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VERIFIED _ Verified By TUCK ELOISE JANE _ 07-Now-2018
Typed By: TUCK ELOISE JANE ~ 07-Nov-2018

Clinical History : primary access fistula mapping

Right  The axilary, brachial and radial arteries are patent with sharp muli-phasic
waveforms (PSV:55-68cmis), no significant arteial calcification Brachial diamster =5
Smm Radial diameter=3mm

‘The deep venous veins are patent with spontaneous venous filing. The basilic vein is
patent and compressible (diameter at mid bicep=5.5mm) joining the teep system
>15¢m from elhow crease. The cephalic vein is patent and campressible, with the
following diameters wrist=3mrm, elaow=4mm and mid bicep 2.5mm (Branches).

Left The axilary, brachial and raial arteries are patentwith sharp multi-phasic
waveforms (PSV-38-68cmis), no significant arterial calcification. Brachial diamster =
5.5mm Radial diameter =3.5mm.

‘The deep venous veins are patent with spontaneous venous filling. The basilic vein is
patent and compressiale (diameter at mid bicep =5mm) joining the deep system »15
cm from slbow crease. The cephalic vein is patent and compressible with the
following diameters; wiist=3 5mm, elbow=4.5mrm and mid bicep 4mm.
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VERIFIED _ Verified By TUCK ELOISE JANE _16-0ct-2018
Typed By: TUCKELOISE JANE  16-0ct2018

Clinical History : increasing IC, R=L, reduced GP ABPI's ?PVD

Right: Sharp triphasic inflow through the CFA. Chronic SFA occlusion from the mid
SFAo distal SFA Well developed collateral network through the thigh. Damped

monophasic flow through the Popliteal. Occlusive PTA and ATA disease. Distal PTA
is refiled from Peroneal with monophasic flow at ankle level. Estimated ABP: 0.55

Left Sharp triphasic inflow through the CF. Chronic SFA ocslusion from the promal
SFA0 distal SFA Well developed collateral network through the thigh. Damped
monophasi flow through the Popliteal and tikial vessels. Monophasic flow n the PTA
and ATA at ankle level. Estimated ABPL 0.55
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VERIFIED _ Verified By : TUCK ELOISE JANE _07-Dec-2018
Typed By: TUCK ELOISE JANE  30-Nov-2018

Clinical History : Rt ulcer, known PYD ? changes to arterial supply

Where seen around stubbom bows| gas the aoria appears non-aneurysmal (1.9cm
L)

Right: There appears to be an EIA acclusion, with collateral refl of the proximal CFA.
However, heay widespread howel gas oreatly mits iiac scan. There is low
resistance damped monophasic flow through the CFA and Frofunda. There is a flush
chronic SFA occlusion. There is damped collateral il of the proximal Popliteal, with
heavily reduced barely phasic waveforms (PSV:20cmis). The PTA s more dominant
than the ATA, but both patent at anids level. Estimated ABP: <<0.2

Right LSV: Patent and compstent, within the fascia tracking a linear passage down
the thigh (diamster 5.5mrm) and calf (diameter 4mm)

Left: Sharp phasic waveforms inthe PTA and ATA at ankle. Estimated ABPL: 0.9
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VERIFIED _ Verified By TUCK ELOISE JANE _ 21-Now2018
Typed By: TUCK ELOISE JANE  21-Nov-2018

Clinical History  LeR BC AVF ? patency

Left There is mild/moderate degres of atheromatous disease through the subclavian
and axilary artery resulting in raised velocities (PSV:304cmys), no focal stenasis.
Waveforms through the brachial artery are sharp monophasicibiphasic (PSV:48-
B8CTS).

Normal spontaneaus and phasic venous drainage atthe subclavian vein, which
displays minor thickening

‘The AVF is patent, howsver significant thrombus exends from the level of the
anastomosis resulting in a reduced lumen of flow 7mm over  1.5cm segment
Significant velaciies through this reduced lumen, PSV:§37crmis EDV-307crms,

Distally the AVF is patentwith full lling and a diameter of 6ram, waveforms are low
resistance (PSV:37cmis)
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VERIFIED _ Verified By TUCK ELOISE JANE _ 24-0ct-2018
Typed By: TUCKELOISE JANE ~ 24-0ct2018

Clinical History : A% Survellance

The A4 measures 4.0cm(4F) in diameter, no significant change since last imaged

Review 12/12- Octoher 2019
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VERIFIED _ Verified By TUCK ELOISE JANE _ 03-Now-2018
Typed By: TUCK ELOISE JANE ~ 09-Nov-2018

Clinical History - 15t EVAR scan post op

“The EVAR s patent with no evidence of endoleak. Twa dilated segments of the A

noted; the proximal smaller dilated segment measures 4 3cm(AP). The main A% of
the distal aorta measures 5.9cm(AP) x B.8cmtrans). The EVAR limbs are patent with
ull colour filling, supplying the distal EIA's with sharp triphasic waveforms. The right
Eliwaveforms are turbulent, likely due to tortuosity of distal stents.

Review B/12-May 2019

Right groin: no svidence of pseudoansurysm. Groin haematora noted superficial to
the CFA and CFV, no active colour fillng. Sharp biphasic waveforms through the
CFAand SFA The deep and superficial femoral veins are patent and compressible.
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VERIFIED _ Verified By: TUCK ELOISE JANE  08-Now2018
Typed By: TUCK ELOISE JANE ~ 08-Nov-2018

Clinical History : bilateral IC L>R ? arterial disease

Right: Slghtly reduced amplitude but sharp triphasic flow through the Poplieal, which
is maintained through to the tibial vessels. Equivalent flow at ankle level in the PTA
and ATA. Estimated ABPL: 0.9

Left Sharp triphasic inflow atthe CFA and maintained to the Profunda. Soft
atheromatous disease occludes 1 cm ofthe SFA 3t mid thigh. Excellent collateral refil
noted, with sharp monophasic waveform sampled beyond this. The Popliteal and tibial
vessels are patent with equivalent aforementioned waveforms. Sharp monophasic
flow at ankle level i the PTA and ATA. Estimated ABPL 0.7
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VERIFIED _ Veriied By : TUCK ELOISE JANE _ 28-0ct-2018
Typed By: TUCKELOISE JANE  29-0ct2018

Clinical History : bilateral short distance IC thigh and calves 2PVD

“The abdorminal aorta s aneurysmal, measuring 3.7cm AP. Thers is an ectatic left CIA
noted-1 4mm.

Right: The CIA s patent with no focal disease, although generally calcifed and
turbulent biphasic flow patierns are noted distally. There is a significant mid E1A
stenosis (PSV:350cms) in kesping with a 50-75% diameter reduction. Flow into the
CFAs urbulent but damped bi-phasic, no focal CFA disease. A stenosis at the.
Prafunda origin results in a 50-75% diameter reduction. The Profunda is patent
beyond this with damped monofbi-phasic waveforms. Uneven mural plague extends
through the prodrmal-mid SFA segment, resuling in 3 generally recuced lumen. There
is a mid- distal SFA occlusion. Reduced monophasic waveforms through the popliteal
and distal PTA. Reverse flow through the distal ATA, suggesting proximal occlusive
disease. Estimated ABPL: 0.5

Left There is a proximal CIA stenosis, resulting in a »50% diameter reduction (PSV:
250cmis). Waveforms through the CIA beyond this are turbulent but still sharp and
phasic. The EIA is patent with a moderate level of calcified disease, resulting in a
~50% diameter reduction through the mid EIA.Flow into the CF s turbulent and
damped with monophasic waveforms, no focal CFA disease noted. There is a
significant stenosis atthe Profunda origin, resulting in a >50% diameter reduction
(PSV:200cmis). The Profunda is patent beyond this with damped reduced biphasic
flow. There is a significant distal SFA stenosis, resulting in a >3 fold velocity increase
(PV: 380crms) In keeping with 3 =75% diameter reduction. Reduced monophasic
waveforms through the popliteal, distal ATA (dominant) and distal PTA Estimated
ABPL0E

A% 0N 1211 2-October 2019
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VERIFIED _ Verified By TUCK ELOISE JANE _ 01-Now-2018
Typed By: TUCK ELOISE JANE ~ 01-Nov-2018

Clinical History - ongoing IC, R»L, t calf and thigh ? PVD

Right Sharp high volume monophasic waveforms through the EIA and CFA. Note
CFA calcification, but no focal disease. There is uneven dense placue through the
Frofunda origin resulting in an approdmate 50% diameter- sharp monophasic
waveforms maintained distally.

There is a mid SFA occlusion, mixed disease consisting of chronic calcification and
atheromatous occlusive disease. Occlusive segment exiends for approximately Sem,
with distal thigh refill. The popliteal is patent with damped monophasic waveforms
Foor calibre tibial vessels further damping, heavily damped monophasic waveforms at
ankle level inthe PTA. Patent Peraneal. Occluded ATA. Estimated ABPL: poorly
recordable, <<0.3

Right LSV: Patent, compressible LSV with a thigh diameter of 4mm, and calf diameter
of 3mm.

Left Monophasic waveforms at anids level. Estimated ABP 0.5
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VERIFIED _ Verified By TUCK ELOISE JANE _18-0ct-2018
Typed By: TUCKELOISE JANE  18-0ct2018

Clinical History : known PVD, right rest pain ? CLI

‘The aorta s patent and non-aneurysmal. Thers is mixed atheromatous disease
extending through the mid abdominal segment resulting in a 7-8mm residual lumen
Flowthrough this ssgmentis raised (PSV:218emis).

Right: The CIA s patent with moderate disease (<60% diameter reduction) stil flowis
sharp and phasic distally. Mixed atheromatous disease exends through the mid EIA
resulting in a significant stenosis (PSV:381cmis) with diameter reduction of >75%
‘The CFAis patentwith low resistance monophasic waveforms, no focal CFA disease.
There is a stenosis atthe prodmal Profunda (PSV.254cmis) resulling in a =75%
diameter reduction. The Profunda is patent distally with damped monophasic
waveforms. There is a proximal-mid SFA occlusion that extends for 14cm. Damped
monophasic collateral refil through the SFA distally, maintained to the Poplitsal. The
PTA and ATA display occlusive disease. The Peroneal is widely patent through the
calf, and gives rise 1o a collateral at ankie level to refl the PTA beyond the malleolus.
No ATAIDPA refl. Estimated ABPL <0.3

Left Damped monophasic low through the distal PTA The ATA s occluded at ankie
level. Estimated ABPI: 0.4

Right LSV: Patent and compressible through the thigh and below, although slight
intimal thickening noted (diameter 2.5-3 5mm)
**px will have urgent OPA arranged**
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VERIFIED _ Verified By: TUCK ELOISE JANE 10-Dec-2018
Typed By: TUCK ELOISE JANE 10-Dec-2018

Clinical History : fem-pop surveillance, A%, Rt CIAA, Lt Popis
Right The graftis patent with sharp triphasic waveforms throughout (PSV:35-
51cmis), full colour filling through both anastomosis.

The PTAs occluded at ankle level, The Peraneal is patent with sharp triphasic
waveforms.

“The distal ATA s patent with sharp monophasicilow resistance triphasic waveforms.
ABPL07-08

“The popas measures 1.6cm(AF), no change since lastimaged, sharp iphasic
popliteal waveforms sampled in the distal popliteal

The AmA measures 3.4cm(AP).
“The right CIAA appears saccular and measures 3.3cm(AP), a 3mm increase since

Iastimaged. Mural thrombus results in filling of »50% of the saccular component.

Review B/12-June 2019
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VERIFIED _ Verified By TUCK ELOISE JANE _ 30-0ct-2018
Typed By: TUCK ELOISE JANE ~ 30-0ct2018

Clinical History : Rt nor-healing forefoot ulcer ? arterial duplex

Right Sharp biphasic flow into the CF; no focal CFA dissass. There is a focal
stenosis atthe Prafunda origin, which is >2 fold velocity increase, a 75 % diameter
reduction, with monophasic waveforms sampled beyond this through the Profunda.
Uneven and mixed atheromatous disease at the mid SFA resuls in >75% diameter
reduction (PSV:455crms). Waveforms through the distal SFA are sharp and
monophasic. There are mild velocity increases through the distal SFA

Uneven calcifisd disease through the promal-mid popliteal resuls in a focal stenosis
of ~75% diamster reduction (PSY:215cmis). Calcification resuls in a short segment
of acoustic shadowing atthe mid popliteal; restricting ufirasound. Distally the popliteal
is patentwith reduced amplitude monophasic waveform pattems, this is maintained
intothe proximal ATA. The ATAIDPA is patent at ankle level with equivalent
aforementioned monophasic waveforms. The PTA s occluded. Estimated ABP 0.5
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VERIFIED _ Verified By: TUCK ELOISE JANE 12-Now2018
Typed By: TUCK ELOISE JANE  12-Nov-2018

Clinical History : known small AA#, Prostate Ca, bilat C L»R ? aterial duplex

The Aorta was seen distally o measures 2.8cm(AP). Generalised aortc calcifcation
and thickening noted. Turbulent but sharp bifti-phasic waveforms maintained to the
distal EIA's bilaterally.

Right: Chronic uneven dense plague through the distal CFA (approximately 50%
diameter reduction). Sharp biftr-phasic waveforms maintained through the CFA and
Profunda. There is a mididistal SFA occlusion, with harp monophasic waveforms
refilled distally. Uneven scattered dense plague continues through the Popliteal and
tibial vessels. Sharp monaphasic flow through the popliteal, albeit reduced amplitude.
‘The ATAls occluded. The PTA s patent distally with sharp but reduced amplitude
monophasic low. Estimated ABP: 0.65-0.7

Left: Chronic uneven dense plague edends through the distal CFALa the origin ofthe
Profunda(<60% diameter reduction) and SFA (<50% diameter reduction). There is @
harp biphasic flow through the Profunda beyond origin.

Moderate calcifisd disease extends through the proximal SFA (PSV:1 56cmis). There
is a distal SFA ocelusion, with damped monophasic waveforms refilsd at the proximal
popliteal

Uneven scattered dense plague continues through the Popliteal and tinial vessels.
Reduced monophasic flow through the popliteal, albeit reduced amplitude. The ATA s
occluded. The PTA s patent distally with sharp but reduced amplitude monophasic
flow. Estimated ABPI=0.35-0.4

Right popliteal artery= 7mm AP diameter.
Leftpopliteal artery=Bmm AP diameter.
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VERIFIED _ Verified By TUCK ELOISE JANE _ 25-0ct-2018
Typed By: TUCK ELOISE JANE  26-0ct2018

Clinical History : bilateral IC at buttocks (L»R), reduced GP pressures ? arterial
disease

The aorta s patent and nan-aneurysmal (1.9cm AP).

Right: The CIA s patent with sharp biphasic waveforms. The EIA s patent, there are
raised velocities through the proximal segment, which when coupled with duplex
imaging Suggest a diameter reduction of <60%. Sharp biphasic waveforms are
maintained through the EIA beyond this with full colour filing noted. The IiA s patent
with low resistance sharp phasic waveforms, no obvious lumen reduction at origin
noted, which was the only llA segment possible to image. Sharp biphasic waveforms
are maintained through the lower imb. The SFA, Popliteal and distal ATA are patent
with sharp biphasic waveforms. At ankle level the DPA 15 the dominant vessels, sharp
low resistance phasic waveforms are sampled here. Estimated ABPI: 1.0

Left The Clis patentwith sharp triphasic waveform patiems. Atthe IIA origin there
are raised velocities which indicate 3 ~50% diameter reduction, although ultrasound
imaging is limited to image anly a short segment of the prodmal IA. The EIA s
patentwith sharp biphasic waveforms. The SFA, Papliteal and distal ATA are patent
with sharp biphasic waveforms. At ankle level the DPA displays sharp low resistance
phasic waveforms. The PTA IS occluded distally. Estimated ABPL 1.0
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VERIFIED _ Verified By : TUCK ELOISE JANE _18-0ct-2018
Typed By: TUCK ELOISE JANE  18-0ct2018

Clinical History : bilateral IC, R=L 7 atterial assessment

Right: Sharp inflow through the prodmal CFA and Profunda; suggestive of no
haemodynarnically significant proximal dissase. There is a mid SFA stenosis,
resulting in >3- fold velocity increase in keeping with a »50% diameter reduction. Soft
hypoechoic ocelusive disease exends through the distal Popliteal (beyond origin of
the geniculate). There is a very well developed collateral netwark wa the geniculate
artery which refls the proximal PTA and ATA. The PTA and ATA are patent at ankle
level with sharp monophasic waveforms. Estimated ABPI: 0.7-0.8

Left: Sharp inflow through the proximal CFA and Profunda; suggestive of no
haemodynarnically significant proximal disease. There is a tight distal SFA stenosis
(75% diameter reduction) resulting in damped biphasic low through the distal SFA
and promal Popliteal. The distal poplitealiTPT displays a 50-75% diameter
reduction. Sharp but manaphasic flow maintained through the PTA at ankle level. The
ATAIS occluded. Estimated ABP. 0.7
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VERIFIED _ Verified By TUCK ELOISE JANE _ 08-Now-2018
Typed By: TUCK ELOISE JANE ~ 08-Nov-2018

Clinical History : bilateral IC 7 PVD

Right: Sharp biphasic inflowta the CFA Smooth dense plague atthe prodmal-mid
CF#, resulting in a 50-75% diameter reduction. Turbulent flow sampled through the
distal CFA The Profunda is patent with sharp monophasic waveforms sampled
distaly. Generalised calcified SFA disease results In acoustic shadowing atthe mid
SFA, limiting ulrasound. However, there is a hasmodynamically significant effect to
flow atthis level, with damped monophasic waveforms sampled through the distal
SFA. Reduced amplitude but sharp and monophasic waveforms are sampled through
the distal SFA and Popliteal, dense mural calcification continues to the tibial vesssls
Reduced amplitude but sharp monophasic waveforms at ankle level in the ATA. The
FTAis occluded proximally, no distal il Estimated ABPI: 0.7-0.8

Left: Sharp biphasic inflow o the CFA Smooth surfaced mixed plague atthe prodmal
CFA extends to the bifurcation. Atthe proximalimid CFA the diameter reduction is
approximately 50-75%. There is a significant effect o flow with turbulent but biphasic
waveforms maintained to SFA origin. The Profunda is patent with biphasic flow
distally.

Generalised calcified SFA disease results in scattered mildimoderate diameter
reductions. Reduced amplitue but stll sharp biphasic waveforms are sampled
through the distal SFA and Popliteal, dense calcification continues to the tiial
vesssls. Reduced amplitude but sharp biphasic waveforms at ankds level in the PTA.
The ATA s occluded distally. Estimated ABP 0.8
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VERIFIED _ Veriied By: TUCK ELOISE JANE  04-Dec-2018
Typed By: TUCK ELOISE JANE ~ 04-Dec-2018

Clinical History lef leg ulceration ? artsrial disease.

Right: Sharp biphasic flow at ankle level inthe ATA. The PTA has damped biphasic
flow. Estimated ABPL »1.0
Right side calf odera noted

Left: Sharp triphasic inflow 1o the CFA, maintained through the Profunda. The SFA s
patent, there are several small segments of acoustic shadowing from mural
calcifcation through the SFA, Mildimatierate narrowings through the SFA, resuling in
monophasic waveforms distally through the distal SFA and Popliteal

There is dense tiial vessel calcification, small calibre PTA and ATA. The ATAIDPA
was seen beyond ulcer dressings, with reduced monophasic flow (PSV:24cmis). The
FTAls patent with reduced monophasic flow(PSV:23cmis). Estimated ABPE 0.5

Bilateral calf odema noted.
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VERIFIED _ Veriied By: TUCK ELOISE JANE  0-Dec-2018
Typed By: TUCK ELOISE JANE ~ 06-Dec-2018

Clinical History - Rt SFA previous angioplasty, recurrent symptoms ? PVD

Right: The SFA s patent praximally with sharp phasic waveforms. Sub-ocelusive soft
atheromatous dissass at the distal SFA noted, priorto  proximal-mid popliteal
ocelusion. Collateral refll into the distal popliteal. No focal disease through distal
popliteal, ull colour filing. With low resistance reduced monophasic flow maintained
through the popliteal and ATA. Thers is a mid PTA occlusion, with refil at the distal
call. The Peroneal appears patent at mid calf with the aforementioned monaphasic
flow. Estimated ABP from ATA at ankle level 0.5
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VERIFIED _ Verified By TUCK ELOISE JANE  08-Now2018
Typed By: TUCK ELOISE JANE  08-Nov-2018

Clinical History : Rt foottoe pain and cramp ongoing ? arterial assessment

Right: Sharp biphasic waveforms patterns through the popliteal; ful colour filing
Tibial vessel calcifiation, and occlusive PTA disease. The ATA is widsly patent with
sharp biphasic waveforms maintained into the DPA. Estimated ABPE 0.9-1.0

Left Sharp biphasic waveforms patterns through the popiiteal; ull colour filing. Tibial
vessel calciication. The PTA and ATA is widely patent with sharp biphasic waveforms
maintained info the DPA, Estimated ABPI: 1.0
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VERIFIED _ Veriied By TUCK ELOISE JANE _ 30-0ct-2018
Typed By: TUCKELOISE JANE ~ 30-0ct2018

Clinical History - Left necrotic toe ? aterial duplex

Right Sharp but reduced monophasic waveforms at ankle level. Estimated ABP
078

Left Chronic midfdistal SFA occlusion esnding to the distal popliteal. There is a very
well developed SFA collateral at mid thigh that directs flowto the lower leg,
waveforms are sharp, low resistance and phasic. The PTis the dominantibial
vessel down to ankle level, with damped monophasic flow above the malleolus. The
distal ATA is occluded with collateral refl from the Peraneal at ankle level, filing the
DPAwith heavily damped flow. Generally calcified tibial vessels. Estimated ABPI from
the PTA at ankle: 0.45
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VERIFIED _ Verified By TUCK ELOISE JANE _ 06-Now-2018
Typed By: TUCK ELOISE JANE ~ 06-Nov-2018

Clinical History : pain with walking R=L, buttock, and calves, hio PVDiprevious It
CFEA ? arterial duplex

The aorta s patent and non-aneurysmal (2.26mAP).

Right: The CIA, I and EIA are patent with sharp biphasic waveform patterns, there is
aminor degree of generalised mural calcification throughout.

“The popliteal is patent with sharp biphasic waveforms proximally. Through the mid
Popliteal there is a >50% diameter reduction; dense uneven plague noted. Distally the
popliteal and ATAIDPA are patentwith biphasic waveforms, slight reduced ampliude
Reverse filing of the PTA at ankle level. Estimated ABPL 0.9

Left The Cla, Il and EIA are patent with sharp biphasic waveform patiers, there is
aminor degree of generalised mural calcification throughout.

“The popliteal is patentwith sharp biphasic waveforms. Sharp biphasic waveforms
maintained ta the distal ATADPA, The PTA is accluded. Estimated ABPL: 0.9
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VERIFIED _ Verified By : TUCK ELOISE JANE _ 02-0ct:2018
Typed By: TUCKELOISE JANE ~ 02-0ct2018

Indication: known to claudication clinic, R»L, rest pain ? arterial duplex

The aorta s calcified but patent and non-aneurysrmal (diameter AP = 1.6¢rm).

Right: The CFA is patentwih triphasic flow, slight turbulence to waveforms albet stil
sharp up stroke, suggestive ofno significant proximal disease. The Profunda s patent
with sharp triphasic flow pattems. The proximal SFA is patent with sharp biphasic
waveforms, gradual reduction through the thigh noted. Through the prodmal popiteal
there is a Zom length of sub-occlusive mixed atheromatous dissass. Collaterals noted
around this area of underfiling, joining the mid popliteal. Flow in the mididistal
popliteal is damped and monaphasic. ThiS lowvolume damped flow s maintained to
the distal ATA Generally small caliore popliteal and fibial vessels. Estimated ABPI

04

Left Sharp biphasic waveforms at ankle level PTA and ATA. Estimated: 1.0
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VERIFIED _ Verified By: TUCK ELOISE JANE _19-Now2018
Typed By: TUCK ELOISE JANE  19-Nov-2018

Clinical History : A4 Sunveillance

The AnA remains stable at B.3cm(AP)

Review 3/12-February 2019
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VERIFIED _ Verified By: TUCK ELOISE JANE _10-0ct:2018
Typed By: TUCKELOISE JANE  10-0ct2018

Indication; LT B-c forearm Ioop gra, cephalic vein collapsing on needling ? graft
patency

Leftarm: Normal low resistance high velocity inflow through the brachial artery

(PBY=1B3cmiser), with good transition into the forearm loop (PSY=200-280crmsec),
which is patent throughout its course with no evidence af thrombus noted. No
apparent significant stenosis noted through the venous anastomosis, albeit minor
velocity increases (PSV=305cmis). The proximal cephalic vein is patent through the
upper arm (diameter 10-11mm), with an improved flow veloity (PSY=100-130cmis)
Atmi bice level the cephalic vein displays Smooth surfaced mural thrombus,
resulting in <50% lumen reduction, this is not flow limiting. Normal outfiow obssrved
through the junction with the deep vein atthe clavicle.
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VERIFIED _ Verified By: TUCK ELOISE JANE 13-Dec-2018
Typed By: TUCKELOISE JANE  13-Dec-2018

Clinical History: EVAR Surveillance
‘The EVAR stents are patent, with no evidence of endo-leak noted The residual EVAR
sac has resolved to the stent. No changs. Maximal (AP) diameter 3.1cm. Normal
riphasic low noted in both the CIA

Review 12/12- December 2019




