

An update on stent trial & the role of IVUS in the United States
2 stents have now been given approval 
Stenting associate with improved symptoms

What next when stents fail (by Steve Black)
Causes – technical, reduced flow (inflow stenosis), clotting
Ultrasound surveillance (Steve Black’s) post venous stent
Day 1, 2wks, 6wks, 3mths, 6mths, 12mths & annually
Need good inflow

Reintervention is not failure.
If fails early – treat
If fails late – think about leaving


Deep venous disease
Do venous stenting early if required
Have robust anticoagulation procedure in place
Repeat a -ve scan if positive D-dimer within 7days

The challenge of the femoral vein – treating post thrombotic syndrome with normal iliac outflow (United states)
Showed endovenous valve formation and the creation of monocuspid or bicuspid valves at multiple levels

Strategies and pitfalls for venous stents for the upper limb
Upper limb compression intervention – PTA & stenting or surgical decompression

Paget -schroetter syndrome-
Treat using lysis, rib resection, PTA & stenting 
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