Notes from Meeting
TO do:
Check European guidelines for diagnosis of DVT and any recent evidence behind 3 point check.
Check EJVS recommendation about compression following DVT.
Check how iliac DVT treated currently at Derriford – catheter lysis or mechanical thrombectomy.
Check waveform terminology on SVT website.
Circulation foundation information on exercise therapy.
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0930-0940 	 	Introduction  
– Ms Vicky Bristow & Miss Kaji Sritharan 
 
Deep Venous Disease Session 	
Chairperson: Mrs Jane Todhunter 
0940-0955   			Management of Deep Vein Thrombosis – Diagnosis, 
			Treatment & Prognosis
		- Mr Sandip Nandra, Consultant Vascular Surgeon, Newcastle
Causation:
Unprovoked – need to consider causes -blood tests ?occult malignancy.
Provoked  -ie surgery acute illness, travel obesity etc. VVs unclear if risk factor but if thrombophlebitis anti coag recommended.
30% DVTs in calf – low risk with localised symptoms and pain rather than swelling
30% DVTs in  femoral
30% iliac -left more common due to compression of LCIA by RCIA.

Presentation hot , swollen, red with pain, however mimicking conditions are cellulitis, infection, lymphoedema, Bakers cyst and trauma.
Wells score and d dimer used to predict DVT – low Wells and negative D dimer rules out DVT.
Duplex scan can be full leg scan or 3 point compression -European guidelines suggest full leg scan. CT or MR venogram if iliac DVT.
NICE algorithm very good for treatment decisions. DOAC -direct oral anticoagulation
Prognosis:
50% of patients with DVT get post thrombotic syndrome – manage with compression, veno -active compounds and research still ongoing about deep venous intervention.
	 
0955-1010 	Deep Venous Interventions - who, when and why? 
	- Ms Emma Wilton, Consultant Vascular Surgeon, Oxford	

Mainly about treatment of iliac vein DVTs. Discussion of some trials looking at various comparisons -ie anticoag vs thrombectomy, thrombolysis vs mechanical thrombectomy, acute vs chronic setting.
Generally mechanical thrombectomy appears to be favoured treatment -catheter lysis is ideally done within 14 days and needs 1 to 1 nursing whereas mechanical thrombectomy can be done up to 3 months
Patients to be considered - with phlegmasia, symptomatic with minimal improvement with conservative measures, good chance that treatment will improve situation ie take into account comorbidities, thrombus distribution, underlying chronic disease. MUST be compliant with anticoag and surveillance.
All cases at Oxford go via an acute DVT MDT – treat or if equipoise , review in 5-7 days to see if symptoms improving.

Chronic cases – must select patients well – will treat to improve pain, swelling and promote ulcer healing. Must be fully anticoagulated and compliant with treatment.

Compression if deep vein insufficiency.


1010-1025 	The Role of the Specialist Nurse in the Deep Venous Pathway 
	- Ms Belen Quintana, Vascular Nurse Specialist, London
Interesting talk on how their service was set up – clinical guidance SOP developed to ensure consistent care. 2 patient pathways – acute DVT and chronic venous disease. Nurses also have role in planning interventional treatment and ensuring duplex surveillance.

1025-1040		Panel Discussion  
VV patient with no history of SVT or DVT – risk of DVT no different from general. 
How soon after DVT for compression – panel said immediately as per EJVS guidelines-unclear if referring to iliac DVT only  CHECK
Will IVDUs be considered for treatment – not acute but chronic if Ex IVDU and compliant with treatment
Panel suggest catheter lysis is now outdated – mechanical better- check what is being done at Derriford.
Should SVI be treated in presence of DVI – yes particularly for ulcer healing, patient will need to continue in compression though.

Lymphoedema Session
Chairperson: Miss Kaji Sritharan
1040-1105		Lymphedema versus Lipoedema – what’s the difference and management strategies? 
		 - Dr Kristiana Gordan, Clinical Lead of the Lymphoedema Service, London
Very interesting talk. 
Lymphodema is swelling of any body site (chronic oedema is lymphodema.)
Develops when lymph system unable to drain adequately. Primary or secondary (Secondary causes are venous disease VVs or DVT, treatments for malignancy, cellulitis, inflammation, medication, trauma, immobility, obesity).
Function of lymph system.
Cellular drainage
Immune response
Regulates inflammation
Fat homeostasis
Lymphodema develops when microvascular filtration exceeds drainage either due to increased filtration (ie in venous hypertension) or through impaired flow (primary lymphodema lymph system not well developed, secondary lymphodema lymph system damaged ie lymph node removal)

Consequences of failure in lymph system – lymphodema, elephantitis, infection, local malignant changes, produces fat deposition in limb (which does not respond to compression)

Lymphvenous oedema – high lymph load due to venous hypertension overwhelms lymph drainage capacity. Treating VVs may improve a little but usually won’t make much difference once lymphodema.

Treatment 
Decongestive lymphatic therapy – compression, exercise and weight management, skin care and antibiotic prophylaxis. Occasional surgery.

LIPODEMA – feet do NOT swell, with lymphodema the feet swell.
It is a painful fat disorder in women, symmetrical but disproportionate fat distribution. Exacerbated by weight gain. No diagnostic test. Doesn’t pit as fat not fluid. Good website -www.lipoedema.co.uk




1105-1120	Role of Specialist Nurse in Lymphodema pathway
	- Mrs Rebecca Elwell, Macmillan Lymphoedema ANP and Team Leader, Stoke-on-Trent
Good resource – British lymphology Society

Carotid Disease Session  
Chairperson: Mrs Siobhan Gorst 
1155-1205 	Who should be offered carotid surgery and why? (Pre-recorded)		- Mr Dominic Howard, Consultant Vascular Surgeon, Oxford
Large scale trials in 1980s but ?validity now - stroke risks have been reducing on BMT -but also surgical risks are down. Compliance with BMT outside trial situations probably poor (40-50% compliance). Also antiplatelet resistance in 1/3 of vascular patients. Lifestyle and exercise compliance <10%
Selection of asymptomatic patients (ECST-2) – low risk on BMT (1 -2% per year) but still benefit of surgery over 10 yrs.
ESVS 2023 guidelines – consider plaque on ultrasound, silent infarcts, stenosis progression, high grade stenosis still indicator for higher stroke risk even in asymptomatic disease.
Recommends surgery if surgical risk low AND >70% stenosis.
Be aware of carotid webs – very symptomatic in young.
1205-1220 	Is there a role for Stenting - Case selection and Outcomes
	  - Dr Yogish Joshi, Consultant Interventional Neuroradiologist, Cambridge
Discussion of benefits when to stent -similar results to CE

1220-1235                  	Duplex Imaging of the Carotid - Pitfalls and Challenges
                                       		- Ms Jo Walker, Chief Clinical Vascular Scientist, Leicester
Nothing new – again mentions should have 2 imaging scans – CHECK with consultants

1235-1250 	The Role of the Nurse Specialist in Achieving the Carotid Time   
	to Treatment Target 
			- Ms Lisa Mercer, Nurse Specialist, Liverpool
Service worked better with specialist nurses but not funded in long term

Peripheral Arterial Disease Session 
Chairperson: Mrs Gail Curran 
1335-1350	                         Recognising PAD in the Community 
	                                           - Miss Vicky Bristow, Vascular Nurse Specialist, Cambridge
General info
1350-1405 		What is best medical therapy? What should we be doing and why? 
		  - Dr Marc Bailey, Associate Professor of Vascular Medicine, Leeds
Atherosclerosis is a chronic inflammation disease -lipid plaques build up. LDL is the problem
Therapy :
Antithrombotic – aspirin in secondary prevention but not actually much evidence for aspirin in PAD but does prevent MI. Clopidogrel better in PAD patients.
Compass trial – aspirin vs low dose rivoroxaban or combination (combination therapy best)
Statins – reducing LDL shown to significantly reduce risk. Not all statins the same – important to persevere. 
Anti-inflammatories – little work done so far or drugs like Colchinine. New study LEADER PAD – looking at anti- inflammatories.

1405-1420 		Interpreting a duplex scan (Pre-recorded)
	- Mrs Emma Waldegrave, Senior Clinical Vascular Scientist, Oxford 
Says scan takes 20-30mins! Recommends waveform analysis terminologies on SVT website
Confirms PSVR 2-4  50-74%
                 PSVR >4    >75%

1420-1435 		Supervised Exercise Therapy – How do we perform across the UK and Novel Approaches
	  - Mr Sean Pymer, Exercise Physiologist, Hull 

Very good talk. Survey in 2022 – only 25% of Vascular Units that responded have SET. Only 1 in 4 patients go on a SET and 25-50% don’t complete.
Only 5% able and willing – reasons given :takes too much time, long distance to travel, perceived lack of benefit. Need to find ways to improve uptake. Maximise Study – new study by NIHR – meta analysis  - aim to get better evidence base for SET to lead to better provision and better outcomes.
Need to consider different models to deliver as well ie HIIT training – study in May 24 – feasible and tolerable and safe but uptake did not improve.
Consider Zoom/Teams classes, improve home based exercise programmes , use of fit bits etc
Other therapy – neuromuscular stimulation (revitive) – no difference in exercise distance.
Shock wave therapy recently published looks more promising.

Check out Circulation foundation information on Exercise Therapy








Peripheral Aneurysms Session 
Chairperson: Ms Vicky Bristow
1510-1525 		Blue toe syndrome 
		  - Miss Kaji Sritharan, Consultant Vascular Surgeon, London
Sub acute tissue ischaemia – affects one or more toes, unilateral or bilateral. Range of presentations -3Ps purple, painful, zero pulse.
 Due to:
· embolism( cholesterol emboli or cardiac cause) 
·  thrombosis ( thrombophilia, malignancy, covid, sepsis, thrombocytopaenia ), 
· Inflammation (sclerosis, Bechets),
·  vasospasm ( Reynolds, medication, chilblains)
· decreased venous outflow due to immobility.

Goal of management – identify cause, symptom relief, treat underlying cause. Good clinical examination and history key.

1525-1540 		Visceral aneurysms (splenic, renal, hepatic)
		   - Miss Rachel Bell, Consultant Vascular Surgeon, Newcastle
General talk

1540-1555 	         Popliteal aneurysms
	   	- Mr Paddy Coughlin, Consultant Vascular Surgeon, Leeds	 
Average size popliteal artery 6.9mm +/- 0.9mm -popliteal aneurysm is 1.5 x size so could be from 10mm but usually on background of ectatic vessels
Pop Aneurysms account for 85% of peripheral aneurysms, 40-50% of them will have AAA also, 50% bilateral.
<2cm diameter – growth rate 0.3 to 1.5mm/year
>2cm – growth rate 0-3mm per year
Amputation rate is 14 -25% if develop acute limb ischaemia (haven’t usually developed collaterals)
When to treat ? - <2cm -surveillance, >3cm consider repair. Controversy is in 2-3cm range – treat if significant distortation (>45 degree distortion) HOW TO MEASURE WITH US?, Significant thrombus load or crural vessel disease – Could make a good project if we get 3D probe.  But low evidence base
Intervention – stent or bypass graft – stent better early patency rates but otherwise equivalent.

1555-1610 	        Setting Up a Nurse-Led Small Aneurysm Clinic
	        - Mrs Helen O’Donnell, Vascular Specialist Nurse, Manchester
(called away)
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