Core Modality 1 – Carotid Duplex
1. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: 1-29% stenosis observed to the proximal internal carotid artery with minimal calcific plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow. 
LEFT: The common carotid artery, internal carotid artery and proximal external carotid artery are occluded with occlusive thrombus detected and no flow. There appears to be reconstituted low velocity flow to the mid ECA via a branch. Vertebral artery demonstrates normal antegrade flow. 
2. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: 1-29% stenosis observed to the proximal internal carotid artery with a small amount of calcific plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow. 
LEFT: 1-29% stenosis observed to the proximal internal carotid artery with a small amount of calcific plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow. 
3. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: 1-29% stenosis observed to the proximal internal carotid artery with a small amount of calcific plaque. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates antegrade flow. 
LEFT: 1-29% stenosis observed to the proximal internal carotid artery with a small amount of calcific plaque. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates antegrade flow.
4. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: >90% stenosis observed to the proximal internal carotid artery with calcified plaque noted. >50% stenosis also noted to the proximal external carotid artery. The calcific plaque extends from the bulb into the proximal internal and external carotid arteries. The ICA is widely patent distal to the stenosis. Vertebral artery demonstrates normal antegrade flow. 
LEFT: >90% stenosis observed to the proximal internal carotid artery with calcific plaque noted. The ICA is widely patent distal to this stenosis. Mildly irregular external carotid artery and common carotid artery with atherosclerotic plaque. Vertebral artery demonstrates normal antegrade flow. 
5. LEFT NECK DUPLEX
There appears to be an arterio-venous communication between the external carotid artery and the internal jugular vein. Volume flows in the common carotid artery are approx 2.0 L/min. 
Both the external carotid artery and the internal jugular vein demonstrate low resistance, pulsatile flow consistent with an arteriovenous communication. 
The external carotid artery is noted to be of large calibre (diam = 11 mm) and is tortuous. 
Normal calibre internal carotid artery with satisfactory flow. 
The right common, external and internal carotid arteries are normal calibre with satisfactory flow. 
6. Extracranial Cerebrovascular Duplex
RIGHT: 30-49% stenosis observed to the proximal internal carotid artery with calcific plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates antegrade flow. 
LEFT: 1-29% stenosis observed to the proximal internal carotid artery with a small amount of calcific plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates antegrade flow. 
7. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: Clear internal, external and common carotid arteries with normal flow. Vertebral artery demonstrates normal antegrade flow. 
LEFT: Clear internal, external and common carotid arteries with normal flow. Vertebral artery demonstrates normal antegrade flow, no evidence of steal detected. 
There was noted to be high flows in the subclavian artery with volume flow of 5.5 L/min. 
8. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: 1-29% stenosis observed to the proximal internal carotid artery with a small amount of calcific plaque noted. Mildly irregular external and common carotid arteries. Vertebral artery demonstrates antegrade flow. 
LEFT: 1-29% stenosis observed to the proximal internal carotid artery with a small amount of calcific plaque noted. Mildly irregular external and common carotid arteries. Vertebral artery demonstrates antegrade flow. 
9. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: Normal internal carotid, external carotid and common carotid arteries, no evidence of haemodynamically significant stenosis detected. Vertebral artery demonstrates normal antegrade flow. 
LEFT: Normal internal carotid, external carotid and common carotid arteries, no evidence of haemodynamically significant stenosis detected. Vertebral artery demonstrates normal antegrade flow.
10. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: 1-29% stenosis observed to the proximal internal carotid artery with a small amount of plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow. 
LEFT: 1-29% stenosis observed to the proximal internal carotid artery with a small amount of plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates pre-steal waveforms with antegrade flow. Subclavian artery was therefore investigated which showed normal triphasic flow, no obvious stenosis. 
11. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: There is an approx 90% stenosis detected to the proximal internal carotid artery with mixed calcific and predominantly soft plaque. Unable to rule out whether this is ?ruptured plaque. The plaque extends for approx. 2 cm length. The ICA is patent distal to the stenosis with low velocity flow. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates antegrade flow. 
LEFT: 1-29% stenosis observed to the proximal internal carotid artery with calcific plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates antegrade flow. 
12. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: 60-69% stenosis observed to the proximal internal carotid artery with calcific plaque. The external carotid artery origin has a >50% stenosis with calcific plaque. The calcified plaque is a the bifurcation and within the common carotid artery however not hamodynamically significant. There was no obvious flow seen in the vertebral artery ?occluded. 
LEFT: 60-69% stenosis observed to the proximal internal carotid artery with calcific plaque. The external carotid artery origin has a >50% stenosis with calcific plaque. The calcified plaque is a the bifurcation and within the common carotid artery however not hamodynamically significant. Vertebral artery demonstrates normal antegrade flow. 
13. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: 30-49% stenosis observed to the proximal internal carotid artery with calcific plaque noted. Mildly irregular external carotid and common carotid arteries. Vertebral artery demonstrates normal antegrade flow. 
LEFT: 30-49% stenosis observed to the proximal internal carotid artery with calcific plaque noted. Stenotic ECA origin. Mildly irregular common carotid artery. Vertebral artery demonstrates normal antegrade flow. 
14. EXTRACRANIAL CEREBROVASCULAR DUPLEX
Portable scan done on the ward, was difficult to get optimal views due to patient positioning.
RIGHT: 1-29% stenosis observed to the proximal internal carotid artery with a small amount of calcific plaque noted. Mildly irregular external and common carotid arteries. Vertebral artery not viewed due to patient positioning. 

LEFT: 1-29% stenosis observed to the proximal internal carotid artery with a small amount of calcific plaque noted. Mildly irregular external and common carotid arteries. Vertebral artery demonstrate normal antegrade flow. 
15. EXTRACRANIAL CEREBROVASCULAR DUPLEX
Portable scan done on the ward, was difficult to get optimal views due to patient positioning.
RIGHT: 30-49% stenosis observed to the proximal internal carotid artery with irregular calficied plaque noted. The external carotid artery and common carotid arteries both have calcified plaque identified, however not haemodynamically significant. Vertebral artery demonstrates normal antegrade flow.
LEFT: There is irregular calcified plaque noted in the carotid bifurcation extending into the origins of the external and internal carotid arteries. There is also soft hypoechoic material ?thrombus within the bifurcation and the origin of the ICA and ECA. ?could possibly represent ulcerative plaque. The ICA velocities demonstrate a 50-69% stenosis haemodynamically. The ECA has a >50% stenosis detected at its origin. Vertebral artery demonstrates normal antegrade flow. 
16. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: No haemodynamically significant stenosis observed to the internal carotid artery, external carotid artery and common carotid arteries. Vertebral artery demonstrates normal antegrade flow. 
LEFT: No haemodynamically significant stenosis observed to the internal carotid artery, external carotid artery and common carotid arteries. Vertebral artery demonstrates normal antegrade flow. 
17. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: 1-29% stenosis observed to the proximal internal carotid artery with a small amount of calcific plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow. 
LEFT: 1-29% stenosis observed to the proximal internal carotid artery with a small amount of calcific plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow. 
18. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: 50-59% stenosis observed to the proximal internal carotid artery with heavily calcific plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow. 
LEFT: 70-79% stenosis observed to the proximal internal carotid artery with heavily calcific plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow. 
Conclusion: 
Bilateral haemodynamically significant stenosis detected. Referral to vascular is recommended. 
19. EXTRACRANIAL CEREBROVASCULAR DUPLEX
No evidence of carotid body tumour recurrence. 
No haemodynamically significant carotid stenosis bilaterally. Vertebral arteries demonstrate normal antegrade flow.
20. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: 1-29% stenosis observed to the proximal internal carotid artery with a small amount of intimal thickening noted. Clear external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow. 
LEFT: 1-29% stenosis observed to the proximal internal carotid artery with a small amount of intimal thickening noted. Clear external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow.
21. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: 30-49% stenosis observed to the proximal internal carotid artery with calcific plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow. 
LEFT: 1-29% stenosis observed to the proximal internal carotid artery with calcific plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow.
22. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: 1-29% stenosis observed to the proximal internal carotid artery with a small amount of calcific plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow. 
LEFT: The internal carotid artery demonstrates high resistance pre-occlusive waveforms indicating a distal intracranial occlusion. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow. 
23. EXTRACRANIAL CEREBROVASCULAR ULTRASOUND
RIGHT SIDE: 1 - 29% stenosis observed to the proximal internal carotid artery with calcifc plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow. 
LEFT SIDE: 1 - 29% stenosis observed to the proximal internal carotid artery with calcifc plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow.


24. EXTRACRANIAL CEREBROVASCULAR ULTRASOUND
RIGHT SIDE: The ICA is widely patent with satisfactory flow and appreances consistent with post endarterectomy. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow. 
LEFT SIDE: 1 - 29% stenosis observed to the proximal internal carotid artery with calcifc plaque noted. Mildly irregular external carotid artery and common carotid artery. Vertebral artery demonstrates normal antegrade flow. 
25. EXTRACRANIAL CEREBROVASCULAR DUPLEX
RIGHT: 1-29% stenosis observed to the proximal internal carotid artery with minimal calcific plaque noted. Mildly irregular common carotid artery and external carotid artery. Vertebral artery demonstrates normal antegrade flow. 
LEFT: 1-29% stenosis observed to the proximal internal carotid artery with minimal calcific plaque noted. Mildly irregular common carotid artery and external carotid artery. Vertebral artery demonstrates normal antegrade flow.
Core Modality 2 – 	Lower Limb Arterial Duplex
1. BILATERAL LOWER LIMB ARTERIAL DUPLEX
Diffuse calcification observed throughout the lower limb arterial tree.
Normal calibre aorta with satisfactory flow.  Satisfactory flow observed throughout the common, internal and external iliac arteries bilaterally. 
RIGHT: 
Satisfactory triphasic flow demonstrated in the common femoral artery and profunda femoral artery. 
There is a tight >75% stenosis noted to the proximal SFA. Monophasic flow distal to this.  There is a long >75% stenosis observed to the mid popliteal artery. 
Heavily calcified crural vessels. The tibioperoneal trunk appears patent. The anterior tibial artery appears occluded at its origin, with a collateral reconstituting flow and is patent to mid segment. Unable to assess very distal segment due to dressings. No obvious flow detected to the posterior tibial or peroneal arteries. 
LEFT: 
Satisfactory triphasic flow demonstrated in the common femoral artery and profunda femoral artery. 
There is a tight >75% stenosis observed to the very proximal SFA just prior to the stent. Damped monophasic flow noted distal to this. The SFA stent appears patent however there is a significant amount of smooth hypoechoic material ?hyperplasia. This does not appear to be flow limiting however difficult to rule out due to the low flow state within the stent (PSV = 25 cm/s). 
Patent popliteal and tibioperoneal trunk with low velocity monophasic flow. The anterior tibial artery appears patent to mid segment, distal segment unable to asses due to dressings. No obvious flow detected to the posterior tibial or peroneal arteries
2. LEFT LOWER LIMB ARTERIAL DUPLEX
Diffuse disease but triphasic flow in the aorta, common and external iliac arteries. 
Diffuse disease but satisfactory triphasic flow observed in the common femoral artery and profunda femoral artery. 
The proximal superficial femoral artery is patent however demonstrates high resistance waveforms. In the mid SFA there is a tight flow limiting >75% stenosis (PSV = 600 cm/s) with damped monophasic flow noted distal to this. The remaining SFA is patent however there is smooth atherosclerotic material throughout the distal SFA.
Patent popliteal artery with damped monophasic flow.  Peroneal artery appears patent to the level of the ankle. There is no obvious flow detected in the anterior tibial artery.  There is no flow detected to the posterior tibial artery.
3. RIGHT LOWER LIMB ARTERIAL DUPLEX
Normal calibre abdominal aorta (diam = 2.0 cm) with satisfactory flow. Triphasic flow observed to the common and external iliac arteries. 
Diffuse calcification with triphasic flow demonstrated in the common femroal and profunda femoral arteries. 
There is a short approx. 1 cm patent stump of the proximal SFA, then this occludes for its remaining length. The popliteal artery is also occluded. 
Calf difficult to assess due to dressings. However a collateral reconstituted the proximal anterior tibial artery with damped monophasic flow to mid ATA demonstrated. The distal segment not assessed due to dressings.  There was no obvious flow detected in the proximal posterior tibial and peroneal arteries, however very difficult to assess. On previous scan in 2014 these were known to be occluded. 
4. LEFT LOWER LIMB ARTERIAL DUPLEX
Normal calibre aorta (diam = 1.8 cm) with satisfactory flow. 
Triphasic flow observed in the common iliac and external iliac arteries. 
There is mild diffuse calcification with triphasic flow in the common femoral, profunda femoral and superficial femoral artery.  There is a focal >75% stenosis with calcific plaque detected to the prox-mid popliteal artery. Monophasic flow observed distal to this. Patent anterior tibial, posterior tibial and peroneal arteries with monophasic flow. 
5. LEFT LOWER LIMB ARTERIAL DUPLEX
Normal calibre aorta (diam = 2.0 cm), with satisfactory flow. 
The left common, internal and external iliac arteries are all occluded with hypoechoic material - difficult to tell whether this is acute or not. There is reconstituted low velocity monophasic flow detected to the proximal common femoral artery. Monophasic flow detected to the profunda femoral artery. 
The SFA is patent proximally but contains areas of general narrowing. There is a occlusion to the mid SFA for approx. 10 cm length. Reconstituted very low velocity monophasic flow to the distal SFA. 
Diffuse disease in the popliteal with monophasic flow. Diseased crural vessels with main runoff via the peroneal artery patent to the ankle with low velocity flow. The anterior tibial and posterior tibial arteries appear to be occluded.
6. BILATERAL LOWER LIMB ARTERIAL DUPLEX
Normal calibre aorta (diam = 2.0 cm) with satisfactory flow and diffuse disease.  There is calcific plaque in the common iliac arteries, however does not appear to be haemodynamically significant. The internal iliac arteries were not seen bilaterally due to overlying bowel gas. The external iliac arteries bilaterally demonstrated triphasic flow. 
RIGHT: Approx 50% stenosis detected at the common femoral artery with calcific plaque. 
Patent profunda femoral artery with triphasic flow. There is a >75% stenosis observed to the proximal SFA. Damped monophasic flow detected distal to this. The SFA is heavily calcified with diffuse disease for its remaining length but patent. Highly irregular popliteal artery with a mid segment short approx. 2 cm length occlusion and collaterals noted.  The anterior tibial artery appears patent for its length. The posterior tibial artery is patent proximally with a short occlusion then a large collateral coming in mid segment where it is patent to the ankle.  The peroneal artery is patent proximally, no flow mid segment and distally monophasic flow detected. 
LEFT: 50-75% stenosis detected to the common femoral artery.  Approx 50% stenosis detected to the profunda femoral artery origin. Diffuse atherosclerotic disease throughout the SFA. There is a 50% stenosis to the proximal segment, followed by a 50-75% stenosis and then a short approx 2 cm length occlusion mid segment, followed by a approx 1 cm length occlusion distally. Diffuse disease in the popliteal artery with a >75% stenosis noted to the very distal segment.  ATA appears patent for its length. PTA appears patent for its length. The peroneal artery is patent proximally, no flow mid segment and distally monophasic flow detected. 
Conclusion:  RIGHT: >75% stenosis to proximal SFA, mid SFA short occlusion approx. 2 cm length, diseased crurals. LEFT: 50-75% stenosis to CFA, 50% stenosis to PFA, Multifocal SFA stenoses and short occlusions, >75% stenosis to distal popliteal, diseased crurals.
7. RIGHT LOWER LIMB ARTERIAL DUPLEX
Please note patient has small calibre arteries throughout the lower limb arterial tree. 
The distal aorta just inferior to the IMA has acute occlusive thrombus observed down to the bifurcation. The common iliac and external iliac arteries are occluded bilaterally however due to previously known disease in the iliac arteries this is likely a mix of plaque and thrombus in the iliac arteries. 
There is reconstituted very low velocity (PSV = 20 cm/s) monophasic flow to the common femoral artery. Reverse flow noted in the profunda femoral artery. Low velocity flow in the superficial femoral, popliteal and three vessel runoff via the anterior tibial, posterior tibial and peroneal arteries. 
Results phoned to referring doctor and patient sent to clinic 2. 
8. RIGHT LOWER LIMB ARTERIAL DUPLEX
Normal calibre abdominal aorta with diffuse disease in the common and external iliac arteries, triphasic flow detected. Mild diffuse calcification observed to the common femoral artery and profunda femoral artery. 
Diffuse calcification in the superficial femoral artery. There is a >75% stenosis detected to the distal SFA. Flow distal to this is monophasic. 
Diffuse calcification with monophasic flow in the popliteal artery, anterior tibial, posterior tibial and peroneal arteries.
9. BILATERAL LOWER LIMB ARTERIAL DUPLEX
Normal calibre aorta (diam = 1.8 cm) with satisfactory flow. 
Mild diffuse calcification with satisfactory triphasic flow observed to the common iliac, internal iliac, external iliac, common femoral, profunda femoral, superficial femoral, popliteal, anterior tibial, posterior tibial and peroneal arteries bilaterally. 
10. LEFT LOWER LIMB ARTERIAL DUPLEX
Normal calibre aorta (diam = 2.0 cm) with satisfactory flow. 
Diffuse calcification with biphasic flow observed to the common iliac, external iliac, common femoral and profunda femoral arteries. 
There is calcification observed throughout the SFA and popliteal arteries however biphasic flow observed. 
Heavily calcified crurual vessels. Biphasic flow observed to the anterior tibial and peroneal arteries. 
The posterior tibial artery appears to be occluded.
11. LEFT LOWER LIMB ARTERIAL DUPLEX
Strong monophasic flow was noted in the CIA and EIA with stent noted in situ. Strong monophasic flow observed to the common femoral artery and profunda femoral artery with plaque noted but not haemodynamically significant. 
The SFA is heavily diseased but patent with strong monophasic flow. There appears to be two channels of flow in the mid segment ?subintimal angioplasty. 
The popliteal is patent with strong monophasic flow and heavily calcified. 
The curual vessels are heavily calcified limiting views, however tibioperoneal trunk, anterior tibial, posterior tibial and peroneal appear to be patent where seen. 
12. RIGHT LOWER LIMB ARTERIAL DUPLEX
Dense diffuse calcification observed throughout the lower limb arterial tree limiting views.
Normal calibre abdominal aorta (diam = 2.1 cm), diffuse calcification, no aneurysm detected. 
Diffuse calcification with biphasic flow observed throughout the common iliac, internal iliac, external iliac, common femoral and profunda femoral arteries. 
The superficial femoral artery is heavily calcified with a segment from mid-distal SFA unable to view flow due to severe acoustic shadowing however flow remains biphasic suggestive of the absence of significant focal stenosis.
Biphasic flow in the popliteal artery. 
The crural vessels are heavily calcified. The anterior tibial and peroneal arteries appear patent. No obvious flow detected to the posterior tibial artery. 
13. RIGHT LOWER LIMB ARTERIAL DUPLEX
Technically very difficult scan due to patient habitus and patient movement.  Diffuse dense calcification observed throughout the lower limb arterial tree.
Normal calibre abdominal aorta (diam = 1.5 cm). 
RIGHT: Triphasic flow observed to the common, internal and external iliac arteries with mild atheroma noted. Triphasic flow observed to the common femoral artery and profunda femoral artery. There is a >75% stenosis observed to the proximal SFA just after the origin. Diffuse calcification with monophasic flow throughout the remaining SFA and popliteal arteries, no obvious focal stenosis however very difficult to visualise due to extensive medial calcification limiting views. 
Heavily calcified crural vessels limiting views. Patent posterior tibial artery. ATA origin appeared patent with no flow distally. No flow detected to the peroneal artery. 
14. BILATERAL LOWER LIMB ARTERIAL DUPLEX
Normal calibre abdominal aorta (diam = 1.9 cm) with mild atheroma and triphasic flow. 
RIGHT:
Mild diffuse calcification observed with triphasic flow observed to the common iliac, external iliac, common femoral, profunda femoral, superficial femoral, popliteal, anterior tibial, posterior tibial, and peroneal arteries. 
LEFT: Mild approx. 50% stenosis detected to the proximal internal iliac artery.  Mild diffuse calcification observed with triphasic flow observed to the common iliac, external iliac, common femoral, profunda femoral, superficial femoral, popliteal, anterior tibial, posterior tibial, and peroneal arteries. 
15. RIGHT LOWER LIMB ARTERIAL DUPLEX
Normal calibre abdominal aorta (diam = 1.9 cm) with satisfactory flow.  Triphasic flow noted in the common and external iliac arteries, internal not viewed. 
Diffuse calcification but triphasic flow noted in the common femoral and profunda femoral artery. 
Diffuse calcification in the SFA. From distal SFA to mid popliteal artery there is an occlusion approx. 10 cm length. Reconstituted flow to mid popliteal artery via collateralisation. 
Runoff vesels are heavily calcified but the anterior tibial and peroneal arteries appear patent for their length. The posterior tibial artery appears to be occluded at its most proximal segment with flow reconstituting for its remaining length. 
16. RIGHT LOWER LIMB ARTERIAL DUPLEX
Normal calibre abdominal aorta (diam = 1.8 cm) with satisfactory flow.  Triphasic flow noted in the common and external iliac arteries, internal not viewed. There is triphasic flow within CFA and proximal PFA.  Non significant plaque noted within distal CFA and at the bifurcation.The SFA is patent with some diffuse calcification but no significant focal stenoses identified. There is diffuse calcification in the popliteal artery with satisfactory triphasic flow throughout. The run-off vessels are diffusely calcified but patent with triphasic flow. 
17. BILATERAL LOWER LIMB ARTERIAL DUPLEX
Diffuse calcification observed throughout the lower limb arterial tree. 
Right: Triphasic flow observed to the common femoral artery and profunda femoral artery. >70% stenosis observed to the mid SFA and distal SFA. 50-70% stenosis observed to the distal popliteal and the ATA origin. There is a >70% stenosis noted to the proximal ATA just past the origin, this remains patent to the ankle with monophasic flow. >70% stenosis noted to the tibioperoneal trunk. Patent peroneal artery for its length. No flow detected to the posterior tibial artery. 
Left: Triphasic flow observed to the common femoral artery and profunda femoral artery. 50-70% stenosis to the proximal SFA, >70% stenosis noted to the mid and distal SFA. 50-70% stenosis noted to the mid popliteal. 50-70% stenosis noted to the tibioperoneal trunk. ATA and peroneal are patent to the ankle. No flow detected to the peroneal artery. 
18. LEFT LOWER LIMB ARTERIAL DUPLEX
Normal calibre abdominal aorta (diam = 2.1 cm) with satisfactory flow. Triphasic flow demonstrated in the common, internal and external iliac arteries. 
Triphasic flow observed in the common femoral, profunda femoral and proximal superficial femoral artery. The distal SFA to proximal popliteal artery is occluded with smooth homogeneous plaque ?organised thrombus. Prominent collaterals noted. 
Flow reconstituted in the mid popliteal, however the distal popliteal has non-occlusive thrombus causing a long narrowing ~50% stenosis.  Patent anterior tibial artery for its length with monophasic flow. Patent tibioperoneal trunk and proximal posterior tibial and peroneal arteries. The distal peroneal appears to be occluded. The distal posterior tibial artery appears to be occluded with reconstituted flow to the most distal PTA.
Right ABPI = 0.96
LEFT ABPI = 0.48
19. BILATERAL LOWER LIMB ARTERIAL DUPLEX
Normal calibre abdominal aorta (diam = 2.0 cm) with satisfactory flow. Triphasic flow demonstrated in the common, internal and external iliac arteries. 
RIGHT: Diffuse calcification with triphasic flow demonstrated in the common femoral artery, profunda femoral artery, superficial femoral artery and popliteal artery. Dressings limited views in the calf. However the anterior tibial artery was patent at its proximal and distal segments with strong monophasic flow Mid segment not seen due to dressings. Peroneal artery not seen due to dressings. No flow detected in the distal posterior tibial artery, remaining artery not seen due to dressings.
LEFT: Diffuse calcification with triphasic flow demonstrated in the common femoral artery, profunda femoral artery, superficial femoral artery and popliteal artery. Calcified crural vessels. Anterior tibial artery is patent with biphasic flow. Peroneal artery is heavily calcified but patent where seen. No flow detected to the posterior tibial artery ?occluded. 
20. BILATERAL LOWER LIMB ARTERIAL DUPLEX
Normal calibre abdominal aorta (diam = 1.9 cm) with satisfactory flow. Triphasic flow demonstrated in the common, internal and external iliac arteries. 
RIGHT: Diffuse calcification with triphasic flow observed throughout the common femoral artery, profunda femoral artery, superficial femoral artery and popliteal artery. The anterior tibial artery is patent for its length with biphasic flow. There is a >75% stenosis noted to the mid peroneal artery. Peroneal artery remains patent distal to the stenosis to the ankle. The posterior tibial artery appears to be occluded. 
LEFT: Diffuse calcification with triphasic flow observed throughout the common femoral artery, profunda femoral artery, superficial femoral artery and popliteal artery. The anterior tibial artery is patent for its length with multiphasic flow. The peroneal artery is patent for its length with multiphasic flow. The posterior tibial artery is patent proximally and occludes distally. 

21. LEFT LOWER LIMB ARTERIAL DUPLEX
Normal calibre aorta (diam = 2.1 cm) with satisfactory flow. Triphasic flow was noted in the CIA, EIA and the CFA, becoming hyperaemic in the proximal SFA and PFA. The SFA was patent with >50% stenosis in the mid thigh and damped monophasic flow distally. The popliteal artery, PTA and peroneal artery were patent with monophasic flow throughout. The ATA was occluded.
Conclusion:
Appearances are similar to pre-angioplasty duplex.
22. LEFT LOWER LIMB ARTERIAL DUPLEX
Normal calibre aorta (diam = 2. 0 cm) with satisfactory flow. Triphasic flow was noted in the CIA and EIA. Triphasic common femoral artery and proximal profunda femoris arteries noted. Triphasic flow observed throughout the SFA with heavy diffuse disease observed throughout. Flow becomes strong monophasic in the popliteal artery and below knee, the popliteal artery is patent but is significantly diseased and appears to be generally narrowed along its length. TP trunk calcified but patent.  Crural calcification demonstrated but there is strong monophasic flow in the PTA and peroneal.  The anterior tibial artery appears patent proximally with a mid segment occlusion and reconstituted flow to the dorsalis pedis artery. 
23. RIGHT LOWER LIMB ARTERIAL DUPLEX
Heavy diffuse calcification noted throughout.Aorta and iliac arteries not able to be clearly viewed due to peritoneal dialysis. The common femoral artery and proximal profunda femoris artery appeared patent with monophasic flow. The superficial femoral artery appeared patent along length with a ~50% stenosis to the mid segment and a >75% stenosis noted in the distal femoral artery.The popliteal artery and tibioperoneal trunk appeared patent with monophasic flow noted. 
The anterior tibial artery was patent throughout with monophasic flow noted at ankle level.The posterior tibial artery was segmentally occluded along its length with no flow noted at ankle level. Collaterals were visualised associated with the posterior tibial artery. No flow detected to the peroneal artery.
24. BILATERAL LOWER LIMB ARTERIAL DUPLEX:
Normal calibre aorta with satisfactory flow. 
RIGHT: Triphasic flow observed throughout the common, internal, external, common femoral and profunda femoral arteries. There is a >75% stenosis observed to the distal SFA in the adductor canal. There is a further 50 - 75% stenosis observed to the mid popliteal artery. Main runoff via the peroneal artery with monophasic flow. No flow detected to the PTA?occluded. The ATA appears patent proximally with a mid segment occlusion and reconstituted flow distally. 
LEFT: Triphasic flow observed throughout the common, internal, external, common femoral and profunda femoral arteries. There is a >75% stenosis observed to the mid SFA, monophasic observed distal to this and in the popliteal artery. Main runoff via the peroneal artery with monophasic flow. No flow detected to the PTA?occluded. The ATA appears patent proximally with a mid segment occlusion and reconstituted flow distally.
25. LEFT LOWER LIMB ARTERIAL DUPLEX
Normal calibre aorta (diam = 2.0 cm) with satisfactory flow. Iliac arteries suboptimally viewed due to patient movement. There is a tight >75% stenosis observed to the proximal common iliac artery. There appears to be a tight CIA stenosis on the right side too (not optimally visualised). Patent external iliac artery with monophasic flow.  Monophasic flow noted in the common femoral, profunda femoral, superficial femora and popliteal arteries with mild diffuse plaque noted. The posterior tibial and peroneal arteries are patent with monophasic flow. The anterior tibial is patent proximally with a mid segment ?occlusion and reconstituted monophasic flow distally. 
Core Modality 3 – Lower Limb Venous Duplex
1. LEFT LOWER LIMB VENOUS DUPLEX
Patent inferior vena cava (IVC) with phasic venous flow.  The left common, internal and external iliac veins appear to be absent. Right iliacs normal with phasic flow. There is a large suprapublic vein draining from the left common femoral vein to the right common femoral vein. This is large in calibre however is competent when performing a Valsalva. The left common femoral, profunda femoral, femoral, popliteal and calf veins are all patent and competent. Competent SFJ and GSV. Competent SPJ and SSV.
2. LEFT LOWER LIMB VENOUS DUPLEX
 Incompetent SFJ which is refluxing into the GSV (diam = 3.8 mm) which lies within the fascia for approx. 30 cm length then refluxes into tortuous medial and anterior calf varicosities.  Competent SPJ and SSV.  All deep veins are patent and competent.
3. BILATERAL LOWER LIMB VENOUS DUPLEX
RIGHT: Competent SFJ and proximal GSV. There is segmental incompetence observed in the mid thigh GSV (diam = 4.4 mm) for approx. 8 cm length - no obvious source, appears to be at valve sites. Competent calf GSV. -Competent SPJ and SSV. Incompetent posterior arch vein in the calf connecting the calf GSV to mid SSV.  All deep veins are patent and competent. 
LEFT: Competent SFJ and GSV.  Competent SPJ and SSV.  All deep veins are patent and competent. 
4. BILATERAL LOWER LIMB VENOUS DUPLEX
RIGHT: Incompetent SPJ which is refluxing into the SSV (diam = 5.3 mm) which lies within the fascia for approx. 5 cm length then refluxes into highly tortuous posterior medial calf varicosities. The remaining SSV is competent.  Competent SFJ and GSV.  All deep veins are patent and competent. 
LEFT: Incompetent SFJ which is refluxing directly into an anterior thigh vein (diam = 4.3 mm) which lies within the fascia for approx. 15 cm length then exits becoming tortuous coursing down the medial thigh and calf. Competent GSV.   Competent Giacomini and SSV. There is a posterior lateral calf incompetent perforator at the level of the knee skin crease (diam = 2.3 mm) which is refluxing into a small lateral calf varicosity (diam = 2.2 mm).
5. BILATERAL LOWER LIMB VENOUS DUPLEX
RIGHT: Competent SFJ and GSV.  Competent SPJ and SSV.  All deep veins are patent and competent.
LEFT: Competent SFJ. There is a very small vein just distal to the SFJ making the GSV incompetent for a short segment from prox-mid thigh in the fascia then this reflux drains into the deep system via a competent mid thigh perforator. The remaining GSV is competent.  Competent SPJ and SSV.  All deep veins are patent and competent.
6. RIGHT LOWER LIMB VENOUS DUPLEX
 Incompetent SPJ which is refluxing into the SSV (diam = 5.3 mm) which lies within the fascia for approx. 10 cm length then refluxes into a highly tortuous tributary coursing down the posterior lateral calf, and there is also a tributary that courses proximally to the medial calf and joins the GSV. Competent SFJ and GSV for its length.  All deep veins are patent and competent.
7. RIGHT LOWER LIMB VENOUS DUPLEX:
Absent SFJ and thigh GSV. The calf segment of the GSV was competent. The prox-mid SSV and posterior calf variscosity were occluded with echogenic material appearances consistent with previous treatment with some segment non-occlusive. The most distal SSV is patent and competent. 
All deep veins are patent and competent.  No incompetent perforators seen. 
8. LEFT LOWER LIMB VENOUS DUPLEX
Competent SFJ. The very proximal anterior thigh vein was also competent, however from distal thigh reflux was noted via an incompetent perforator into this vein, which filled varices in the distal thigh, anterior aspect. No true LSV identified throughout the remainder of the lower limb.There were two incompetent perforators noted at the inferior border of the buttock which are refluxing into a large (diam = 6.3 mm) incompetent tortuous posterior lateral thigh and calf varicosity which has segments which are occluded from previous foam sclerotherapy. There is also a tributary which comes from the medial groin region ?vulval/pelvic source which the joins into the posterior thigh varicosity. Competent small Giacomni. The SSV in the mid segment is occluded. The proximal and distal segments are patent but competent.  The CFV, proximal PFV, FV, PopV and Peroneal and PTVs were present with no evidence of reflux. However, the FV was small in calibre.
9. BILATERAL LOWER LIMB VENOUS DUPLEX
RIGHT:  The SFJ appears to have been previously ligated with no evidence of recurrence noted.  The LSV appears to have stripped in the thigh. The calf LSV appears competent.  An incompetent medial thigh perforator was noted approximately 5cm below the groin in the medial thigh filling a small anterior thigh varicosity (diam = 2.7 mm) coursing down the thigh and calf. The SSV was competent. All deep veins are patent and competent.  LEFT: The SFJ appears to have been previously ligated with no evidence of recurrence noted. The LSV appears to have been stripped in the thigh. An incompetent vein was noted in the thigh along the route of the LSV. The SSV was competent proximally, a branch of the incompetent thigh vein was noted filling the SSV mid calf causing mid to distal SSV incompetence. Two incompetent calf perforators fill small calf varicosities.  All deep veins are patent and competent.
10. RIGHT LOWER LIMB VENOUS DUPLEX
Incompetent SFJ fills a 8 - 11mm incompetent LSV in thigh and associated medial calf varices. Thigh LSV remains in the fascia and lies ~1cm below skin surface from upper thigh to knee. SSV is competent. All deep veins are patent and competent.
11. LEFT LOWER LIMB VENOUS DUPLEX
Incompetent SFJ which is refluxing into the LSV (diam = 6.6 mm, 6.3 mm) which lies within the fascia for approx. 35 cm length then refluxing into a highly tortuous anterior medial calf varicosity.  Competent SPJ and SSV.  All deep veins are patent and competent.
12. BILATERAL LOWER LIMB VENOUS DUPLEX
RIGHT:  Incompetent SFJ which is refluxing into the GSV (diam = 5.0 mm) which lies within the fascia for approx. 20 cm length then refluxes into medial varicosities coursing down the medial thigh with multiple calf tributaries. Competent SPJ and SSV.  All deep veins are patent and competent. 
LEFT: Incompetent SFJ which is refluxing into the GSV which lies within the fascia for approx. 15 cm length then refluxes into a highly tortuous varicosity coursing down the anterior lateral thigh and calf. Competent SPJ and SSV.  All deep veins are patent and competent.
13. BILATERAL LOWER LIMB VENOUS DUPLEX
RIGHT:  SFJ appears to be absent. There is an incompetent thigh perforator (diam = 3.8 mm) noted from mid thigh which is refluxing into a highly tortuous medial varicosity coursing down the thigh and calf.  The true GSV appears to be absent. Competent SPJ and SSV.  All deep veins are patent and competent. 
LEFT: Incompetent recurrent tortuous SFJ which is refluxing into a highly tortuous medial varicosity (diam = 9.2 mm) coursing down the thigh and calf with multiple calf tributaries. The true GSV appears to be absent. SPJ not identified. Competent SSV. All deep veins are patent and competent.
14. BILATERAL LOWER LIMB VENOUS DUPLEX
RIGHT: Competent SFJ and GSV. Competent SPJ and SSV.  All deep veins are patent and competent. 
LEFT: Incompetent SFJ which is refluxing into the GSV (diam = 6.9 mm) which lies within the fascia for approx. 22 cm length then refluxes into a medial varicosity. Competent SPJ and SSV. All deep veins are patent and competent.
15. LEFT LOWER LIMB VENOUS DUPLEX
 Incompetent SFJ which is refluxing into the GSV (diam = 7.7 mm) which lies within the fascia for approx. 33 cm length then refluxes into highly tortuous medial calf tributaries (diam = 6.7 mm). There is another tributary off the mid thigh GSV which courses posterior to the knee with a tortuous cluster noted and then down the lateral calf. Competent SPJ and SSV.  All deep veins are patent and competent.
16. BILATERAL LOWER LIMB VENOUS DUPLEX
RIGHT:  Incompetent SFJ which is refluxing into the GSV (diam = 3.3 mm) which lies within the fascia for approx. 17 cm length, then refluxes into a tortuous tributary from mid thigh coursing down the medial thigh and calf (2.7 mm) with multiple tributaries.  No SPJ identified, there appears to be a Giacomini which is competent. An incompetent tributary just below the knee crease joins the SSV making it incompetent to mid calf (approx. 13 cm length of incompetent SSV in the fascia) then refluxes out into a lateral tributary. All deep veins are patent and competent.  One incompetent calf perforator (diam = 3.9 mm) noted. 
LEFT: Competent SFJ and GSV for its length in the thigh. The calf segment of GSV becomes incompetent via an incompetent perforator (diam = 3.4 mm) and into a small medial calf tributary. Competent SPJ and SSV. The is a small incompetent tributary (diam = 2.3 mm) coming from the mid thigh GSV which courses down the posterior lateral thigh and calf draining into a competent perforator.All deep veins are patent and competent.
17. RIGHT LOWER LIMB VENOUS DUPLEX
 Incompetent SPJ which is refluxing directly into a tributary that courses medially up the thigh to join the proximal calf GSV then refluxes into a highly tortuous varicosity coursing anterior to the knee and down the lateral calf. The true SSV is competent for its length. Competent SFJ and GSV. All deep veins are patent and competent.
18. BILATERAL LOWER LIMB VENOUS DUPLEX
RIGHT:  Competent SFJ and GSV.  Competent SPJ and SSV.  All deep calf veins are patent and competent. 
LEFT: Competent SFJ and proximal thigh GSV. From mid thigh to mid calf the GSV is occluded with old chronic thrombus noted. There is a small medial and anterior calf varicosity sourcing from an incompetent calf perforator. Competent SPJ and SSV.  All deep veins are patent and competent.
19. RIGHT LOWER LIMB VENOUS DUPLEX
 Incompetent SFJ which is refluxing into the GSV (diam = 6.1 mm) which lies within the fascia for approx. 18 cm length then refluxes into a highly tortuous medial varicosity (diam = 5.2 mm). Competent SPJ and SSV.  All deep veins are patent and competent.
20. BILATERAL LOWER LIMB VENOUS DUPLEX
[bookmark: _GoBack]RIGHT: There is an incompetent lateral thigh and calf (diam = 3.2 mm) tributary observed which appears to track proximally towards the buttock, becomes too small to follow ?abdopelvic source. Competent SFJ and GSV.  Competent SPJ and SSV. All deep veins are patent and competent. 
LEFT:  There is an incompetent lateral thigh and calf (diam = 3.2 mm) tributary observed which appears to track proximally towards the vulval region, becomes too small to follow ?abdopelvic source. Competent SFJ and GSV.  Competent SPJ and SSV. All deep veins are patent and competent.
21. BILATERAL LOWER LIMB VENOUS DUPLEX
RIGHT: Competent SFJ and proximal LSV. However the LSV becomes incompetent from proximal thigh which appears to be at a segment where a competent tributary joins. The LSV (diam = 4.6 mm) lies in the fascia in the proximal thigh for approx. 6 cm length then refluxes into a medial calf varicosity (diam = 4.7 mm). Competent SPJ and SSV. All deep veins appear patent and competent. 
LEFT: Competent SFJ and proximal LSV. However the LSV becomes incompetent from proximal thigh which appears to be at a segment where a competent tributary joins. The LSV (diam = 4.3 mm) lies in the fascia in the proximal thigh for approx. 5 cm length then refluxes into a medial calf varicosity (diam = 4.1 mm). There is also a small posterior lateral thigh (diam = 2.1 mm) and calf tributary noted, appears to connect to the LSV but very difficult to optimally find the source. Competent SPJ and SSV. All deep veins appear patent and competent.
22. LEFT LOWER LIMB:
Superficial Venous System:  Absent LSV consistent with previous venous treatment. The SFJ was incompetent and filled: 
1) an incompetent, superficial, medial thigh vein that gave rise to medial thigh varices (diam = 4.5 mm)and further varices throughout the calf. 
2) an incompetent anterior thigh vein (4 - 5 mm calibre) that gave rise to distal anterior thigh varices. 
The SPJ and proximal SSV were competent. A varix drained into the proximal SSV after which it was incompetent to ankle (7.5 - 8.5mm calibre), however had some non-occlusive echogenic material within the mid segment, and also gave rise to further distal calf varices. 
Deep Venous System: Widely patent IVC, left CIV and EIV with phasic flow. The left IIV appeared to be patent, however no reflux was seen with Valsalva. Incompetent CFV, one FV and popliteal vein (2 x FVs seen - one was notably larger than the other with one refluxing). Reflux was also noted in the PopV. Competent PFV. The PTVs and PerVs were competent. Large, competent perforators were visualised communicating with the PTVs.
23. BILATERAL LOWER LIMB VENOUS DUPLEX
RIGHT:  Incompetent recurrent neovascular SFJ refluxing into a small highly tortuous medial thigh varicosity (diam = 2.2 mm) which then courses down the anterior thigh and calf (diam = 3.5 mm).  Absent thigh GSV, Competent calf segment. Competent SPJ and prox-mid SSV. The distal segment is refluxing via an incompetent perforator.  All deep veins are patent and competent. 
LEFT:  Incompetent recurrent neovascular SFJ refluxing into a small highly tortuous medial thigh varicosity (diam = 2.1 mm) which then courses down the medial thigh and calf (diam = 3.4 mm).= with a posterior tributary joining the distal SSV. Competent SPJ and prox-mid SSV. The distal segment is refluxing via a tributary joining.  All deep veins are patent and competent.
24. RIGHT Lower Limb Venous Duplex Examination 
RIGHT:The SFJ is incompetent and fills the Giacomini vein (5.5 mm) in the groin which has a common junction with the long saphenous vein (LSV).  The LSV is normal and competent.The Giacomini vein courses posteriorly in the upper thigh and is mildly tortuous here; it is also filled by varices in the groin increasing in size to 8 mm dia. in the upper-mid thigh (lying approx. 5-7mm below the skin surface). The remaining Giacomini vein is fairly straight in the posterior thigh and fills the SSV (7mm dia.) making it incompetent. There is no sapheno-popliteal junction (SPJ).  SSV reflux fills varices in the postero-medial calf and the SSV is then competent in the lower calf.  The SSV is fairly uniform throughout the calf.No incompetent perforators detected.  Varices in the groin traced to the very upper medial thigh/vulval region appears to be incompetent pelvic vein source.  All the deep veins are patent and competent.
25. RIGHT LOWER LIMB VENOUS DUPLEX
Incompetent SFJ which is refluxing into the GSV (diam = 5.4 mm) which lies within the fascia for approx. 17 cm length then refluxes into a highly tortuous medial varicosity (diam = 6.4 mm) refluxing down the medial calf. The calf GSV is competent.  Competent SPJ and SSV.  All deep veins are patent and competent.



