1.
LEFT AORTOILIAC AND LOWER LIMB ARTERIAL DUPLEX 
ABDOMEN 
Poor views of the abdomen due to body habitus, bowel gas and arterial calcification.
Where seen, abdominal aorta is nonaneurysmal (1.1 cm AP OTO dia.) and patent with strong biphasic flow. 
Unable to visualise most of CIA, proximal IIA and proximal EIA due to shadowing from bowel gas.  
Mid-distal EIA is calcified and patent but with monophasic flow, suggesting significant disease more proximally.
LOWER LIMB
Heavy calcification noted throughout.
The CFA is patent with monophasic flow.
The proximal PFA is patent with monophasic flow, and a >75% stenosis at the origin.
The lumen of the SFA is segmentally obscured by calcific shadowing, but it appears patent with damped monophasic flow and a >50% stenosis at mid-thigh. 
The popA is small and calcified, but appears patent with damped monophasic flow. The tibioperoneal trunk was difficult to visualise.
The ATA is patent with damped monophasic flow. 
The proximal segments of the PTA and peroneal artery are patent, however the mid-distal segments are very small and calcified and appear occluded.


2.
RIGHT ABDOMINAL AND LOWER LIMB ARTERIAL DUPLEX
The proximal-mid abdominal aorta was patent and nonaneurysmal with satisfactory flow.
The distal abdominal aorta and proximal CIA were not seen due to bowel gas. The mid-distal CIA was patent with satisfactory, multiphasic flow. 
The EIA was patent but there appears to be a >75% stenosis in the middle segment, distal to which flow is strong monophasic. 
The CFA is calcified but patent with strong monophasic flow.
The proximal PFA is calcified but patent with multiphasic flow.
The SFA is diffusely diseased with 3 x <50% stenoses. Flow is damped monophasic by distal SFA.
The popA, TP trunk and PTA are calcified but patent with damped monophasic flow.
The peroneal artery is calcified and small, short segments of patency seen along its length, however cannot rule out segmental occlusive disease.
The proximal ATA is patent, however it is then occluded mid-distally to ankle.

3.
LEFT ABDOMINAL AND LOWER LIMB ARTERIAL DUPLEX
Limited views of the abdomen due to depth and bowel gas, however where seen the abdominal aorta and iliac tree were patent with satisfactory flow. 
The CFA and proximal PFA were patent with triphasic flow.
Mild diffuse disease noted in the proximal-mid SFA, however there is a 3.6cm length of what appears to be organising thrombus with a small channel of recanalised flow. Distal to this, flow is damped, hyperaemic monophasic.
The popA, TPT and PTA were patent.
The peroneal artery and ATA were both patent proximally, however distally no flow could be visualised.


4.
ABDOMINAL AND BILATERAL LOWER LIMB ARTERIAL DUPLEX
ABDOMEN
Limited views due to bowel gas.
The abdominal aorta where seen was nonaneurysmal and patent with satisfactory flow. 
The right CIA was segmentally viewed, but patent with strong borderline monophasic flow where seen. The right EIA was patent with diffuse calcified disease distally causing a maximal 50-74% stenosis. Right IIA not seen.
The left CIA is patent where seen but with appearances of a 50-74% stenosis, although difficult to determine exact location due to bowel gas. The left EIA was patent but calcified with monophasic flow. Left IIA not seen.
RIGHT
The CFA is calcified but patent with strong borderline monophasic flow. 
The proximal PFA is patent with strong borderline monophasic flow.
Flush occlusion of the SFA noted with reconstitution at adductor level with damped, low resistant monophasic flow.
The popA, TP trunk, PTA, peroneal artery and ATA are patent with damped monophasic flow.
LEFT
The CFA and proximal PFA are calcified but patent with strong borderline monophasic flow. 
The SFA is small and chronically diseased, however the proximal third has a small channel of patency, the middle third is occluded and the distal segment has retrograde flow.
Fem-pop graft noted with mildly raised velocities at the proximal anastomosis, however there did not appear to be a significant stenosis. The remaining graft was patent with damped monophasic flow and low velocities throughout (range 31 cm/s - 41 cm/s).
The popA and TP trunk are patent but calcified.
The ATA and peroneal artery are patent. 
The PTA is small but patent.

5.
AORTOILIAC AND BILATERAL LOWER LIMB ARTERIAL DUPLEX
The abdominal aorta (1.4cm AP dia OTO) was patent with triphasic flow.
Bilaterally, the CIA, proximal IIA, EIA, CFA, proximal PFA, SFA, popA, TP trunk, PTA, ATA and peroneal artery were all widely patent with normal triphasic flow. No evidence of any aneurysmal dilatations throughout. 

6.
RIGHT LOWER LIMB ARTERIAL DUPLEX
The CFA, proximal PFA, SFA, popA, TP trunk, PTA, ATA and peroneal artery are all widely patent with normal triphasic flow. 
No evidence of the PFA pseudo-aneurysm previously reported in Feb 2017.

7.
AORTOILIAC AND BILATERAL LOWER LIMB ARTERIAL DUPLEX
Calcification noted throughout which is particularly marked in the crural vessels.
ABDOMEN
The abdominal aorta is nonaneurysmal (1.5cm AP dia. OTO) and patent with triphasic flow.
Bilaterally, the CIA, proximal IIA and EIA are patent with triphasic flow.
RIGHT
The CFA and proximal PFA are patent with triphasic flow.
The SFA is patent with triphasic flow but a <50% stenosis in the distal segment. 
The popA is patent with triphasic flow but a <50% stenosis in the proximal segment and a long (~3cm in length) >75% stenosis in the mid-distal segment. 
The TP trunk is patent but calcified with lower velocity biphasic flow.
The ATA is patent but calcified with low resistant, multiphasic flow.
The proximal PTA appears segmentally occluded with segmental retrograde flow noted. The mid-distal PTA is patent but calcified with monophasic flow.
The peroneal artery is calcified but where seen flow is low velocity and borderline monophasic flow.
LEFT
The CFA and proximal PFA are patent with triphasic flow.
The SFA is patent with triphasic flow but a <50% stenosis in the distal segment.
The popA, TP trunk, ATA and peroneal artery are patent but calcified with triphasic flow. 
The proximal-mid PTA is patent, however the distal third appears segmentally occluded with segmental retrograde flow noted. 

8.
LEFT AORTOILIAC AND LOWER LIMB ARTREIAL DUPLEX
Portable study on 7W ward.
The abdominal aorta is calcified but normal calibre (2.0 cm AP OTO dia.) and patent with satisfactory flow. 
Heavy calcification and bowel gas limits views of the CIA, where seen flow is turbulent and monophasic suggestive of disease, however unable to adequately assess. Proximal IIA not seen.
The mid-distal EIA is patent with turbulent monophasic flow. Very proximal EIA not seen. 
The CFA is heavily calcified and appears to be occluded for a length of ~3cm. Retrograde damped monophasic flow from the proximal profunda femoris artery supplies the SFA at its origin. 
The SFA is mildly calcified but patent with damped monophasic flow and a >75% stenosis at mid-thigh and a further 75% stenosis at adductor level. 
The popA, TP trunk are patent with mild calcification.
The PTA, ATA and peroneal trunk are mildly calcified but appear patent.

9.
LEFT AORTOILIAC AND LOWER LIMB ARTERIAL DUPLEX
The abdominal aorta was nonaneurysmal measuring 1.4cm AP OTO diameter, mildly calcified and patent with satisfactory flow.
The CIA, EIA and CFA were patent with reasonable triphasic flow and mild diffuse calcification. The proximal PFA was patent with biphasic flow. 
The SFA was patent but mild diffuse calcification noted throughout and a >75% stenosis at mid-thigh level. Flow was monophasic distal to this.
The popA, TPT, PTA and ATA were calcified but patent with monophasic flow. The peroneal artery was small and calcified but patent with monophasic flow where seen.

10.
LEFT AORTOILIAC AND LOWER LIMB ARTERIAL DUPLEX
The abdominal aorta (1.6 cm AP dia.), CIA, proximal IIA and EIA are widely patent with triphasic flow.
The CFA is patent with triphasic flow, however there appears to be a uniform narrowing of the lumen distally consistent with a short (1.8cm in length), chronic dissection that does not result in a haemodynamically significant stenosis. 
The proximal PFA, SFA and popA are mildly calcified but patent with triphasic flow. 
The TP trunk and peroneal artery are heavily calcified but appear patent throughout with triphasic flow.
The prox-distal ATA is calcified but patent with triphasic flow until just above ankle level where it appears occluded for approximately 5cm. The DPA is reconstituted with multiphasic, hyperaemic flow.
The PTA is very heavily calcified such that only one speck of flow is detected distally, however here it is triphasic suggesting the absence of significant proximal disease.

11.
LEFT AORTOILIAC AND LOWER LIMB ARTERIAL DUPLEX
Marked calcification noted throughout.
The abdominal aorta is segmentally viewed due to bowel gas, where seen measured a maximum AP diameter of 1.9 cm (OTO). 
The iliac arteries are segmentally viewed due to bowel gas but where seen the CIA, EIA and proximal IIA are small, uniform calibre, and patent with triphasic flow noted at groin.
The CFA is heavily calcified with velocities suggesting a >75% stenosis in the very proximal segment, flow is then turbulent distally. The proximal PFA is also heavily calcified with velocities suggesting a 50-74% stenosis, distal to which flow is turbulent monophasic. 
The SFA is heavily calcified but appears patent with velocities suggesting a 50-75% stenosis in the proximal segment, distal to which flow is monophasic and a further >75% stenosis is noted in the distal SFA.
The popA is patent with monophasic flow. 
No flow could be identified within the small TP trunk, ?occluded ?due to calcification.
The PTA is occluded.
The peroneal appears largely occluded with only very short, very few segments of damped monophasic flow.
The ATA is likely patent with segments of flow seen throughout. 
NB.  A large echolucent, non-vascularised mass is noted in the medial popliteal fossa, ?Baker's cyst.

12.
AORTOILIAC AND BILATERAL LOWER LIMB ARTERIAL DUPLEX
AORTOILIAC
The abdominal aorta was largely obscured by bowel gas, however a segment mid-distally was visualised to be patent with satisfactory flow and a maximum AP diameter of 1.6 cm (OTO). At this slightly dilated point a short echogenic shelf was noted, ?calcified plaque ?non-flow limiting short dissection. No flow could be demonstrated within the ?false lumen. 
The iliac arteries were segmentally viewed due to bowel gas, however where seen the CIA and EIA bilaterally were calcified but nonaneurysmal and patent with strong biphasic flow.
RIGHT LOWER LIMB
Diffuse calcific disease noted throughout. 
The CFA and proximal PFA were patent with biphasic flow.
The SFA was patent with biphasic flow but a >75% stenosis in its proximal third.
The popA and TPT were patent with biphasic/more borderline strong monophasic flow.
The PTA and peroA were heavily calcified and appear occluded.
The ATA was patent with strong monophasic flow but a borderline 50% stenosis in its proximal segment.
LEFT LOWER LIMB
Diffuse calcific disease noted throughout. 
The CFA was patent with biphasic flow.
The proximal PFA was patent but with a long 50-74% stenosis from its origin, however biphasic flow is maintained distally.
The prox-mid SFA has multiple stenoses; a 50-74% stenosis very proximally, a 50-74% stenosis in its proximal third and a >75% stenosis at mid-thigh. The distal SFA is patent with strong monophasic flow.
The popA and TPT trunk are patent with strong monophasic flow.
The PTA is heavily calcified and small calibre, short segments of low velocity, damped monophasic flow are noted suggestive of occlusive disease.
The peroA is heavily calcified and small calibre but appears patent with strong monophasic flow.
The ATA is widely patent with low resistant, monophasic flow.

13.
LEFT LOWER LIMB ARTERIAL DUPLEX
The abdominal aorta is patent with satisfactory flow and uniform calibre.
There is a residual >75% stenosis at very proximal segment of the left CIA. The remainder of the CIA is widely patent with triphasic flow maintained. 
The proximal IIA, EIA, CFA, proximal PFA, SFA, popA, TPT, PTA, ATA and peroneal artery are widely patent with bi/triphasic flow. 

14.
AORTOILIAC AND BILATERAL LOWER LIMB ARTERIAL DUPLEX
AORTOILIAC
The abdominal aorta is patent but ectatic measuring a maximum AP diameter of 2.4 cm (OTO) with diffuse calcification.
The right CIA is patent but there appears to be calcified plaque/?chronic short dissection in the proximal CIA which is immediately followed by an ectatic segment measuring 2.0 cm AP diameter(OTO) diameter. 
The left CIA is patent and mildly ectatic measuring 1.6 cm AP diameter (OTO).
The EIA bilaterally is patent with uniform calibre and biphasic flow at groin level. 
RIGHT LOWER LIMB
The CFA is patent with biphasic flow but a 50-74% stenosis at the origin, distal to which flow is turbulent. The proximal PFA is widely patent with triphasic flow. 
The SFA occludes immediately after its origin until adductor level where it is reconstituted with monophasic flow. Distal SFA is calcified but appears patent.
The proximal popA is heavily calcified but appears occluded. The mid-distal popA, the TPT, PTA, ATA and peroA are all patent with highly damped monophasic flow
LEFT LOWER LIMB
The CFA is patent with triphasic flow. The proximal PFA is patent with a >75% stenosis at its origin, distal to which flow is monophasic. There is a flush occlusion of the SFA. Reconstitution for a short segment is noted with damped monophasic flow at the adductor level before then being patent with retrograde flow at the very distal SFA.
The proximal popA is occluded. The mid-distal popA, TP, TPT, PTA and peroA are patent with very damped monophasic flow. The very proximal segment of the ATA is patent but is then occluded to ankle.

15.
AORTOILIAC AND BILATERAL LOWER LIMB ARTERIAL DUPLEX
Difficult assessment due to very heavy calcification throughout.
AORTOILIAC
The prox-mid abdominal aorta was not visualised due to bowel gas and calcification. The distal abdominal aorta was small (~1cm AP OTO dia.) and patent with strong monophasic flow; likely associated with calcification/non-compliance. 
The right prox-mid CIA is patent where seen but with high-resistant flow suggestive of a distal occlusion. Cannot determine patency of the distal CIA and prox-mid EIA.
The right distal EIA is diffusely diseased with velocities suggesting the presence of a maximum >75% stenosis at the very distal segment. 
The left CIA and prox-mid EIA are patent with strong monophasic flow where seen. The distal EIA/proximal CFA is diffusely diseased with velocities suggesting the presence of a maximum >75% stenosis, however two patent lumens can also be seen, ?chronic dissection flap. 
RIGHT
The CFA and proximal PFA were patent with low-resistant, monophasic flow. 
The SFA has a flush occlusion for a short length before reconstituting with a narrow channel of flow through the heavily diffusely diseased remaining SFA. A further >50% stenosis was noted at the adductor level. 
The popA and TPT are patent with grossly damped, very low resistant monophasic flow.
The PTA, perA and ATA were calcified but appear patent throughout.
LEFT
The mid-distal CIA is patent but calcified with turbulent monophasic flow (see above re. stenosis/dissection).
The SFA is diffusely diseased with monophasic flow and a 50-74% stenosis in the proximal third and a likely very short occlusion at adductor level. 
The popA and TPT are patent with low-resistant monophasic flow.
The PTA, perA and ATA were calcified but appear patent throughout.
16.
RIGHT AORTOILIAC AND LOWER LIMB ARTERIAL DUPLEX
Extensive bowel gas obscured views of the abdominal vessels. 
Where seen proximally, the abdominal aorta was heavily calcified and difficult to assess and however appears patent. 
In the segment of CIA seen, there appears to be a >50% stenosis. 
Proximal EIA not seen, however there appears to be a >75% in the mid-segment, distal to which flow is highly turbulent.
Strong monophasic flow noted in the patent CFA and proximal PFA. 
The SFA has mild atherosclerotic disease but is patent throughout with strong monophasic/borderline multiphasic flow. 
Distal crural arteries not assessed due to dressing.
The popA, TP trunk, prox-mid ATA and ATA at ankle are patent with borderline multiphasic flow. 
The prox-mid PTA and PTA at ankle is patent with strong monophasic flow. 
The prox-mid peroneal artery is very small but patent with monophasic flow.

17.
RIGHT AORTOILIAC AND LOWER LIMB ARTERIAL DUPLEX
The abdominal aorta is of normal calibre and patent with satisfactory flow.
The CIA and proximal IIA are patent with triphasic flow.
The EIA is occluded with appearances of both atherosclerotic disease and acute thrombus. 
A small collateral artery is noted to reconstitute the CFA at its origin with strong monophasic flow.
The CFA, proximal PFA, SFA, popA, TP trunk, PTA and peroneal artery are patent with strong monophasic flow.
The ATA is small and occluded. The proximal DPA is difficult to visualise, also likely occluded.

18.
RIGHT ABDOMINAL AND LOWER LIMB ARTERIAL DUPLEX
The very distal abdominal aorta was patent with satisfactory flow and measured 1.6cm AP OTO dia. The prox-mid segments could not be seen through bowel gas.
The CIA, EIA, CFA, proximal PFA, SFA, PopA and TP trunk were mildly diffusely calcified but patent with triphasic flow.
Calcification was more marked in the crural vessels, however where seen the PTA and ATA were patent with hyperaemic triphasic flow and where seen the peroneal artery was patent with triphasic flow.

19.
RIGHT AORTOILIAC AND LOWER LIMB ARTERIAL DUPLEX
ABDOMEN
The abdominal aorta (1.6cm AP dia OTO) was patent with satisfactory waveforms. 
The CIA and EIA bilaterally were segmentally obscured due to bowel gas, however appeared widely patent with strong bi/triphasic flow where seen.
LOWER LIMB
The CFA and very proximal PFA were calcified but patent with triphasic and biphasic flow, respectively.
The SFA was diffusely calcified with a <50% stenosis in the proximal third. Distally, flow in the SFA was multiphasic hyperaemic. 
The proximal popliteal artery was calcified and patent, however the mid-distal portions and TP trunk were occluded. 
The PTA was occluded. At ankle level, damped hyperaemic monophasic flow reconstituted the PTA. 
The proximal peroneal artery was occluded. At mid-calf the peroneal artery was reconstituted with damped monophasic flow to ankle.
The ATA origin could not be visualised, however the remainder of the vessel was patent with damped monophasic flow. The DPA was occluded.

20.
LEFT AORTOILIAC AND LOWER LIMB ARTERIAL DUPLEX
Limited views of the abdominal vessels due to bowel gas. One segment of abdominal aorta visualised to be patent with satisfactory flow. The CIA and EIA were segmentally visualised and where seen were patent with triphasic/borderline strong monophasic flow. 
The CFA was patent, however the proximal PFA and proximal-mid SFA were occluded. A large collateral artery was noted at the distal CFA.
The SFA was reconstituted with damped monophasic flow at the adductor level.
The popA was calcified but patent. The TP trunk was calcified but there appears to be a 70-99% stenosis in its proximal segment.
The ATA was calcified and flow was only detected in its proximal segment, the mid-distal segments appear occluded.
The PTA was patent with damped monophasic flow.
The peroneal artery was calcified such that no flow was visualised, likely occluded.

21.
LEFT LOWER LIMB ARTERIAL DUPLEX
The abdominal aorta (1.7cm AP OTO dia.) was patent with satisfactory flow. 
The CIA and EIA bilaterally were patent with triphasic flow noted at groin level.
The left CFA, SFA, popA, TP trunk and ATA were mildly calcified but patent with normal triphasic flow.
The prox-mid PTA was calcified but patent. The very distal segment of the PTA appears occluded. 
The peroneal artery was heavily calcified and difficult to ascertain flow; one short segment of flow was visualised proximally with normal triphasic flow, however cannot rule out disease more distally.

22.
ABDOMINAL AND BILATERAL LOWER LIMB ARTERIAL DUPLEX 
ABDOMEN
The abdominal aorta was patent with satisfactory flow and measured 1.7 cm AP diameter (OTO).
The CIA, EIA and proximal IIA were patent and of normal calibre.
RIGHT LEG
The CFA, prox PFA, SFA, popA, TP trunk, PTA and peroneal artery were mildly calcified but widely patent with triphasic/strong biphasic flow. 
The ATA was patent with biphasic flow.
LEFT LEG
The CFA, prox PFA, SFA, popA, TP trunk and PTA were mildly calcified but widely patent with triphasic/strong biphasic flow. 
The peroneal artery was patent with biphasic flow. 
The proximal-mid ATA was patent, however flow in the distal PTA was retrograde.

23.
ABDOMINAL AND BILATERAL LOWER LIMB ARTERIAL DUPLEX
ABDOMEN
Bowel gas limited views.
The abdominal aorta measured 1.9cm AP dia. and was patent with satisfactory flow where seen.
The right CIA, EIA and proximal IIA were segmentally visualised to be patent with strong biphasic flow. 
The left proximal CIA and IIA were not seen due to bowel gas, however the mid-distal CIA and EIA were patent with strong biphasic flow
RIGHT
The CFA and proximal PFA were patent with biphasic flow. The SFA was patent with biphasic flow and mild atheromatous disease was noted throughout but this was not haemodynamically significant.  
The popA and TP trunk were patent with biphasic flow. 
The PTA was calcified; proximally it appeared to have a short occlusion, the middle segment was patent with monophasic flow and the distal third was occluded.
The ATA was calcified and appeared to have segmental occlusions in the prox-mid segments. The distal segment was patent with damped monophasic flow. 
The peroneal artery was patent with hyperaemic monophasic flow, however the origin/very proximal segment could not be visualised.

LEFT
The CFA and proximal PFA were patent with biphasic flow. The SFA was patent with biphasic flow and very mild segmental atheromatous disease.
The popA and TP trunk were patent with triphasic flow.
The PTA and peroneal artery were patent with strong pulsatile borderline monophasic flow.
The ATA was calcified but was patent with biphasic flow where seen in the proximal segment. There appears to be a short occlusion in the mid segment, distal to which the ATA is patent with monophasic flow.

24.
RIGHT LOWER LIMB ARTERIAL DUPLEX
The abdominal aorta (max AP dia. 1.9cm OTO) is patent with satisfactory flow.
The CIA and mid-distal EIA are patent with triphasic flow. The proximal EIA and IIA were not seen due to bowel gas.
The CFA is patent with triphasic flow but with focal calcified plaque in its distal segment causing a <50% stenosis.
The proximal PFA is patent with triphasic flow.
The SFA is patent with triphasic flow.
The proximal-mid popliteal artery is chronically occluded. The distal popliteal artery is small but reconstituted with damped monophasic flow.
The tibioperoneal trunk and PTA are patent with damped monophasic hyperaemic flow.
The peroneal artery is calcified and small but appears patent with damped monophasic flow.
The ATA is calcified but patent with damped monophasic flow.



25.
[bookmark: _GoBack]BILATERAL LOWER LIMB ARTERIAL DUPLEX

ABDOMEN
Bowel gas obstructed views of the aortoiliac tree. Two short segments of the abomdinal aorta were seen; one proximally and one distally, and both were patent with satisfactory flow and of normal calibre (1.8 - 1.9 cm AP dia. OTO).

The right CIA and right EIA were patent with triphasic flow. The right proximal IIA was not seen.

Segmental views of the left CIA and left EIA, however where seen they were patent with triphasic flow. Proximal IIA not seen. 

RIGHT LEG
The CFA was patent with triphasic flow but mild diffuse atheromatous disease. 
The PFA was patent with triphasic flow but a 50-75% stenosis at its origin.
The SFA was occluded from approx. 1.5cm distal to its origin until the adductor region where it was reconstituted with highly damped monophasic flow. 
According to velocity increases, there appears to be a 50-75% stenosis at the very distal SFA/very proximal popA. 

The mid-distal popA, TP trunk, PTA, ATA and peroneal artery are widely patent with highly damped monophasic flow. 

LEFT LEG
The CFA was patent with triphasic flow but mild diffuse atheromatous disease. 
The PFA was patent with biphasic flow but a 50-75% stenosis at its origin.
There is a flush occlusion of the SFA until the distal third of the thigh where it is reconstituted with monophasic flow. 

The popA, TP trunk, PTA, ATA and peroneal artery are widely patent with monophasic flow.
