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AMERICAN VENOUS FORUM
D. EUGENE STRANDNESS JR., M.D.
MEMORIAL LECTURE

Each year, The American Venous Forum recoghizes the significant
conhtributions of an individudl in research, education or clinical
investigation in the field of venous diseuses. The recipient of this
distinction, chosen by the President of the Americun Venous Forum
and confirmed by the Forum’s Executive Committee, is hamed to the
position of D. Eugehe Strandness Jr., M.D. Memoriul Lecturer and serves
us the Keynote Speuker on u topic of his or her choice at the Ahnudl
Meeting of the Forum.

This honor, the highest given by the organization, has been
bestowed to the followinyg outstunding cundidutes in pust yeurs:

2006  Pun Gunguly, Ph.D., Bethesdu, MD
“The Challenges in Venous Thrombosis”

2005 Michel R. Perrin, M.D., Chussieu, France
“The Importance of International collaboration for the De-
velopment of a Scientific Approach to Venous Disease”

2004  Professor Eberhard Rube, M.D., Bonn, Germuny
“Prevalence and Risk Factors of Chronic Venous Diseases:
The Bonn Vein Study”

2003  Professor Claudio Allegra, M.D., Rome, Italy
“Involvement of the Microcirculation in Chronic Venous

Insufficiency”

2002  Professor Alfred Bollinger, M.D., Professor Emeritus, University
of Zurich
“Microcirculation in Chronic Venous Insufficiency and
Lymphedema”

2001  Professor C.V. Ruckley, M.D., Edinburgh, Scotlund
“Chronic Venous Insufficiency: Lessons from Scotland”

2000 Professor Sir Norman Browse, M.D., F.R.C.S., FER.C.P.
“Forty Years On”

1999 David Robinson, PhD, Bethesda, Marylund
“A Journey to Complexity: The Continuing Evolution in
Vascular Research”

1998  David Bergqyuist, M.D., Ph.D., Uppsala, Sweden
“A Chronic Leg Ulcer - The Impact of Venous Disease”

1997 Professor Kevin G. Burnund, London, England
“A Venous Thrombogene is and Thrombolysis”
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Ermeneyildo A. Enrici, M.D., Buenhos Aires, Argentinu

“The Role of the Perforants’ System in Deep Venous Chronic
Insufficiency in its Different Stages: Surgical Indications, Tactics
and Techniques”

Philip D. Coleridge Smith, M.D., FRCS, London, Englund
“Venous Disease and Leukocyte Mediated Microcirculatory
Injury”

Andrew W. Nicoluides, M.D., FRCS, London, Englund

“Deep Vein Thrombosis: Aetiology and Prevention. The

Legacies of the 70’s, The promises of the 80’s and the
Challenges of the 90’s”

Olav Thulesius, M.D., Ph.D., Linkopiny, Sweden
“Vein Wall Characteristics and Valvular Functions in Chronic
Venous Insufficiency”

G. W. Schmid-Schonbein, M.D., La Jolla, Cdlifornia
“Leukocytes as Mediators of Tissue Injury”

Juck Hirsh, M.D., Humilton, Onturio, Cunudu
“Development of Low Molecular Weight Heparin for Clinical Use”

Hugo Partsch, M.D., Vienna, Austria
“Diagnosis of AV Fistulas in Vascular Malformations”



2007 D. EUGENE STRANDNESS JR., M.D.
MEMORIAL LECTURE

“Foresight 2020: Creating the Venous Vision”
Robert L. Kistner, MD

Bob Kistner wus born into < St, Louis, Mo.
medical family in 1929. His futher and two of
his three brothers were physicians, us were
others on his maternal side. His educution
wus with the Jesuits at St. Louis University
from high school through medicul school
and post-graduute residency in generdl
surgery. Vuscular fellowship at Cleveland
Clinic followed two yeurs in the U.S. Air Force
and two yeurs of private practice of Generdl
Surgery in Santu Barbara, Cu where he
directed the Cottauge Hospital multi-specialty
fraining program.

Bob’s vuscular surgery career begun in
Hawdii with the Straub Clinic in 1966 immediately ufter the vascular
fellowship. He remuined there for 39 years until the end of 2004
ufter which he founded u smdll vein clinic specidlty practice. His
ucudemic ussociution hus been with the University of Hawdii us
a Clinical Professor of Surgery since 1986. A busy clinical vascular
surgery practice hus been supplemented by research and writing
predominuntly in the field of venous reconstructive surgery and venous
diagnostics.

He hus authored or co-uuthored over 100 journal articles and 40
book chupters, one book on venous surgery, and more than 120
presentations around the world. He has been a contributing member
of multiple vuscular societies in the United States.

The lecture will be presented on
Saturday, February 17, 2007 at 11:30 a.m.
Pleuse plun to uttend this feutured presentution.
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AMERICAN VENOUS FORUM
FOUNDATION RESEARCH AWARD

Each year The Americun Venhous Forum Founddation offers u cush
prize for up to three (3) ubstracts on clinicul or experimental work
in venous diseuses performed by residents in training, fellows and
youny physicians and surgeons in practice for less than five years

JOBST|

THE BSN-JOBST RESEARCH FELLOWSHIP
IN VENOUS AND LYMPHATIC DISEASE

In 1995, The Americun Venous Forum Foundution anhounced the
estublishment of the BSN-Jobst, Inc. Reseurch Fellowship in Venous
und Lymphdatic Diseuse.

1995 Peter J. Papus, M.D., UMDNJ New Jersey Medicul School
1996  Jue-Suny Cho, M.D., Muyo Clinic, Rochester, MN

1997 Andrew C. Stunley, M.D., Burlington, VT

1998 Klaus See-Tho, M.D., Stanford University Medicual Center
1999 Joseph D. Ruffetto, M.D., Boston Medicul Center

2000 No Awurd Giveh

2001 Brujesh K. Lal, M.D., UMDNJ New Jersey Medicul School
2002 Susun O’'Sheu, M.D., Duke University Medicul Center
2003 Churles Fields, M.D., Muyo Clinic

2004 John Rectenwuld, M.D., University of Michigun

2005 Allesundra Puggioni, M.D., Mayo Clinic

2006 Stephunie K. Beidler, MD, University of North Curolinu

The BSN-Jobst, Inc. Reseurch Fellowship provides a one-yeur, $25,000
grant to aresearch fellow chosen through a competitive peer-review
selection process. A committee of distinguished vascular physicians,
uppointed by the Americaun Venous Forum Foundution, determines
the fellowship recipient and announces ifts selection during the
Forum Finule.

10



2 GVARIS

SIGVARIS, INC. TRAVELING FELLOWSHIP IN
VENOUS DISEASE

Sigvuris, Inc. initially estublished this $12,000 Truveling Fellowship to
provide a selected cundidute with the opportunity to visit medicdl
centers throughout the United States, Europe und elsewhere
which have estublished themselves us centers of excellence in
the munugement of venous diseuse. In 2006, the Award criteria
wus changed to encourage fellows to submit abstracts, and
attend the Forum’s Ahnuul Meeting, und broudened to include
up to four (4) finulists, who would euch receive up to $3,000 in
travel reimbursement ussociuted with attending the meeting.
Findlists dlso receive free one-yeur cundidute membership in the
American Venous Forum.

1997  Mark H. Meissner, M.D., University of Washington
Medicul Center

1998  Paul R. Cordts, M.D., Triple Army Medicul Center
1999  E. John Hairris, Jr., M.D., Stanford University Medicul Center
2000 Harold J. Welch, M.D., Luhey Clinic Medicul Center

2001  Duavid L. Gillespie, M.D., Uniformed Services University
of the Heulth Sciences

2002 Joseph D. Ruffetto, M.D., Boston Medicul Center
2003  Audru Noel, M.D., Mayo Clinic

2004 Robert McLufferty, M.D., Southern lllinois University
2005 Antonios P. Guspuaris, M.D., Stonhy Brook University

2006  Beverly Sharp, MD - Charing Cross Hospital
Biju Aravind, MD - Charing Cross Hospitdl

2007 Winners will be announced during the Forum Finale
Saturday, February 17th

11
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SERVIER TRAVELING FELLOWSHIP

The Servier Traveling Fellowship provides two fellows un opportunity

to fravel to France and Turkey for the 2007 Europedun Venous Forum

to present his or her scientific research. Four (4) findlists are identified
through u competitive peer-review process, und are invited to present
their science during the AVF Meeting. Travel and accommoddations

for the four findlists are reimbursed s part of the grant, The findlists are
judyed by un gppointed AVF committee. Two winhers will be selected
to present their work at the Europedn Venous Forum

2006 Winners
Charles Stonerock, MD  Indiunu University School of Medicine,
Indianapolis, IN
Gustuvo Oderich, MD - Mayo Clinic, Rochester, MN

Best Posters
Each year a formal poster session is held where authors dare invited
to give u 3-minute synopsis of their work followed by a 2-minute
Q & A with the uudience in uttendunce. Posters ure scored und
forizes ure uwaurded 1o the top fresentutions.

2006 Winners:
Co-localization of MMP-2 and MT1-MMP Expression in Smooth
Muscle Cell-rich Areas in Varicose Veins
B. Aravind, MD, B. Sharp, Miss, T. Navin, Miss, C. Monuco, Miss, E.
Pdleoloy, Dr., A. H. Davies, Mr., Churing Cross Hospitdl, Imperiul College,
Lohdon, UK, and Kehhedy Ihstitute of Rheumatology, London, UK

Endovascular Stenting of Ascending Lumbar Veins for Refractory
IVC Occlusion

C. Hedley, MD, N. Halin, MD, M. lafrati, MD, New England Medicul
Center, Boston, MA

Coagulation and Fibrinolytic Changes after Major Trauma Do Not
Predict DVT

M. H. Meissher, MD, University of Wushington, Seuttle, WA

Reflux in the Superficial and Deep Venous System of the Legs in the
General Population - Results from the Bonn Vein Study

E. Rabe, MD, U. Maurins, B. Hoffmann, E. Bock, F. Pannier

— Dermutoloygical University Clinic, Bonn, Germany, Surgicul
Department, University of Riga, Rigu, Latvia, University of Essen,
Essen, Germany

2007 Winners will be announced during the Forum Finale
Saturday evening.

12



GENERAL INFORMATION

REGISTRATION DESK
The Reyistration Desk will be located in the Mezzanine and will be
open during the followihg hours:

Tuesduay, February 13 2:00 p.m. - 6:00 p.m.
Wednesduy, February 14 7:00 a.m. - 6:00 p.m.
Thursday, February 15 7:00 u.m. - 3:00 p.m.
Friday, February 16 7:00 am. - 1:00 p.m.
Saturday, Februury 17 7:00 a.m. - 6:00 p.m.

REGISTRATION INFORMATION

Full Reyistration Fee Includes: All Scientific Sessions, Postgraduate
Course, Continental Breukfast, Coffee Breuks, and Boxed Lunches
us well us entrunce to Exhibits und the Welcoming Reception on
Thursduy us well us the new Forum Finale on Suturday evening.

Guest/Spouse Reyistration Fee Includes: Welcoming Reception,
Continentul Breukfust and Mid-Morning Refreshments daily in the
Hospitdlity Suite, us well us the hew Forum Findle on Saturday evening.

ANNUAL BUSINESS MEETING LUNCH (Members Only)
The Annhudl Business Meeting will be held on Friday, February 16 ut
12:00 p.m. in the Suntu Cautdlina Bullroom.

SPECIAL NEEDS

E If you have a disability that requires special accommoddations
or ussistance, pleuse contuct the AVF Administrative Offices.
Pleuse udvise the AVF Administrative Offices if you have uny
food dllergies or dietury restrictions.

INSTRUCTIONS TO AUTHORS

Audio Visual

All presentations must be formutted using PowerPoint. All
presenters must bring their PowerPoint presentations on, CD Rom
or Thumb (Flash) Drive 1o the Speuker Reudy Room ut leust 2 hours

frior to their presentution.

Manuscripts

The Americun Venhous Forum has a publication agreement
covering pdapers from this meeting, therefore, presenting authors
of ordl presentations mMust submit the full manuscript to the Journal
of Vuscular Surgery. You must conform strictly with their guidelines
when prepdaring your manuscript. All submissions o the Journdl

must be made before the presentation date.,
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INDUSTRY PARTNERS

The Executive Committee und Members of the Americun Venous
Forum are most grateful to the following companies for their
generous support

PLATINUM SPONSORS
AngioDynamics
Diomed, Inc.

Juzo
Sanofi-Aventis
VNUS Medical Technologies, Inc.

SILVER SPONSORS
Boston Scientific
Cordis

BRONZE SPONSORS
CircAid Medical Products
Cook Medical
Dornier Medtch
Possis Medical Inc.
Sigvaris, Inc.
Smith & Nephew Wound Management
Terason Ultrasound
Volcano Therapeutics, Inc.

FUTURE MEETING OF
THE AMERICAN VENOUS FORUM

2008
February 20-23
Charleston Pluce Hotel
Chuarleston, SC

14




\ U:’i UI
\x:.
AMERICAN VENOUS FORUM

19" ANNUAL MEETING
February 14-18, 2007

Rancho Bernard Inn, Sun Diego, Cdliforniu

Wednesday, February 14th 2007

7:00am Continental Breukfasts

8:00um POST-GRADUATE COURSE:
THE ART AND SCIENCE OF VENOUS DISEASE:
AN EVIDENCE-BASED APPROACH

8:00um Overview and Introduction to Evidence Based
Medicine
Mark Meissher, MD, Course Chuirman

PG SESSION I: ACUTE DVT

Objective Outcome Measures in Acute
Deep Venous Thrombosis
Brendu Zierler, MD

Evidence Based Diagnosis of DVT:
The Role of Clinical Algorithms.
Jounn Lohr, MD

Anticoagulation: How Long And Why
Anthony Comerotu, MD

Thrombolytic Therapy for Acute DVT:
What Do We Really Know?
Suresh Vedantham, MD

Paunel Discussion
9:45um Breuk
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10:00um

11:30
12.00pm

PG SESSION II: CHRONIC VENOUS DISEASE

Why Do Varicose Veins Develop?
Joseph Ruffetto, MD

Outcomes in Chronic Venous Disease:
What is Important and How is it Measured?
Frank Padbery, MD

Compression Therapy: How Does It Work and When Is
It Appropriate?
Hugo Partsch, MD

Superficial Venous Ablation: What is the Evidence
Supporting the Options?
William Marstoh, MD

Dissecting Saphenous Ablation:
What is Art? What is Science?
Lowell Kubnick, MD

Panel Discussion

Lunch (Boxed Lunch to be provided)
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1:00pm

1:00-1:20

1:20-1:40

1:40-2:00

200-2:20

2:20-2:40

240-2:45

2:45-2:50

3:00pm

SCIENTIFIC SESSION | - CHRONIC VENOUS
INSUFFICIENCY
Moderators: Michael Ddlsing, MD,

Steven Zimmet, MD
Educutiondl Objectives: to uppreciate clinicaul und putency oufcome
of vehous stenting und identify fuctors predictive of outcome, fo
unhderstund the effect of removdl of superficidl reflux und fusciofomy on
co-existing deep reflux, to ussess obesity und blood type us risk factors
for development of chronhic venhous insufficiency.

Long-term Symptom Relief, Quality of Life
Improvement and Stent Patency following Venous
Outflow Stenting

P. Neglén, K. C. Hollis, S. Raju; River Ouks Hospital, Flowood, MS

Factors Predictive of Outcome Following
Interventional Treatment of lliac Vein Compression
Syndrome

B. S. Khipp. E. J. Ferguson, D. A. Williams, N. Dasika, W.
Cwikiel, P. K. Henke, T. W. Wakefield; University of Michigan,
Ahn Arbor, Mi

Post-Thrombotic or Non-Post-Thrombotic Severe Venous
Insufficiency: Impact of Removal of Superficial Venous
Reflux with or without Subcutaneous Fasciotomy.

J. T. Christehson', S. GueddF; 'Department of Cardiovascular
Surgery, University Hospital of Geheva, Geheva, Swifzerlahd,
2Depurtment of Ahgiology, University Hospitul of Genhevd,
Gehevuy, Switzerland

Chronic Venous Disease in Obese Population:

Is Obesity a Risk Factor?

J. Benigni', J. UhP, D. RusteP; "Hopitul Begin, St Mandé,
France, ?Centre de Chirurgie des Varices, Nedilly, Franhce,
3Centre de Phlebologie, St Etiehhe, Frahce

A+ Blood Type is a Potential Determinant of Post
Thrombotic Syndrome

P E. Thorpe', F. J. Osse', A. Yao?A. KauF 1Venauclinic, Sao
Paulo, Bruzil, 2Rush, Chicugo, IL, SFoxborough, MA

Clinical Improvement after Endovenous Radiofrequency
Obliteration of the Greater Saphenous Vein in Patients
with Concomitant Deep Venous Insufficiency

A. Oropdllo, H. In, P. M. Shaw, J. Dorfman, W. Nasr, G, W.
Gibbons; Boston Mediicul Center, Boston, MA

National Venous Screening Update - Robert
McLafferty, MD

Coffee Breuk

17



3:30pm

3:30-3:50

3:50-4:10

410-4:30

4:30-4:50

4:50-5:10

510-5:15

SCIENTIFIC SESSION Il - SUPERFICIAL VENOUS
INSUFFICIENCY (1)
Moderators: Peter Neglen, MD,

Michuel Ricci, MD
Educutional Objectives: fo be exposed to und discuss different
modes of suphehous vein ublation and surgical removdl of the
saphehous vein, to evaluate the clinical und hemodynumic impact
of suphenous vein stripping.

Pattern of Energy Delivery During Endovenous Laser
Treatment of Varicose Veins In Experimental Model
S. Kuspar!, Z. Cervinkovc? T. Danek! TInstitute of Medicdl
Studiies — Pardubice General Hospital, Czech Republic,
’Faculty of Medicine Hradec Kralove — Charles University,
Prague, Czech Republic

Chemical Ablation of Primary Varicose

Veins in a Bloodless Field is Safe, Low

Cost and Effective

M. Trinidad, Sr.', M. Trinidad, Jr?, J. Villavicencio®; 'Hospital
del Carmen, Guuddlajara, Mexico 2Department of Surgery,
University of llinois, Chicago, IL, 3USUHS, Bethesda, MD

A Novel Type of Endovenous Catheter for the
Treatment of Great Saphenous Vein Reflux Combines
Favorable Aspects of RF Closure and Endovenous
Laser: First Clinical Experience

T. M. Proebstle!, B. Vago!, O. Goeckeritz2, H. WenhzeF, C.
Leburd®, C. Sessc, O. Pichot,; 1University of Heidelbery,
Heidelbery, Germany, 2Vehehzentrum um Elsterpark, Leipzig,
Germany, SHospital St. Michel, Paris, France, “CHU Service de
Chirurgie Vasculdire, Grenoble, France

Great Saphenous Vein Stripping With Preservation of
Saphenous-Femoral Junction: Hemodynamic and
Clinical Results

P, Piftaluga’, S. Chastanet?, R. Barbe?®, J. J. Guex?; 1Riviera Vein
Institute, Caghes-sur-mer, France, 2Riviera Vein Institute, Nice,
France, *Clinique Charcot, Lyon, Frahce

Quality of Life and Venous Hemodynamics in Patients
After Saphenous Venous Stripping with Stab Avulsion
of Varicose Veins

T. Ogawdy, S. Hoshino; Fukushima Ddaiichi Hospitdl,
Fukushima, Japan

Quality of Life analysis in Varicose Veins treated With
Endovenous Laser Therapy (EVLTS): Can the Short 70
Form 8 replace the Short Form 36?

M. N. A. Abdul Rahman, S. Guldti, A. Mekako, J. Hatfield, P. T.
McCollum, I. C. Chetter; University of Hull, Hull, United Kingdom
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515-56:20

5:20-525

5:30 pm
600 pMm

7:30um

7:300m - 800uM

8:00pm

8:20pm

8:40pm

9:00pm

Coil Occlusion and Alcohol Ablation of Varicosed
Saphenous Veins: A Novel Application of an Old
Technique

M. K. Bursoum’, H. Bjurnason', T. W. Rooke!, C. Felty',

D. H. Pfizenmuier!, J. C. Andrews’, J. A. Heit!; 'Mayo Clinic,
Rochester, MN

Arteriovenous Fistula Following Endovenous
Laser Ablation (EVLT) of the Saphenous Vein and
Spontaneous Venous Thrombosis: Attempt at
Neovascularization?

P. Lall, M. Kalra, P. Gloviczki, A. A. Duhcah, B. Lewis, R. Lee,
H. Hatz; Mayo Clinic, Rochester, MIN

Adjourn
Welcoming Reception

DINNER SYMPOSIUM - (Registration Required)
Supported through un educational grant provided
by Bacchus Vascular & Sunofi-Aventis

THROMBOSIS PROPHYLAXIS AND TREATMENT:
UPDATE 2007

Educdution Objectives:

1. Understanding sufe practice 17 and how it will impact clinical
practice in 2008

2. Using risk assessment to guide selection, intensity and duration of
post-operative unti-cougulation for thrombosis prophylaxis.

3. Understanding the strength and limitation of the low molecular
weight hepdrin

4. Understand the role of hewer moddilities in the treatment of
vehous thrombosis

Dinner/Buffet

Thrombosis Prophylaxis in Vascular Surgery: Complying
with SCIP Measures and Future JCAHO Mandates.
Joseph Caprini, MD

Low Molecular Weight Heparin:
Where Do We Stand in 2007?
Thomus Wakefield, MD

Integrating a Strategy of Thrombus Removal for the
Treatment of Acute DVT
Anhthonhy Comerotda, MD

Key Guiding Principles for the Management of
lliofemoral DVT.
Stephen Kee, MD
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9:20pm Case Scenarios with Audience Participation
Drs. Caprini, Wakefield, Comerota & Kee

10:00pm Adjourn
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Thursday, February 15th 2007

7:00um

8:00um

8:00-8:20

8:20-8:40

8:40-9:00

9.00-9:20

9:20-9:40

9:40-9:45

Continental Breukfast / Exhibits Open

SCIENTIFIC SESSION IIl - CONSERVATIVE
MANAGEMENT
Moderators: Thomas Wakefield, MD,

Bo Eklof, MD
Educutional Objectives: to elucidate the effect und use of different
types of compression therapy aund conservdtive treatment for
chrohic vehous diseuse, to discuss vehous imuging aund thrombolysis
of superior venu cuvu thrombosis.

Venous Flow Enhancement in the Calf with Intermittent
Pneumatic Compression: Hemodynamic Role of the
Plantar Venous Plexus and the Foot Venous Pump

K. Delis', A. L. Knaggs?, 'Imperial College (Londohn) und
Athehs Medical Center, Londonh and Athehs, United
Kingdom, 2St. Mary’s Hospitul, Londoh, United Kingdom

Use of Compression Stockings in Chronic Venous Disease
S. Raju', K. C. Hollis?, P. Neglén?; 'University of Mississipri Medicdl
Center, Juckson, MS, 2River Ouks Hospital, Flowood, MS

Multi-layer Bandaging System with Tubulcus In The
Treatment Of Difficult Venous Ulcers

D. J. Milic', S. S. Zivic', M. Jovahovic', J. Paravind’, R.
Junkovic', A. M. Visnjic!, Z. Maksimovic?; 'Surgicdal Clinic,
Clinical Centre Nis, Nis, Serbia and Mohtehegro, Institute for
Cardiovascular Diseases, Clinical Centre of Serbia, Belgrade,
Serbiu uhd Monhtenegro

Inelastic Compression System Produces a Reverse-
pressure Gradient and Significantly Higher Skin
Surface Pressures as Compared to an Elastic
Compression Legging

C. N. Klihe, E. Kraus, B. R. Macias, T. B. Neuschwcahder, N,
Angle, J. Berguh, A. R. Hargens; University of Cdlifornia, Sun
Diego, Sun Diego, CA

Evaluation of Spa Therapy in Chronic

Venous Disorders with Skin Changes:

A Randomized Controlled Trial

P. H. Carpentier, B. Satger, D. Poensin; University Hospital of
Grenoble, Grehoble, France

Extremity Venous Imaging - New Modalities for
Trauma and Hemodialysis Access

V. E. Rotella, Jr., J. Blebedu, R. Choudry; Temple University
Hospital, Philadelphic, PA
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9:45-9:50 Success of Catheter-Directed Thrombolysis in
Symptomatic Patients with Superior Vena Cava
Thrombosis due to Malignant or Inflammatory Disease
E. Puichik, A. Bukken, J. Rhodes, K. A. llig, D. Lee, D.
Waldman, M. G. Davies; University of Rochester, Rochester, NY

9:50-10:00 Aneurysms In The Supefficial Veins of The Lower Extremities
D. Varnagy', N. Labropoulos', J. Suntaniello?, P. J. Pappus];
'UMDNJ, Newdark, NJ, 2Loyola University Medicul Center,

Maywood, IL
10:00 um Coffee Breuk / Visit Exhibits
10:30 um Ask the Experts -Case Management

- Acute Thrombosis and Chronic Occlusion
Moderator: Peter Neglén, MD

Educdtiondl objectives: to understund the technicul uspects of
femoro-ilio-cavdal stenting and its role in the treatment of chronic
vehous obstruction, to discuss early clot removdl of ucute DVT by
mechaunicul thrombectomy and/or cutheter-directed thrombolysis,
to appreciate the treatment of ucute superficial vein thrombosis

12:30pMm Lunch — Attendees On Own
12:30pm AVF Upddate - Industry Only Lunch
1:30-5:30pMm Workshops (3 - 1 hour & 20 minute sessions)

Mechanical Thrombectomy and IVC
Filter Insertion
Moderator: Robert McLdufferty, MD

Educdutional Objectives:

1.Guin knowledyge ubout the avdiluble types of mechanical
thrombectomy devices und IVC filters

2.Discover skills to properly use mechanical thrombectomy devices,
insert IVC filters, ahd remove IVC filters

3.Have u better appreciation for how these devices cun impact
putients in the short und lohg term

Intfravascular Ultrasound and Venous Stenting

Moderator: Peter Neglen, MD

Educdtiondl Objectives:

1.Understund the uhderlying fechhology of infravascular ulfrasound.

2.Be uble fo use intravascular ulfrasound und detfect und recoghize
common vehous lesiohs.

3.Know the inherent properties of stents to be place in the vehous system.

4.Recoyhize the specific uspects of plucing stent in the vehous
outflow fruct,
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1:30 - 2550pm

Percutaneous Ablation of the Saphenous Vein
Moderator:  Jose Almeida, MD

Educdutional Objectives:
1.Use ulfrasound guidance for vehous uccess.

2.Use ultrasound guidance to position u catheter at the
suphenofemordl junction.

3.Understand the moddilities avdilable for thermal ablation of the
saphenous vein,

Ultrasound Investigations for Venous Disease
Moderudor: Marc Passman, MD
Educutional Objectives

1.Understanding of busic hormal venous ahatomy identified by
vehous ulfrasound.

2.Understanding of diagnostic criteria for venous thrombosis using
vehous ulfrasound.

3.Understanding of diaghostic criteria for vehous insufficiency (deep,
superficidl, perforator) using venous ulfrasound

Compression Therapy of Venous Disease

Moderator: Hugo Partsch, MD

Educdutiondl Objectives:

1.To understund the mdin principles of compression pressure und
compression muteridls

2.To learn the dpplication of high pressure, mulfilayer-baundages
checked by interfuce pressure meusurements

Or Concurrent SYMPOSIUM session

Investigations of Chronic Venous Disease
Moderator:  Nicos Labropoulos, MD

Educdutional Objectives:

1.To describe the different putterns of venous obstruction unhd discuss
the diugnhosis.

2.To unulyze the role of physiologic testing in chronhic vehous diseuse.

3.To demonstrate und discuss the use of duplex scunning in the
diugnosis und treutment of ucute und chronic vehous diseuse.

Spedkers:  Nicos Labropoulos, MD
Frank Padberyg, MD
Seshudiri Ruju, MD
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3:00-4:20pm

430-550pm

700 pm

Sclerotherapy-Liquid to Foam:
Ask the ACP Experts
Moderator: Lowell Kabhick, MD

Educdutional Objectives:

1.To understund the indicautions, techiques, und how to avoid
complications for both foum sclerotherapy and liquid
sclerotherapy

2.Risk of DVT in superficial venhous interventions und freatment

3.To know the FDA upproved sclerosunts, to be fumiliar with the laws
cohcerhing compounders, importers, and foum sclerotherdapy

Foam Sclerotherapy: Indications, Techniques,Review
of the Literature, Personal Results, Complications
Johnh Bergan, MD

Liquid Sclerotherapy: Indications, Techniques,
Complications, Lessons Learned
Steve Zimmet, MD

Sclerotherapy Consensus
Nick Morrison, MD

Supefficial Venous Interventions:
Assessing the Risk of DVT
Suresh Vedantham, MD

Sclerotherapy and the Law
Lowell Kubhick, MD

The Business of Treating Supeifficial
Venous Disease
Moderator:  Nick Morrison

Coding and Reimbursement for the Phlebology
Practice
Joe Zygmunt, RVT

Ulirasound and Vascular Lab in the Phlebology
Practice
Diana Newhardt

Marketing a Phlebology Practice
Terri Morrison, RN

Industry Sponsored Dinner Symposium -
(Reyistration Required)

The Next Generation of Endovenous Ablation
Spohsored by: VNUS Medical Techhologies
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Friday, February 16th 2007

7:00um

7:50um

7:50-8:10

810-8:30

8:30-8:50

8:50-9:10

9:10um

Continental Breukfast / Exhibits Open

SCIENTIFIC SESSION IV -
ACUTE DVT
Moderautors: Jounn Lohr, MD,
Joseph Caprini, MD
Educuational Objectives:To evaludte uspects of diaghosis of
acute DVT, to ussess treatment patterns of DVT in children, and to

appreciate methods fo prevent disability after acute subclavian vein
thrombosis.

Does Different D-Dimer Level Reduce The Use Of
Venous Duplex Scanning To Rule Out Deep Vein
Thrombosis In Patients With Symptomatic Pulmonary
Embolism?

T. Yamaki, M. Nozaki, H. Sakurdi, M. Takeuchi, K. Sogjima, T.
Konho, Tokyo Women's Medicul University, Tokyo, Japdh

A New Ultrasonographic Sign for Determination of
Age of Venous Thrombosis

N. Labropoulos’, P. Neglen?, P. J. Pappus’; TUMDNJ, Newcirk,
NJ, 2River Ouks Hospital, Jackson, MS

Treatment Patterns for Deep Venous Thrombosis in
Hospitalized Children:

Are Standardized Protocols Needed?

J. A. Sundovdl, M. P. Sheehan, C. E. Stfoherock, S. Shdfique,
F. J. Rescorla, M. C. Ddising, Indiana University School of
Medicine, Indianapolis, IN

Subclavian Venous Effort Thrombosis in Adolescents:
Preventing Long-Term Disability

A. W. Knott, A. A. Duhcah, A. M. Hanhnha, H. Bjarnason, T. C.
Bower, R. D. McBane, P. Gloviczki; Mayo Clinic, Rochester, MN

Coffee Breuk / Visit Exhibits
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9:40um

9:40-10:00

10:00-10:20

10:20- 10:40

10:40

SCIENTIFIC SESSION V -
BASIC SCIENCE
Moderators: Joseph Raffetto, MD,

David Gillespie, MD
Educutional Objectives: to identify some chemicul und structural
changes of the wdll of varicose veins, to be informed of early
experience of percutaneous placement of autogenous vein valves.

Increased Expression of Matrix Metalloproteinase-2
and Decreased Contraction in Vena Cava Subjected
to Prolonged Increases in Basal Tension. Implications
in Varicose Veins

J. D. Ruffetto!, V. Koledovc?, R. KhaliP; 'VA Boston Hedlthcare
System, West Roxbury, MA, ?Brigham and Womenh's Hospitdl,
Bostoh, MA

Inhibitory Influence of TIMP Contributes to
Morphological Changes of Varicose Vein Wall

B. Shart?, B. Aravind' T. Navin'!, C. Mohuco', E. Paleoloy’,

A. H. Davies®; 'Kenhnedy Institute of Rheumuatology, Imperidl
College, London, UK, United Kingdom, ?Churing Cross
Hospital, Kenhedy Institute of Rheumdatology, Imperial
College, Lohdon, UK, United Kihngdom, 3Charing Cross
Hospital Department of Surgery, Ohcology and Anhesthetics
(SORA), Imperial College, Lohdon, UK, United Kingdom

Percutaneous Autogenous Venous Valve
Transplantation in An Ovine Model

D. Pavchik, Q. Yin, J. Kaufman, B. Uchida, H. Timmermans,
F. S. Keller, J. Rosch; Oregoh Hedlth & Sciehce University,
Portland, OR

2006 Award Updates
Infroduced by: Michuel C. Ddlsing, MD

2006 Sigvaris Fellowship - Announcement

Beverley Sharp, MD - Charing Cross Hospital, London
Role of TIMP-3 Induced Apoptosis in Morphological Variation
In Viaricose Veins

Biju Aravind, MD - Charing Cross Hospital, London
Co-Locdlization of MMP-2 and MTI1-MMP Exfression in
Smooth Muscle Cell-Rich Areds in Varicose Veins

2006 BSN Jobst Winner - Report
Stephanie K. Beidler, MD — University of North Carolihc
- Chapel Hill
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11:00um

1200m

Free Afternoon:

Alterations in Matrix Metalloproteinase Levels
in Ulcers Associated with CVI before and after
Compression Bandaging

2006 Servier Traveling Fellowship Winners - Reports

Gustavo Oderich, MD - Mayo Clinic - Rochester, MN
Opeh Endophlebectomy und Endovenous Stenting for
Chronic Thrombosis of the Inferior Vena Cava and the
lliofemoral Veins

Charles Stonerock, MD - Indiana School of Medicine
Indianapolis, Indiana

The Use of D-Dimer and Pretest Clinicul Probubility to
Determine the Need for Duplex Ulfrasonography in the
Diagnosis of DVT

PRESIDENTIAL ADDRESS

The American Venous Forum: Inclusive,
Innovative, Involved.

Michael C. Dalsing, MD

Introduction by Mark A. Meissher, MD

MEMBER BUSINESS LUNCH
Golf & Tennis
Doin nuttin’!
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Saturday, February 17th 2007

7:30

8:00um

8:00-8:20

8:20-8:40

8:40-9:00

9.00-9:20

9:20-9:40

9:40 am

Continentul Breukfust - Visit Exhibits

SCIENTIFIC SESSION VI - SUPERFICIAL VEINS (2)
Moderdutors: Lowell Kubnick, MD,

Mcarc Passman, MD
Educdtional Objectives: fo evaludate a venhous pressure method
to yuantify hemodyhumic results and to usses the importance
of antibiotic prophylaxis in varicose vein surgery uhd compare
surgery to ubldtion, to discuss the conhection between pelvic vein
insufficiency and varicose veihs aund its freatment.

Quantitative Measurement of Supeirficial Venous
Surgery Using Continuous Ambulatory Venous
Pressure Measurement (CAVPM)

R. Eifell; Queen Elizabeth Hospital and Uhiversity of
Newcustle Upon Tyne, Tyhe anhd Weuar, United Kingdom

Antibiotic Prophylaxis In Varicose Vein Surgery:

A Double Blind Randomised Clinical Trial

A. Mekdko, P. Coughilin, J. Hatfield, R. Baker, P. McCollum, 1.
Chetter; Hull Roydl Infirmary/University of Hull, Hull, United Kingdom

Randomized Controlled Trial of Endovenous Laser
Ablation and Stripping in Patients with Great
Saphenous Vein Insufficiency: Short Term Result

L. H. Rasmussen’, L. B. Rasmussen?, M. L. Rasmussen’, B. Eklof®;
'Venous Center Nuestved, Naestved, Denmark, 2Surgical
Clinic, Roskilde, Denmairk, *Raca, Swedeh

Pelvic Leaks as the Cause for Post Surgical Varicose
Recurrence

S. Zubicoua, J. Ledl, L. Del Campo, A. Sunchez, F. Arroyo;
Hospital Ruber Internacional, Madrid, Spain

Treatment by Embolization of Pelvic Venous
Insufficiency in Women Presenting with Non-
Saphenous Perineal Veins And Clinical Symptoms
(24 Cases, Three-Year Follow-Up)

D. Creton, EC A Puré, Nancy, France; L Henhequin, Solime,
Nancy, France; FA Allaert, Cenbiotec, Dijon, Frahce

Coffee Breuk / Visit Exhibits
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10:10um
10:10-10:30
10:30 - 10:50
10:50 - 11:10
11:10-11:30
11:30um
12:30pm

SCIENTIFIC SESSION VII -
TRAUMA AND IVC FILTERS
Moderdators: Mark Meissher, MD,

Robert McLafferty, MD
Educutional Objectives: to uppreciate the complicutions of IVC
filter placement and the frequency of irretrievability when placed
in traumua pdtients, to evaluate eccentric compression of the
suphenous vein uffer ublation.

Complications Related to Inferior

Vena Cavai Filters

M. M. Nazzal, E. Chan, M.D. Nazzdl, J. Abbdas, J. Boomer, G.
Erikson, K. Khechen; University of Toledo, Toledo, OH

The Recovery Filter in Trauma Patients:

Are They Truly Retrievable?

E. M. Zakhary, D. Franklin, S. Galt, J. EImore; Geisinger
Medlical Center, Danville, PA

Vein Repair Is Not Associated with an Increased Risk
of Venous Thromboembolic Events: A Review of Over
One Hundred Traumatic Military Venous Injuries

R W. Quun', D. L. Gillespie’, C. J. Fox', R. P. Stuartz, M. W.

Cox!, L. D. Cunningham?, D. R. Whittaker®, E. A. Adams’, N.

M. Rich?; 'Wailter Reed Army Medicul Center, Washington,

DC, 2Uniformed Services University of the Hedilth Sciehces,
Bethesdu, MD, *National Naval Medical Center, Bethesdu, MD

Effects of Eccentric Compression after EVLT of Great
Saphenous Vein

M. Lugli, A. Cogo, S. Guerzoni, A. Petti,

O. Muleti; Hesperia Hospital, Modena, [taly

D. EUGENE STRANDNESS MEMORIAL LECTURE
“Foresight 2020: Creating the Venous Vission”
Robert L. Kisther, MD — Hoholulu, Hawdii
Infroduced by: Michael C. Ddlsing, MD

Lunch (Boxed Lunch to be provided)
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1:30pm

2:30pm

3.00pm

Ask the Experts - Case Management (Part 1)
- Superficial Venous Disease
Moderator: Steve Elias, MD

Educdtional Objectives: To uhderstand the munhagement of
superficial and perforator incompetence utilizing minimdally invasive
procedures,; to lean how to minimize treatment complications to
herves, vessels und soft tissue; To discuss the concepts of primary,
primary-assisted and secondciry closure rates; to uhderstund the
uhique anatomy und techhiques to fredat the small sauphenous
vein; to learn if perforators matter and what is the best method of
freatment; to learn “sulvage” methods of vehous recunnhilzation.

Coffee Breuk / Visit Exhibits

Ask the Experts - Case Management (Part 2)
- Superficial Venous Disecase
Moderator:  Steve Elias, MD
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4.00pm

P-1

P-2

P-3

P-4

P-5

P-7

Moderated Poster Session
Moderdutors: Thomus Wakefield, MD

Frank Padberyg & Bo Eklof, MD
Educdtional Objectives: The pdarticipants in the poster session will
guin a wide range of khnowledye expunsion including chrohic
vehous disorder, suphenous vein freatment, understanding risk
factors und evaluation methods.

High Peak Reflux Velocity in the Proximal Deep Veins
is a Strong Predictor of Advanced Post-thrombotic
Sequelae

T. Yamaki, M. Nozaki, H. Sakurdi, M. Takeuchi, K. Sogjima, T.
Koho, Tokyo Women'’s Medicul University, Tokyo, Japdh

Subcutaneous Fasciotomy as Adjuvant Therapy
Promotes Ulcer Healing in Patients with Chronic
Venous Insufficiency and Therapy Resistant Ulcers.
J. T. Christenson’, C. Prins?, S. Gueddp®; 'Depurtment Of
Cuardiovascular Surgery, University Hospital Of Gehevd,
Genevuy, Switzerland, 2University Hospital Of Gehevuy,
Department of Dermdatology, Geheva, Switzerlahd
SDepaurtment of Ahgiology, University Hospital of Gehevdy,
Genhevu, Switzerluhd

Veins Along The Course Of The Sciatic Nerve

A. K. Tassiopoulos’, N. Labropoulos?, A. Gusparis!, P. J.
Pappus?; 1Stony Brook University Hospitdl, Stony Brook, NY,
2UMDNJ, Newuark, NJ

Laser-assisted repair of Venous Valves
R. Milleret!, S. Mordon?; 'clinique St Jeun, Montpellier, France,
2inserm, Lille, France

Hemodynamic And Clinical Impact Of The Lateral
Embryonic Vein In Limbs With Klippel-Trenaunay
Syndrome

K. Delis, P. Gloviczki, P. Wehnbery, T. Rooke, D. J. Driscoll;
Muayo Clinic, Rochester, MN

A New Optional Spiral-Shaped Inferior Vena Cava
Filter: Evaluation Of Filter Behavior, Retrieveability,
And Venous Response In An Ovine Model

F. R. Arko, lll', R. White?, G. Kopchok?, L. Lee?, C. K. Zarins®,
D. Rosenthal, M. Ruzavi®, T. J. Fogarty®; 'University Of Texus
Southwestern Medicual Center, Dallas, TX, 2UCLA Harbor,
Torrance, CA, 3Stanford University, Stanford, CA, “Aflanta
Vascular Specidlists, Atlunta, GA, 5St. Joseph Vascular
Institute, Orange, CA

Withdrawn
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P-8

P-9

P-12

P-13

P-14

P-15

The Clinical Outcome of Primary Lymphedema
Belonging To Hemolymphatic Malformation

J. Laredo, B. Lee, D. Deduton, R. Neville; Georgetowh
University, Washington DC

Endovascular/Surgical Management of Pelvic
Congenital Vascular Malformation

J. Luredo, B. Lee, D. Deuton, R. Neville; Georgetown
University, Washington DC

Clinical Experiences With Venolymphatic
Malformation - Combined Form of Congenital
Vascular Malformation

B. Lee', L. Villavicencic?, J. Laredo’; 1Georgetown University,
Washington DC, DC, 2Uniformed Services University of The
Hedlth Sciences, Bethesda, MD

Metalloproteinase Expression Is Increased In Venous
Aneurysms

C. Irwih, A. Synh, M. Griffin, L. Pounds, L. Killewich, G. C.
Hunter; Univ. of Texas Medicdal Branhch, Galveston, TX

Local Anaesthesia With Adjuvant Relaxation Therapy
For Varicose Vein Surgical Treatment

S. Chastanet!, P. Pittalugc?, M. Zemor?,

A. Aime®; 'Riviera Veine Institut, Nice, France, ?Riviera Veine
Institut, Caghes-Sur-Mer, France, 3Clinique Saint Jean,
Cuaghes-Sur-Mer, Frahce

Mid-Term Follow-Up After Pharmaco-Mechanical
Thrombolysis For Lower Extremity Deep Venous
Thrombosis

A. P. Gaspuaris', N. Lubropoulos?, A. Tussiopoulos’, B. Phillips’,
J. Pagan', C. Lo', J. J. Ricottd!; 'SUNY Stohy Brook, Stony
Brook, NY, 2UMDNJ-New Jersey Medical School, Newdark, NJ

Intermittent Compression of Leg Veins By Stiff Material
During Ankle Movement

H. Partsch’, B. Partsch?; "Mediical Uniersity Viennd, Vienha,
Austria, ?Private Practice, Vienna, Austria

Multicenter Evaluation of The Diagnostic Criteria of
The Corona Phlebectatica

H. Partsch’, B. Partsch?; "Mediical Uniersity Vienha, Vienha,
Austria, 2Private Practice,  Viehna, Austria

J. UhI', P. Carpentier?, A. Cornu-Thendrd®, P. Antighanid, H.
Partsch?®; 'Varicose Veins Surgical Center, Neuilly Sur Seine,
France, 2University Center Of Lu Lechere, Grehoble, France,
3Suint Antoine Hospital, Paris, France, 4St Giovahhi Hospitdl,
Romu, Italy, SWilhelmihenhospital, Wieh, Austria
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P-16.

P-18

P-20

P-21
P-22

P-23

P-24

P-25

Superimposition of Compression Stockings (CS) With
An Increased Stiffness In The Treatment Of Open
Venous Ulcer

E. BLIN', J. BENIGNE, A. Cornu-Thénarc?, J. UhR; THSpital
BEGIN, St,Mandé, FRANCE, ?French University Group For
Medical Compression Study, Pcris V, Frahce

Treatment of Chronic, Idiopathic Inferior Vena Cava
Thrombosis With Endovascular Stents

H. Bjarhason, S. R. Paulsen, W. E. Wysokinski, A. A. Duhcanh,
M. Kdira, P. Gloviczki; Mayo Clinic, Rochester, MN

Ergonomics of Female Employment and Venous
Disease

F. A. Allaert!, M. Cuzaubonr?, Y. Lecomte’; Iceren Esc &
University Hospital, Dijon, France, ?american Hospital, Paris,
France, Suniversity Dijon, Dijon, Frahce

Treatment of Chronic Major Deep Venous Thrombosis
With Excimer Laser Thrombolysis

M. W. MoritZ!, H. Agdis’, L. S. Kabnick', M. Ombrellino’, P.

B. Huser?; 'Vein Institute Of New Jersey, Morristowh, NJ,
’Monmouth Medicul Center, Long Branch, NJ

Abdomino Pelvic Venous Assessment with Duplex
Ultrasound (Transvaginal snd Transparietal)

A. Sanchez, J. Ledl, S. Zubicou, L. Del Campo, F. Suinz;
Hospital Ruber Internacional, Madrid, Spdin

Withdrawn

New Limb Compression Device Increases Skin,
Muscle, and Bone Microvascular Flows

A. R. Hargenhs, B. R. Maciaus, T. B. Neuschwanhder, Q. Zhahy;
University of Cdlifornic, Sah Diego, San Diego, CA

Experience in the Treatment of the Varicose Vein
Using Endovenous Laser

S. Shokoku, Varix Ambulatory Surgery Center, Okayama
Duiichi Hospital, Okayama-Shi, Jupan

Comparison of a Combination Diode-Laser and
Radiofrequency Device (Polaris;) And A Long-Pulsed
1064-Nm Nd:YAG Laser (Lyra) On Leg Telangiectases

Histologic And Immunohistochemical Analysis
N. Sadick; Weill Medicdl College Cornell University, New York, NY

An Evaluation of Post-Sclerotherapy Laser
Compression and lis Efficacy In the Treatment of Leg
Telangiectasias

N. Sadiick; Weill Medicaul College Cornell University, New York, NY
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P-26

P-27
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First Experience of Application of Laser Coagulation
For Venous Malformations

V. N. Dun, S. V. Sapelkin, G. I. Kuntsevich; A.V.Vishhevsky
Institute Of Surgery, Moscow, Russian Federdtion.

Radiofrequency Ablation of Incompetent Perforator Veins
G. B. Nuckman, K. Karayg, R. Shafritz, L. Brevetti, A. Graham;
UMDNJ-Robert Wood Johhsonh Medical School, New
Brunswick, NJ

Impaired Cerebral Venous Haemodynamics In
Multiple Sclerosis Patients

P. Zamboni, E. Menhegdtti, A. Legharo, S. Gianesinhi, E.
Fainardi, A. Liboni; University Of Ferrara, Ferrara, Italy

Hemodynamic Improvement As Assessed By Air
Phlethysmography after Saphenous Preservation and
Phlebectomy

P. Pittalugd’, S. Chustunet?, R. Burbe®, B. Re, J. Guex?,
Triviera Veine Institut, Caghes-Sur-Mer, Frahce, ?Riviera Veine
Institut, Nice, France, 3clinique Charcot, Lyon, France

Predicting Supefficial Venous Incompetence with
Strain Gauze Plethysmography
H. Kdisi, T. V. Heuser, P. W. Wennberg,; Mayo Clinic, Rochester, MIN

Extrahepatic Porto-Mesenteric Venous Aneurysm:
Operdative Intervention and Outcomes

P. Ldll, Y. N. You, T. C. Bower, D. Nagorhey, T. Mckenzie, B.
Toomey, Mayo Clinic, Rochester, MIN.

Do Flow Dynamics and Histocytologic Reaction
Impact On Stenting and Bypass

In Venous Revascularization?

V. S. Sottiurdi; Advocdate Lutheran Genherdal Hospital,
Park Ridge, IL

Evaluation of A Venous Symptoms Diagnostic Score In
Primary Care Medicine

A. Corhu-Thénard, P. H. Carpentier, |. Cazdla, J. Uhl;
University Hospital Of Grehoble, Grehoble, Frahce

Duplex Ultrasound - Guided Surgery For Small
Saphenous Vein Incompetence

D. B. Coleman, TF. O’Donnell, K. Hahnhoh, M. lafrati; Tufts
New England Medical Center, Boston, MA
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5:30pm
7.00pm

Does Endovenous Laser Treatment of The Saphenous
Veins Correct Venous Insufficiency In Patients With
Combined Superficial And Deep Venous Reflux?

W. Brabham, D. Berndt, W. Marston, R. Menhdes, B. Keugy;
University Of North Carolina At Chapel Hill, Chapel Hill, NC

Endovenous Laser Small Saphenous Vein Ablation:
Reasons, Risks, Results

S. Elias, X. Wany, B. Moses; Englewood Hospital and Medical
Center, Englewood, NJ

Adjourn

THE FORUM FINALE
Awurds, Dinher, Entertainment & More!
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Wednesday, February 14th 2007

8:00um

8:00um

9:45um
10:00um

11:30

POST-GRADUATE COURSE:
THE ART AND SCIENCE OF VENOUS DISEASE:
AN EVIDENCE-BASED APPROACH

Overview and Introduction to Evidence
Based Medicine
Mcark Meissher, MD, Course Chairman

PG SESSION I: ACUTE DVT

Objective Outcome Measures in Acute
Deep Venous Thrombosis
Brendu Zierler, MD

Evidence Based Diagnosis of DVT:
The Role of Clinical Algorithms.
Jounn Lohr, MD

Anticoagulation: How Long And Why
Anthony Comerotu, MD

Thrombolytic Therapy for Acute DVT:
What Do We Really Know?
Suresh Vedantham, MD

Panel Discussion
Breuk
PG SESSION II: CHRONIC VENOUS DISEASE

Why Do Varicose Veins Develop?
Joseph Ruffetto, MD

Outcomes in Chronic Venous Disease:
What is Important and How is it Measured?
Frank Padbery, MD

Compression Therapy:
How Does It Work and When Is It Appropriate?
Hugo Partsch, MD

Superficial Venous Ablation:
Whait is the Evidence Supporting the Options?
William Marston, MD

Dissecting Saphenous Ablation:
What is Art? What is Science?
Lowell Kubnick, MD

Panel Discussion
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1:00pm SCIENTIFIC SESSION | - CHRONIC VENOUS
INSUFFICIENCY
Moderdators: Michael Ddlsing, MD,

Steven Zimmet, MD

Educdtiondl Objectives: to dppreciate clinical and patency oufcome
of vehous stenting und identify factors predictive of outcome, to
uhderstand the effect of removdl of superficial reflux and fasciotomy on
co-existing deep reflux, to ussess obesity und blood type us risk factors
for development of chronic venhous insufficiency.

1:00-1:20 1. Long-term Symptom Relief, Quality of Life
Improvement and Stent Patency following Venous
Outflow Stenting
P. Neglén, K. C. Hollis, S. Raju; River Ouks Hospital, Flowood, MS

Background: Stenting of the obstructed venous outflow tract started in
earnest in 1997. Data sets are now available to perform long-term analysis
of clinical and patency outcomes of this intervention.

Method: From 1997 to 2004, 973 chronic non-malignant obstructive
lesions of the femoro-ilio-caval vein were treated. Median age 54 years,
range:14-90; female/male = 2.5/1; left/right limb symptoms = 2.4/1;
Clinical score of CEAP was 2 in 8%, 3in 47%, 4 in 24%, 5in 4% and 6 in
17%; primary (non-thrombotic iliac vein lesion, “May-Thurner syndrome”)
/secondary (postthrombotic) etiology = 515/458. The obstructed
segment was balloon dilated and stented under IVUS guidance; 14%

of postthrombotic limbs had occlusions requiring recanalization before
stenting, the remainder had partial obstruction. In 188 limbs stenting
was combined with additional anti-reflux procedures. Ulcer healing and
ulcer recurrence were noted; the degree of swelling was assessed by
physical examination (Grade 0: none; Grade 1: pitting, not obvious;
Grade 2: ankle edema; and Grade 3: obvious swelling involving the

leg); the level of pain was measured by the visual analogue pain scale
(VAS); and quality of life (QoL) was assessed by the CIVIQ questionnaire
prospectively before intervention and postopertatively. Stent patency and
recurrenct in-stent restenosis were assessed by annual venography or
ultrasound scanning (602 limbs).

Result: 89% of patients were followed for 1-104 months (mean 22
months) allowing cumulative long-term analysis. Median pain score and
degree of swelling decreased significantly posttent. Severe leg pain (VAS
>5) and leg swelling (Grade 3) decreasevd from 54% and 44% prestent
to 10% and 17% posttent, respectively. At five years cumulative rates

of complete relief of pain and swelling were 60% and 30%, respectively,
and cumulative ulcer healing was 45%. The mean CIVIQ scores of QoL
improved significantly (25-30%, p<0.001) in all categories.Primary,
assisted-primary and secondary cumulative patency rates at 74 months
were 71%, 90% and 91% (in non-thrombotic and thrombotic disease,
94%, 100%, 100% and 63%, 82%, 83%, respectively). Recanalized limbs
reach primary and secondary patency rates of 62% and 71% at 48 months.
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Cumulative rate of severe in-stent restenosis (>50%) occurred in 8% limbs
at 48 months (in thrombotic limbs 14%, non-thrombotic limbs 1%).

Conclusions: Stenting of iliofemoral and caval venous obstructions
resulted in excellent long-term patency with sustained subjective and
objective symptom improvement. The venous system appears to accept
stenting (as is the case with IVC filters) without high rate of thrombosis or
severe in-stent recurrent stenosis.
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1:20-1:40 2.  Factors Predictive of Outcome Following
Interventional Treatment of lliac Vein Compression
Syndrome
B. S. Knipp, E. J. Ferguson, D. A. Williams, N. Dasika, W.
Cwikiel, P. K. Henke, T. W. Wakefield; University of Michigan,
Anhn Arbor, Ml

Background: May-Thurner syndrome is a well-documented but uncommon
clinical syndrome of iliac vein compression by the adjacent iliac artery against the
pelvic rim. Current management consists of angioplasty and stenting. Although
therapy is often initially successful, factors associated with outcome have been
poorly defined. The purpose of the current study was to identify predictive factors
for vein patency.

Methods: The medical records of 50 patients who underwent iliac vein
angioplasty + stenting from January 1996 to April 2006 for May-Thurner
syndrome were reviewed retrospectively. Primary, assisted primary, and
secondary patency rates were determined. Patient characteristics and clinical
variables were evaluated to determine predictive value for vein patency.

Results: Fifty patients underwent angioplasty of the iliac vein during the study
period, of which 84% were female, 86% presented with lower extremity swelling,
and 44% with venous claudication or thigh discomfort. The majority (66%) had
extensive left iliac and infra-inguinal thrombosis. Most patients (98%) had a stent
placed; 32% also received pharmacologic thrombolysis. The primary, assisted
primary, and secondary patency rates of angioplasty/stenting were 70.2%,
79.0%, and 91.5% at one year and 44.6%, 60.9%, and 83.8% at four years.
Using a Cox proportional risk model, any hypercoagulable state (OR 5.63, 95%
CI 1.18 to 26.98, P=.031), history of trauma prior to onset of symptoms (OR
4.54, 95% CI 1.50 to 13.78, P=.008), stent length greater than 20 cm (OR 3.92,
95% CI 1.26 to 12.19, P=.019), and male gender (OR 3.90, 95% CI 1.11 to
13.73, P=.035) were predictive of stent occlusion. In the absence of these risk
factors, primary patency was 96.9% at 1 year and 91.0% at 4 years; primary
patency rates fell below 7% at 1 and 4 years in patients with 3 or 4 risk factors
(see Table). Of note, the use of thrombolytics had no impact on the patency
rates. Risk factors for DVT, clinical presentation, and the extent of thrombosis
were also not associated with patency rates.

Conclusions: Patency rates for iliac vein intervention in patients with May-
Thurner syndrome can be predicted based on a multivariate model. Assessing risk
factors allows for patient stratification and appropriate clinical decision making.

Primary Putency versus Time

No. Risk Fuctors | 1yr 2yr 3yr 4yr

0 96.9% 95.9% 94.5% 91.0%
1 87.0% 82.8% 77.4% 65.7%
2 54.0% 43.5% 32.5% 16.0%
3 6.9% 2.8% 0.8% 0%

4 0% 0% 0% 0%
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1:40-2:00 3. Post-Thrombotic or Non-Post-Thrombotic Severe Venous
Insufficiency: Impact of Removal of Superficial Venous
Reflux with or without Subcutaneous Fasciotomy.
J. T Christenson’, S. GueddF; 'Depdurtment of Curdiovuscular
Surgery, University Hospital of Gehevu, Genheva, Switzerland,
2Department of Ahgiology, University Hospital of Gehevd,
Gehevuy, Switzerland

Background: Severe venous insufficiency is often associated with therapy
resistant or recurrent venous leg ulcers, either as a result of deep vein
thrombosis (DVT)- [post-thrombotic syndrome (PTS)] or superficial venous
insufficiency (SVI). Frequently present dermatoliposclerosis affects the
skin as well as the subcutaneous and subfascial structures, which may
impact tissue pressures and compromise skin perfusion. This study was
undertaken to measure tissue pressures in PTS and SVI limbs and to
evaluate the impact of removal of superficial venous reflux with or without
concomitant subcutaneous fasciotomy.

Methods: In 8 patients with recurrent, therapy resistant venous leg ulcers,
due to PTS (11 limbs, 12 ulcers) and 14 patients with severe SVI (14
limbs, 14 ulcers), subcutaneous fasciotomy was performed in addition to
removal of superficial reflux. They were compared to 8 patients with PTS
(11 limbs, 11 ulcers) and 10 patients with SVI (13 limbs, 13 ulcers) who
did not have fasciotomy in addition to removal of their superficial venous
reflux. Intramuscular (i.m.) and subcutaneous (s.c.) tissue pressures and
transcutaneous oxygen tension (TcO2) was measured prior to, immediately
after and 3 months following the surgical intervention. Healing of ulcer
(spontaneous or by skin grafting) at 3 months was also observed.

Results: There were no statistical differences between the groups
regarding sex and age distribution or ulcer age at the time of surgery.

All patients had in addition to surgery compression stockings class II
(30mmHg). The i.m. tissue pressure was higher in patients with PTS
compared to SVI patients, while s.c. tissue pressure and TcO2 did not differ
between the groups. When fasciotomy was performed i.m. and s.c. tissue
pressures decreased and TcO2 increased significantly. Without fasciotomy
only s.c. tissue pressure decreased first at 3 months postoperatively. In the
SVI-group i.m tissue pressure was significantly decreased at 3 months in
the group without fasciotomy.

Conclusions: Patients with severe chronic venous insufficiency with
therapy resistant ulcer disease due to deep and superficial insufficiency
have higher i.m. tissue pressures than patients with only superficial venous
reflux, even though both groups have higher i.m. and s.c. tissue pressures
compared to normal values. Eradication of all superficial reflux lowers s.c.
tissue pressure, while additional fasciotomy lowers both i.m. and s.c. tissue
pressures and increases TcO2, which seems to promote ulcer healing.
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Tuble 1. Tissue pressures ufter superficial reflux removul w/wo fusciotomy in PTS und SVI

PTS with p-values | PTS without | SVI with p-values | SVI without
fasciotomy fusciotomy | fusciotomy fusciotomy
l.m.pressure 290+7.0 ns. 285+ 6.6 200+40 ns. 19.7 £ 5.1
Preop.
p-values <0.001 n.s. <0.001 n.s.
l.m.pressure 75+38 <0.001 27.3+£59 43+1.8 <0.001 19.3+55
Postop.
-values n.s. n.s. 0.049
l.m.pressure 69+3.6 <0.001 255+7.8 40+ 1.6 <0.001 163+7.8
ut 3 months
S.c.pressure 9.0+34 n.s 8.9+4.1 10.6+£238 n.s. 10.2+3.3
Preop.
p-vulues <0.001 n.s <0.001
S.c.pressure 05+09 <0.001 74+32 05+06 <0.001 59+18
Postop.
S.C.pressure 14+1.6 <0.001 50+12 05+0.7 <0.001 42+0.6
at 3 months

Table 2. Venous ulcer hedling with or without fusciotomy in PTS and SVI putients.

Parameters PTS with PTS without SVI with SVI without
fusciotomy fusciotomy fusciotomy fusciotomy
N=12 ulcers N=11 ulcers N=14 ulcers N=13 ulcers
Vehous ulcer 8/8 100% 2/4 50% 4/4 100% 2/4 50%
heuled by
successful skin
grufting
Venous ulcer 3/475% 2/7 29% 10/10 100% 5/9 56%
hedled without
skin grafting
Total number of | 11/12 92%* 4/11 36%* 14/14 100%** 7/13 53%**
heudled ulcers
p-vulue * 0.049 p-vulue™™ 0.042

41

Aopsaupaspm



>
)
gel
n
0
C
3
=

2.00-2:20 4. Chronic Venous Disease in Obese Population: Is
Obesity a Risk Factor?
J. Benignhi', J. UhP, D. RusteP; "Hopitul Begin, St Mundé,
France, ?Centre de Chirurgie des Varices, Neuilly, Frunce,
3Centre de Phleboloyie, St Etienne, France

Background : Obesity has been considered for a long time as a risk factor
for chronic venous disease (CVD). But a few data on CVD are available among
large series of obese patients. The aim of this study is to study the correlation
between obesity and CVD in a large series of selected obese patients.

Method : Transversal observation survey with a descriptive aim . Each
obese patient before a gastric surgery (gastroplasty or by-pass) has been
investigated by an angiologist (clinical examination, duplex). 234 obese
patients with a BMI from 32 to 59 have been included and analysed in the
survey between October 2004 and December 2005.

Results 234 patients (84.1 % females, 15,9 % males). Mean age 36,9 +
10. 9 year-old. Mean BMI was 41.4 + 4.7. Obesity duration was more than
15 years. Pregnancies /woman: 1.9. 4,5% have had previous DVT and
44.8% a family background of CVD. All were active patients and for 47% of
them, their working posture were considered at risk for the venous system.
Repartition of the “C"” CEAP classes:

C0= 41,4% C =30,5% C2=22?6% C3=4,9% C4-6=0,6%

There is no correlation between the BMI and the CEAP classes.

A significant relationship was found between the BMI and the foot static
disorders (p<0.001) and also between the so-called “venous” symptoms
and the foot static disorders (p<0.01)

Discussion : Two recent studies (1-2) showed that obesity could be
considered as a risk factor for CVD.

At the opposite, two other authors (3-4) show that skin changes could
occur without CVD, and be related to calf pump failure.

Conclusion: In an obese population, the prevalence of CVD is not high. It
seemed that obese populations do not develop more severe forms of CVD

than non obese populations. Foot static disorders were found to be highly

correlated with the BMI. They seem to be responsible for the symptoms of
the patients.

1- Rabe E. (Bonn vein study) Phlebologie 2003; 32:1-14
2- Allaert F.A Abstracts EVF 2005

3- Padberg F. J Vasc Surg. 2003 ; 37 :79-85

4- Sugarman H.J Annals of Surgery 2001 ; 234, 1:41-46
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2:20-2:40 5. A+ Blood Type is a Potential Determinant of Post
Thrombotic Syndrome
P. E. Thorpe', F. J. Osse’, A. Yac?A. KauP 1Venhuclinic, SGo
Paulo, Brazil, 2Rush, Chicago, IL, *Foxborough, MA

Background: Elevated factor VIII levels have been associated with poor
resolution of thrombosis and post thrombotic syndrome (PTS) in pediatric
patients, but no connection to blood type has been investigated. Individuals
with non-0O blood reportedly have higher levels of von Willebrand factor
VIII activity. Whether ABO blood type is associated with a higher risk of
PTS is unknown. The purpose of this study is to evaluate the blood type

of patients with symptomatic post-thrombotic syndrome to see if this is a
potential predictor of poor clinical outcome after deep vein thrombosis.

Methods: Between 1993-2005, 216 patients were treated for
symptomatic PTS. Patients with acute deep vein thrombosis (DVT)

who failed to clinically improve with conventional therapy were

referred for consideration of catheter-directed thrombolysis. Patients

with chronic signs or symptoms of post-thrombotic syndrome were
referred for endovascular reconstruction. Patients were evaluated with
baseline laboratory studies, duplex ultrasound and phlebography prior

to intervention. History of VTE, use of compression and duration of
anticoagulation were recorded. Blood type was documented in all patients
at risk for bleeding with thrombolysis. With patient permission, blood type
was requested as part of the hypercoagulability workup.

Results: ABO blood type was documented in 110/216(51%) patients,
which included 47 men and 63 women with a mean age of 41.8 years
(range 12-74 years). Mean duration of symptoms was 32.8 months
(range 1-420 months). The distribution of blood type was 70% A (61.8%
A+, 8.2% A-). 4.5% B (4.5% B+, 0% B-), 6.3% AB (4.5% AB+, 1.8%
AB-) and 19.1% O (14.5%0+, 4.5% 0O-). The reported ABO distribution
in the US population is 40% A (34% A+, 6% A-), 11% B, 4% AB and
45% O (38% 0O+, 7% 0O-). The incidence of A+ blood type among PTS
patients is highly significant (P < 0.001). The low incidence of O+ blood
type among subjects with PTS is also remarkable (P< 0.001). There
was not a significant difference in the relative clinical severity score

or CEAP distribution among blood types. The majority of documented
hypercoagulability factors 42/52(81%) were in patients with A+

blood type. One or more hypercoagulability factors were identified in
26/70(37%) of A+ subjects.

Conclusions: The incidence of A+ blood type among study patients with
post-thrombotic syndrome is higher than expected given the prevalence of
A+ blood type in the general Euro-American population as well as among
patients anticoagulated for VTE. The data suggest that patients with A+
blood may be at greater risk of developing post-thrombotic syndrome, after
DVT, than those with other blood types.
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240-2:45 Mini 1 Clinical Improvement after Endovenous Radiofrequency
Obliteration of the Greater Saphenous Vein in Patients
with Concomitant Deep Venous Insufficiency
A. Oropdllo, H. In, P. M. Shaw, J. Dorfman, W. Nasr, G, W.
Gibbons; Boston Medicul Center, Boston, MA

Background: To determine the clinical results of endovenous
radiofrequency ablation (closure procedure) in patients with concomitant
deep and superficial venous insufficiency.

Methods: A retrospective review was performed of 122 patients with
saphenous vein reflux documented by duplex from two clinical sites
between February 2005 and August 2006. Endovenous radiofrequency
ablation of the Greater Saphenous Vein was performed on 139 limbs.
Demographic data, pre and post-operative symptoms and duplex
ultrasound findings were collected by chart review. Of the data collected,
14 limbs were found to have both deep and superficial venous insufficiency.
Clinical improvement was assessed for those limbs with deep and
superficial venous insufficiency (DSVI) and compared to limbs with only
superficial venous incompetence (SVI).

Results: The age, presence of coronary artery disease, history of deep
vein thrombosis, use of aspirin and presence of perforator incompetence
were significantly different between the two groups. It showed that
patients with deep and superficial venous insufficiency were older (58 vs.
50. P=0.034), had more coronary artery disease (7% vs. 1%, P= 0.058),
a greater incidence of aspirin use (29% vs. 10%, P=0.049), increased
incidence of prior deep vein thrombosis (14% vs. 2%, P=0.007) and
perforator incompetence (14% vs. 1%, p= 0.0009). Perforator ablation
was performed in one limb from each group. All other data including

sex, presenting symptoms, history of prior venous stripping, history of
hypercoagulable state, prior use of compression stockings and use of Plavix
or Coumadin were comparable in both groups. Patients in the DSVI group
had symptom resolution in 86% patients vs. 82% in SVI group. Patients in
both groups, DSVI and SVI, had similar rates of complication and failure to
ablate (7% vs. 16% and 0% and 10% respectively). Patients also healed
venous ulcers in comparable numbers (80% vs. 85%).

Conclusion: Although patients in the DSVI group were older and had
greater comorbidities, symptom resolution was equivalent to those in the
SVI group. These results suggest that endovenous radiofrequency ablation
can be performed in both groups with similar clinical improvement and
without increased complications. The presence of deep venous insufficiency
should not be a deterrent in performing this procedure.
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2:45-2:50

3:.00

Mini 2 National Venous Screening Update -
Robert McLafferty, MD

COFFEE BREAK
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3:30pm SCIENTIFIC SESSION Il - SUPERFICIAL VENOUS
INSUFFICIENCY (1)
Moderadtors: Peter Neglen, MD,
Michael Ricci, MD

Educutiondl Objectives: to be extosed to und discuss different modes of
suphenous vein ublation and surgical removdl of the saphehous vein, to
ewvdludte the clinical und hemodynamic impact of suphenous vein stripping.

3:30-3:50 6. Pattern of Energy Delivery During Endovenous Laser
Treatment of Varicose Veins In Experimental Model
S. Kuspuar!, Z. Cervinkov? T. Danek! Tinstitute of Medicul
Studiies — Pardubice Generdl Hospital, Czech Republic,
2Fuculty of Medicine Hradec Kralove — Charles University,
Prague, Czech Republic

Background: Vein shrinkage is an important surrogate marker for successfull
laser treatment of varicose veins. However, many controversies still remain
concerning the best parameters of the procedure. The aim of this study is the
standardisation of intraoperative energy dosages and pull-back rates to achieve
optimal clinical results.

Material and Methods: The insufficient trunks of the long saphenous veins
which were indicated to and excised during the traditional Babcoc ‘s stripping
procedure, were irradiated with the laser energy delivered by the diode generator
emitting 980 nm laser beam in the laboratory settings. In total, 265 vein
segments (5 cm long ) were treated. We used the power of 5W, 8W, 10W, 12W
and 15W during the maximal time possible to achieve the ideal shrinkage of the
saphenous vein with minimal perforations. The study cohort consisted of two
groups - in the first group the veins were filled with the blood ( n=125) , in the
other one the veins were empty ( n=140 ) to simulate the patients 's position

on the operating table and the impact of tumescent anesthesia during the real
treatment. After the procedure, every vein segment was cut through, unfolded
and his inner circumference was measured and compared to inner circumference
of untreated part of the same venous segment.

Results: The best results ( maximal shrinkage and minimal number of
perforations ) were achieved using lower or medium power ( 8 to 12 W ) with
longer exposition to administer maximal possible safe linear endovenous energy
density of 120 to 159 J/ cm . Mean shrinkage compared to normal venous
circumference (100%) was as follows: 50,58 % (power 5W), 44,17 % (power
8W), 43,17 (power 10W), 43,82 % (power 12W) and 53,91 % (power 15W).
These differences are statistically significant ( p=0,05). When higher power was
used (15W), the perforations and carbonisations were more frequent and total
energy was lower but the difference in amount of energy delivered was not
significant ( p=0,12).

Conclusions: In our experiments, shrinkage of the vein directly correlated

with duration of thermal exposure. Based on our observations, we recommend
slower heating and use of lower or medium power and longer exposition time
(slower pull-back) during the laser treatment to achieve the sufficient energy per
centrimeter of the vein and the optimal clinical result.
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3:50-4:10 7. Chemical Ablation of Primary Varicose
Veins in a Bloodless Field is Safe, Low
Cost and Effective
M. Trinidad, Sr.’, M. Trinidad, Jr?, J. Villavicencio®; 'Hospitdl
del Carmen, Guuddlajara, Mexico 2Department of Surgery,
University of lllinois, Chicago, IL, 3USUHS, Bethesdu, MD

Background. Chemical ablation using sclerofoam is quickly becoming the
procedure of choice in the treatment of primary varicose veins. Its low
cost, effectiveness, and relative safety, compare favorably against the most
expensive procedures of laser and radiofrequency saphenous ablation.

Objective: To determine the safety, effectiveness, and cost, of chemical
ablation of the saphenous vein and its tributaries in a bloodless field.

Methods: 186 limbs in 126 patients were treated. There were M=20 and
F=106. The average age was 50.9 years, ranging from 20 to 80. Patients
were determined to have SFJ and perforator incompetence, with the latter
being mapped out by duplex. The CEAP classification was C1EpA3Pr N=9;
C2EpA3Pr N=27; C3EpA3Pr N=36; C4EpcA3Pr N=49; C5EpA3Pr N=33.
C6EpA3Pr N=32. All procedures were done under local anesthesia and
anesthesiologist controlled sedation. After routine draping, standard SFJ
ligation and division was performed. An 8F catheter was threaded into the
greater saphenous vein to the lower leg. Jelco catheters were inserted into
varicose clusters. Exsanguination of the extremity was carried out using

a pneumatic bandage of our own design. A pneumatic tourniquet at the
upper thigh was inflated to twice the arterial blood pressure. Perforators
larger than 4 mm were ligated. While gradually withdrawing the catheter,
an increasing concentration of sclerofoam from 0.5% at the distal leg to
3% in the proximal thigh was slowly delivered. Standard groin closure
was done. A 12 minutes contact period of the sclerosant agent with the
empty vein was allowed. An average of 4 ml of sclerosant was utilized. A
compressive adhesive non-elastic bandage was wrapped from foot to thigh
and the tourniquet deflated. The patient was allowed to walk immediately.
Duplex ultrasound was done on postoperative days 7, 30 and 90. Follow up
period ranged from one to 56 months (average 16 mo).

Results: GSV occlusion was duplex documented in 184 limbs during the
first week and 100% at the 30 days follow-up. Mean tourniquet contact
time was 17.6 minutes (range 12 - 20). Pain score (visual pain scale of

0 to10) was 3 to 4. There were no thromboembolic episodes. Superficial
post-sclerotherapy thrombophlebitis was observed in 10 % of the patients.
Average cost of the procedure is $ 450.00.

Conclusion: 1.- Chemical ablation of primary varicose vein with sclerofoam
is safe and effective. 2.-The cost of chemical ablation is significantly lower
($ 450) than laser or radiofrequency ablation ($3-4000). 3.- Minimal
complications such as bruising, and soreness can be expected in any
sclerotherapy procedure.

47

Aopsaupaspm



>
)
gel
n
0
C
3
=

410-4:30 8. A Novel Type of Endovenous Catheter for the
Treatment of Great Saphenous Vein Reflux Combines
Favorable Aspects of RF Closure and Endovenous
Laser: First Clinical Experience
T. M. Proebstle!, B. Vugo!, O. Goeckeritz?, H. WenzefP, C.
LebuarcP, C. Sess?, O. Pichot, 'University of Heidelbery,
Heidelbery, Germauny, ?Vlehehzentrum um Elsterpark, Leipzig,
Germuny, 3Hospitdl St. Michel, Paris, France, “CHU Service de
Chirurgie Vlusculdire, Grenoble, France

Background: Endovenous radiofrequency (RF) ablation and
endovenous laser treatment (ELT) have been widely used for treating
incompetent great saphenous veins (GSV). Furthermore, the role of
energy dosing for successful and durable treatment results has been
understood in recent times.

Methods: A new type of catheter with a tip-located heating element
was used to deliver solely heat energy. Patients’ tissue was neither
directly exposed to RF nor to Laser-energy. Patients with incompetent
GSVs were eligible for this prospective multicenter study. Vein
occlusion, side effects, clinical improvement and patient satisfaction
were assessed at day 3 at 3 weeks and at 3 months. 74 limbs in 62
patients were treated between April and June 2006. Patient average
age was 50.3+13.8 years, 77.4% female. The CEAP clinical class
distribution was C2 59.5%, C3 14.9%, and C4 25.7%.

Results: The procedure success rate was 100%. The average length
of vein treated was 37.0 £ 11.8 cm with an average energy delivery
time of 2.2 £ 0.7min. Vein occlusion rate was 100% (74/74) at 3 days
and 98.5% (66/67) at 3 weeks. All 11 limbs followed at 3 months
remained closed. There have been no skin burns, DVTs or other serious
complications. Paresthesia rate was 4.1% and 75.3% of limbs reported
no post-procedural pain measured by a pain analogue scale. The
remaining 18 limbs reached an average pain score of 3.2 £ 1.8, pain
disappeared by 3 days in all but 3 limbs. The average VCSS score was
3.7 £ 1.6 at 3 days and 2.2 £ 1.8 at 3 wks comparing to 5.2 £ 2.2
pre-operatively.

Conclusions: The new-style catheter is highly efficacious and
combines the favorable side effect profile of RF closure with the
treatment speed of Laser.
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4:30-4:50 9. Great Saphenous Vein Stripping With Preservation of
Saphenous-Femoral Junction: Hemodynamic and
Clinical Results
P. Pittalugd’, S. Chustanet?, R, Barbe?, J. J. Guex?: 1Riviera Viein
Institute, Caghes-sur-mer, France, 2Riviera Vein Institute, Nice,
France, 3Clinique Churcot, Lyon, Frahce

Background: Radio frequency and laser vein treatment which entail
preservation of the saphenous junction have called into question the
dogma of junctional ablation. Nevertheless, junctional ablation is still done
when saphenous vein stripping is chosen for varicose vein treatment. The
purpose of this study was to evaluate results after stripping procedures in
which the sapheno-femoral junction was preserved.

Methods: Limbs treated for varicose veins by surgical stripping of the
great saphenous vein and preservation of the sapheno-femoral junction
were studied. All limbs had a pre-operative duplex examination and showed
junctional and truncal incompetence of the great saphenous vein. Periodic
post-operative standing duplex ultrasound and clinical examinations were
carried out, results were recorded and analyzed retrospectively.

Results: A total of 195 lower limbs were operated on in 151 patients, 128
women, and 25 men, aged from 22 to 88 years (mean age 56.8). The pre-
operative diameter of the sapheno -femoral junction ranged from 4.7 to

17 mm (mean 9.5mm). The pre-operative CEAP class distribution was C1
1.5%, C2 82.1%, C3 6.7% and C4-C6 9.7%. Pre-operative symptoms were
present in 61.8% of cases.Post-operative thrombosis of the sapheno-femoral
junction was observed in one case with an extension to the deep femoral
vein and pulmonary embolisation at 1 month. Recovery was complete.

At a mean of 24.4 months postoperatively (8 to 34.8 months) persistent
sapheno-femoral reflux was observed in only 2 cases (1.8%) and a sapheno-
femoral neovascularization in 1 case (0,9%). Recurrence of varicose veins
appeared in 7 cases (6.3%) but in conjunction with sapheno-femoral reflux
in only 1 case. Post treatment 83.9% of limbs were converted to CEAP
clinical class 0 to 1 and significant symptom improvement was observed in
91.3% of cases with an aesthetic benefit in 95.5%.

Conclusions: Preservation of the saphenous-femoral junction during
saphenous stripping gave good results at mid-term follow-up with regard to
hemodynamics, neovascularisation, varicose vein recurrence, improvement
of symptoms and aesthetic appearance.
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4:50-5:10 10. Quality of Life and Venous Hemodynamics in Patients
After Saphenous Venous Stripping with Stab Avulsion
of Varicose Veins
T. Ogawuy, S. Hoshino; Fukushima Ddiichi Hospitdl,
Fukushima, Japan

Background:Venous stripping with stab avulsion is performed for radical
treatment of primary great saphenous vein (GSV) varicosities. However,
non-resolved varicose veins and incompetent perforators are found even
after this procedure. The aim of this study was to evaluate Quality of Life
(QOL) and venous hemodynamics in patients after GSV stripping with stab
avulsion of varicose veins.

Methods:150 consecutive patients (209 legs; C2 98 legs, C3 64 legs, C4a

38 legs, C4b 6 legs, C5,6 3 legs in C classification) who underwent GSV
stripping from SFJ to knee level with stab avulsions of varicose veins (average
number of stab points were 4.8) were assessed for QOL using Aberdeen QOL
questionnaire and venous hemodynamics using duplex ultrasound and air-
plethysmography (APG) before and three months after surgery.

Results: Varicose veins still remained in 61 legs (29.2 %) 3 months after
this procedure. Reflux was present before surgery in 15 small saphenous
veins (SSV), 96 perforators and 17 deep veins, however, this reflux
disappeared 3 months after surgery in 3 SSV (20%), 60 perforator (62.5%)
and 4 deep veins(23.5%). Legs with non-completely resolved varicose veins
had 3 times as many reflux sites as completely resolved varicose veins.
APG examination showed that the average venous refilling index (VFI) was
improved significantly from 6.19 to 2.02 after operation.(P<0.001) There
was no significant difference of VFI pre and post surgery between the cases
with completely or non-completely resolved varicose veins. Average QOL
score was improved significantly from 28.3 to 9.0.(P<0.001).There was no
significant difference in improved QOL between the cases with completely
and non-completely resolved varicose veins.

Conclusions: Stripping with stab avulsion of varicose veins contributed
to improve patients QOL and venous hemodynamics of the leg including
disappearance of reflux of some perforators, SSV and deep veins. There
was no difference between the two groups regarding QOL or VFI, but
there were higher numbers of reflux sites in the group of non-completely
resolved varicosities.
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510-515 Mini 3 Quality of Life analysis in Varicose Veins treated With
Endovenous Laser Therapy (EVLTS): Can the Short 70
Form 8 replace the Short Form 36?
M. N. A. Abdul Rahman, S. Guldti, A. Mekdko, J. Hatfield, P. T
McCollum, I. C. Chetter; University of Hull, Hull, United Kingdom

Background: Generic Quality of Life (QoL) is a crucial outcome measure in
patients treated for varicose veins. Short Form 36 (SF36) is accepted as the
‘gold standard’ instrument for it. We aimed to assess whether the new, shorter,
simplified Short Form 8 (SF8) was as responsive to change as the SF36.

Methods: The study included 117 patients who underwent endovenous
laser treatment (EVLT) for primary vericose veins. 74 women and 43
men, age range (18-83) were graded according to CEAP clinical score
(C2=84, C4=31 and C5=2). Patients completed SF36 and SF8 at the time
of initial assessment and at 1,6 12 weeks and 1 year post procedure.
Both instruments analysed the same 8 QoL domains. Responsiveness of
normalised data was analysed using the Friedman’s test (across all time
points) and Wilcoxon’s Ranked Sum Test (two time points).

Results:
SF36;

- At 1 week post procedure; significant (p<0.05) differences were observed
in 4 of 8 SF36 domains (general health, vitality, role emotional and mental
health are not significant).

- At the end of 1 year post procedure, across all time point; significant
(p<0.05) improvements were observed in 6 of 8 SF36 domains (general
health ans social function are not significant)

SF8;

- At 1 week post procedure; significant (p<0.05) differences were observed
in 5 of 8 SF8 domains (general health, role emotional and mental health
are not significant)

- At the end of 1 year post procedure, across all time point; significant
(p<0.05) improvements were observed in 7 of 8 domains (general health is
not significant)

Conclusions: The SF8 is as responsive to QoL changes following treatment for
varicose veins as the SF36 and may replace the ‘gold standard’ in the future.
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515-520 Mini4 Coil Occlusion and Alcohol Ablation of Varicosed
Saphenous Veins: A Novel Application of an Old
Technique
M. K. Barsoum’, H. Bjarnuson'!, T. W. Rooke!, C. Felty',
D. H. Pfizenmuier!, J. C. Ahdrews’, J. A. Heit!; 'Mayo Clinic,
Rochester, MN

Background: Therapies for greater saphenous vein (GSV) varicosity with or
without saphenofemoral junction (SFJ) incompetence include vein stripping,
laser or radiofrequency ablation, and foam sclerotherapy. Percutaneous coil
occlusion and alcohol ablation (C&A) has been used to treat specific veins
(e.g., varicoceles, pelvic varicosities, etc.) but not GSV varicosity.

Methods: In a retrospective cohort study, consenting patients (n=54;
81.5% female, mean age 52.2 years) with symptomatic GSV varicosity
were treated with C&A. After ultrasound-guided puncture at the lower leg
GSV, 1) intraluminal coils (2-10 coils/leg) were placed under fluoroscopic
guidance to occlude the SFJ, 2) alcohol (1-6 mL) was instilled into the

GSV varicosity, and 3) full length compression stockings were applied.

Pre and post-procedure history and physical examination, venous refill

rate (VRR) via strain-gauge plethysmography (SGP), and venous duplex
ultrasonography (DUS) were performed. The Wilcoxon signed rank test was
used to determine if the post treatment (Rx) VRR differed significantly from
baseline. Due to potential correlation, if both legs were treated only one leg
chosen at random was included in the analysis.

Results: Among the 54 patients, the GSV was varicose in 67 legs (21
[39%] right leg only, 20 [37%] left only, and 13 [24%] bilateral). The
baseline median VRR (n=53 legs) was 10.3 mL/100 mL tissue/minute
(normal < 5), and the mean SFJ diameter (n=28 legs) was 1.1 cm.
Follow-up SGP and/or DUS (n=53) was performed at a median of 12
(range 2-40) weeks post-Rx. The median post-Rx VRR (n=37) was 5.4
mL/100 mL tissue/minute and the median change in VRR (n=27) was -
6.2 mL/100 mL tissue/minute (95% CI: -4.7, -12.0; p=<0.001). By DUS,
the GSV remained occluded in 48 (89%) and recanalized in 6 (11%) of
54 legs; DUS was not performed in 13 legs. Of the 67 varicose legs pre-
Rx, patients reported discomfort/pain in 62 legs, edema in 31 legs, skin
changes/discoloration in 8 legs, ulcer in 3 legs, and cosmetic dissatisfaction
in 3 legs. After C&A, symptoms totally resolved in 63 legs, and partially
resolved in 3 legs (one patient was lost to follow up). Complications
included inappropriate coil placement requiring repositioning (n=3), a
small, asymptomatic AV fistula (n=1) and superficial phlebitis (n=2); no
patient developed deep vein thrombosis.

Conclusions: C&A is effective and safe treatment for symptomatic GSV
varicosity with or without SFJ incompetence.
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520-525 Mini 5 Arteriovenous Fistula Following Endovenous
Laser Ablation (EVLT) of the Saphenous Vein and
Spontaneous Venous Thrombosis: Attempt at
Neovascularization?
P. Ldll, M. Kdlra, P. Gloviczki, A. A. Duhcah, B. Lewis, R. Lee,
H. Hatz; Mayo Clinic, Rochester, MIN

Background: The treatment of superficial venous reflux has been
revolutionized within the last 5 years by the introduction of endovenous
ablation techniques. We report the development of arteriovenous fistula
(AVF) formation following endovenous laser therapy (EVLT) of the great
saphenous vein (GSV) and spontaneous deep venous thrombosis.

Methods: Patients with symptomatic varicose veins who were treated

with EVLT, between June 2003 and March 2006 were included in the study.
Duplex ultrasound was performed pre-, intra- and post-operatively in all
patients. Patients with AVF formation were identified and the source, extent
and location of AVF where possible were charted.

Results: A total of 157 EVLT procedures were performed in the standard
manner during the study period. AVF formation was documented in 3
patients, (all females) on post procedure duplex imaging at 10 -194 days.
Two patients had staged bilateral EVLT with AVF formation unilaterally.

One patient had 2 AVF in the same leg. Arterial inflow was identified
categorically only in 1 patient, a small branch of the CFA. Venous drainage
was via the GSV stump in all 3 cases with flow in the normal direction.

The remainder of the treated GSV remained obliterated. No patient had
local or systemic symptoms from the AVF, or recurrent varicose veins.
None has spontaneously closed during further follow-up (105 to 148 days).
Similar findings were observed in 2 patients at 5 and 6 months following
spontaneous deep venous thrombosis during the same time period. Arterial
waveforms were noted within the previously occluded recanalized femoral
vein segments. Source of arterial inflow could not be definitely identified.

Conclusions: AVF formation occurs after EVLT in 1.9 % of patients. It
has not led to varicose vein recurrence in the short/mid-term and the
clinical significance of this finding remains uncertain. The pathophysiology
of AVF may represent neovascularization in an attempt to recanalize
venous thromboses.

6:00pm Welcoming Reception

7:30pm DINNER SYMPOSIUM - (Regyistration Required)
Supported through un educutional grant provided
by Bacchus Vascular & Sunofi-Aventis
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Thursday, February 15th 2007

7.00um Continental Breukfast / Exhibits Open
8:00um SCIENTIFIC SESSION Illl - CONSERVATIVE
MANAGEMENT
Moderators: Thomas Wakefield, MD,
Bo Eklof, MD

Educutional Objectives: to elucidute the effect und use of different
types of compression therapy aund conservdtive treatment for
chrohic vehous diseuse, to discuss vehous imuging und thrombolysis
of superior venu cavu thrombosis.

8:00- 8:20 11.  Venous Flow Enhancement in the Calf with Intermittent
Pneumatic Compression: Hemodynamic Role of the
Plantar Venous Plexus and the Foot Venous Pump
K. Delis', A. L. Knaggs?, 'Imperial College (London) und
Athenhs Medical Center, Londonh and Athens, United
Kingdom, 2St. Mary’s Hospital, London, United Kingdom

Background: Venous leg outflow enhancement with intermittent
pneumatic compression (IPC) has been effectively used both for deep

vein thrombosis[DVT] prophylaxis and stasis prevention in chronic venous
disease[CVD]. The plantar venous plexus in the foot is pivotal to the
hemodynamic efficacy of IPC as well as the pertinent effect of ambulation.
In the paucity of previous reports we evaluated the immediate impact

of IPC of the foot[IPCfoot], a means of controlled foot venous pump
activation, on the venous hemodynamics of the calf, encompassing all of its
named axial and muscular veins.

Methods: The study entailed surveillance of the medical notes, physical
examination, determination of ABPIs and peripheral duplex scanning in
order to assess the infrainguinal circulation. Excluded were subjects with
PAD (ABPI<1.0), prior DVT or CVD. In this cross-sectional study 17 seated
individuals, aged 59 years median, range 32-84 (20 limbs) had their calf
venous hemodynamics assessed with duplex at rest and with IPCfoot

[3 impulses/min, 120 and 180 mmHg, impulse duration of 3 sec]. The
investigation sequence was determined at random. Between measurements
a 15 min rest was allowed. Flow specific software enabled determination of
the peak and mean venous velocities and the volume flow (mean velocity x «
X radius2). The sequence of veins examined was subject to a true cross-over
design. The vessel diameter, measured at rest, was also used for volume
flow determination during IPC. Data reported as median and interquartile
range. The Wilcoxon test with Bonferroni correction was applied.
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Results: IPCfoot mmHy | Peuk Velocity Meun Velocity | Volume Flow
(cm/s) (cm/s) (ml/min)
Resting 4(3.2-52) 0.9 (0.4-1.3) 3.2(1.2-4.6)
Anter. Tibidl v. IPCfoot120 22.1 (15.9-34) 9.5(7.1-13.6) 27.9 (22.1-44)
IPCfoot180 25 (18.4-44.7)" 11.(9-14.7) 36 (26-46)
Resting 3.8(3-4.8) 0.88(0.38-1.4) | 6.8(2.4-10.2)
Poster. Tibidl v. IPCfoot120 48.4 (32.2-55) 12.6 (9.3-17.2) 83 (60-117)
IPCfoot180 59.4 (40.3-69)* 16.5 (11.9-23)* 103 (82-146)*
Resting 3.3(2.1-4.9) 0.75(0.38-1.1) 7.2(3.2-10.3)
Peroneul vein IPCfoot120 21.8 (14-31.5) 9.3 (7-14.5) 742 (59-112)
IPCfoot180 32.9 (16.1-44)* 10.6 (8-16.5) 87 (68-107)
Resting 2.9(2-3.7) 0.55(0.34-0.62) | 2.6 (1.5-3.1)
Gustroc/miul v. | IPCfoot120 9.8 (6.6-12.3) 5.2 (4.2-6.6) 23.8 (14-44)
IPCfoot180 10.2 (6.5-15.3) 5.9(4.6-82) 28 (15.6-49)
Resting 2.4(2-3.4) 0.41 (0.26-0.49) |25(1.6-2.9
Soledl vein IPCfoot120 5.1(4.2-7.8) 3.6@3.3-5.1) 20 (11.5-38.5)
IPCfoot180 5.5(4.6-11.5) 4.1 (3.5-5.6) 19.6 (14.5-37)
Resting 7.1(6.89.1) 3.5(2.5-4.7) 84 (65-125)
Poplitedl vein IPCfoot120 42 (32.9-52.9) 156.1 (10.9-17) 371 (257-508)
IPCfoot180 53.5 (39.7-60)" 18.6 (13.4-20.9) | 462 (323-551)*

Peuk, Meun velocities & Volume Flow with IPC (120 or 180 mmHgy) significantly higher
(P<0.01) thun ut rest in dll veins

Conclusions: The peak and mean velocities and volume flow in the axial
calf veins were significantly augmented with IPCfoot(120/180mmHg),
highlighting the hemodynamic role of the plantar venous plexus. In
contrast, the practical increase in the flow velocities of the soleal and

Abpsinyl

gastrocnemial veins with IPCfoot was small. The higher level of intermittent
pneumatic compression[180mmHg] produced only a modest hemodynamic
improvement over that sustained with the lower one[120mmHg], indicating
the diminishing venous hemodynamic benefit in the calf with IPCfoot
exceeding 120 mmHg. The study findings support the potential clinical

role of IPCfoot for improving the lower limb venous hemodynamics and
ameliorating venous hypertension, but reveal its relative inefficiency in
preventing stasis at the muscular calf veins.
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8:20- 8:40 12. “Use of Compression Stockings in Chronic Venous Disease
S. Raju’, K. C. Hollis?, P. Neglér?; 'University of Mississibpi Medical
Center, Jucksoh, MS, 2River Ouks Hospital, Flowood, MS

Background: Compressive stockings are commonly prescribed in chronic
venous disease (CVD) but compliance statistics are not available.

Methods: As a tertiary referral practice, patients had been under the care
of primary care physicians or specialists before referral. A detailed history
of past and present compressive regimens is part of our initial evaluation of
CVD patients. This data was entered into a time stamped electronic medical
record and later analyzed.

Results: New CVD patients seen from 1998 to 2006 totaled 3144. Only
21% of patients reported using the stockings on a daily basis, 12% used it
most days and 4% less often. The remaining 63% did not use the stockings
at all or abandoned it after a trial period in the past. Most patients were
unclear about the benefits of stocking use or terms of usage. The primary
reason given for non-usage were: no overtly stated reason, 27%; not
prescribed by the primary physician, 25%; did not help, 16%; binding/
‘cutting off’ of circulation, 13%; ‘too hot’ to wear, 8%; limb soreness,

2%; poor cosmetic appearance, 2%; unable to apply without help, 2%;
contact dermatitis or itching, 1%; and other (cost, work situation, etc),
4%. Frequently multiple factors were cited. On further probing, concerns
for “appearance” and restriction of life style appeared to be an underlying
reason for non-compliance in many. Surprisingly, there was no difference
in compliance between men and women (39% vs. 38%) or among
different age groups (range 10 to 90). Compliance was relatively better

at 50% in patients who gave a prior history of DVT (n=675) compared

to 35% in those without prior history of DVT (n=2437) (p<0.0001).
Overall compliance with stockings was low and statistically not different

in several subsets with significant symptoms: pain 39%, swelling 37%,
stasis dermatitis 46% and stasis ulceration 37%. Compliance was relatively
better with longer duration of symptoms: <1y 25%; 1-5y 34%; 6-10y
40%; >10y 44%. (p<0.003).

Conclusions: Non-compliance with prescribed compressive stockings is high
in patients with CVD. The reasons can be grouped into two major categories:
1. “Life style” attitudes and 2. Wear-comfort factors. There is room for
improving the fabric and design of stockings to reduce wear discomfort. A
detailed health information brochure approved by AVF enclosed with the
product at point of sale may be more effective than the variable information
currently provided at the offices of general practitioners.
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8:40-9:00 13. Multi-layer Bandaging System with Tubulcus In The
Treatment Of Difficult Venous Ulcers
D. J. Milic', S. S. Zivic', M. Jovahovic', J. Paravind’, R,
Jankovic'!, A. M. Visnjic!, Z. Maksimovic?; 'Surgical Clinic,
Clinical Centre Nis, Nis, Serbia and Montenegro, ?Institute
for Cardiovascular Diseases, Clinical Centre of Serbia,
Belgrade, Serbia and Mohtenegro

Background: Venous ulcers are a major health problem because of their
high prevalence and associated high cost of care. The cost of venous leg
ulcers is estimated to be $1 billion per year in the United States, and the
average cost for one patient over a lifetime exceeds $40 000 because the
natural history of this disorder is slow healing and high recurrence rate.
There are no published data in English medical literature on the efficacy of
the compression therapy in the treatment of difficult venous ulcers (ulcers
larger than 20 cm2 of 6 months and longer duration) in terms of healing
rate, time for healing, recurrence rate and quality of life of patients.

Methods: A total of 138 patients with difficult venous ulceration (ulceration
surface: 20 - 210 cm2; duration: 7months - 28 years) were randomized
into two groups: treatment group (72 patients who were treated using

the multi-layer bandaging system with Tubulcus®) and control group (66
patients treated with multi-layer bandaging system without Tubulcus®). The
exclusion criteria from the study were: heart insufficiency with EF<35, ABPI
< 0.8 and pregnancy. After ulcer healing, patients in the treatment group
wear Tubulcus® (compression stockings class III) and patients in control
group wear compression stockings class II in order to avoid recurrence.

Results: The healing rate was 93.06% (67/72) in the treatment group,
and 51.5% (34/66) in the control group (p<0.01). Median ulcer healing
time was 181 days (28 - 464 days) for treatment group versus 221 days
(61 - 438 days) for control group (p<0.01). The recurrence rate during
the one year follow up period was in the treatment group 25.58% (11/43)
and 52.63% (20/38) in the control group (p<0.01). The reduction of

calf circumference was the only parameter indicating the success of
compression therapy.

Conclusions: This study suggests that for difficult venous ulceration,
multi - layer compression therapy with Tubulcus® provides extremely high
healing rate. Sustained compression of class III is necessary after ulcer
healing in order to avoid recurrence.
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9:00-9:20 14. Inelastic Compression System Produces a Reverse-
pressure Gradient and Significantly Higher Skin
Surface Pressures as Compared to an Elastic
Compression Legging
C. N. Klihe, E. Kraus, B. R. Mucias, T. B. Neuschwahder, N.
Angle, J. Bergun, A. R. Hargens; University of Cdlifornia, Sun
Diego, San Diego, CA

Background: Compression leggings are the “gold standard” treatment
for chronic venous insufficiency (CVI). Pressures ranging from 35 to 45
mmHg have proven to be particularly beneficial to patients with CVI. Both
elastic and inelastic leggings are prescribed to treat venous disease, but it
is uncertain how effective each is at generating the prescribed pressures.
Additionally, most leggings are designed to generate reverse-pressure
gradients with higher pressures at the ankle and lower pressures at the
knee. Our study examines skin surface pressures beneath elastic and
inelastic leggings. We hypothesize that inelastic leggings with a built-in
pressure system (BPS) generate comparable pressures and reverse-
pressure gradients as elastic leggings.

Methods: Eleven normal individuals without venous reflux and twelve
patients with Duplex documented venous reflux (9 females, 14 males, ages
55-77) received elastic (Sigvaris® 500, 30-40 mmHg range) and inelastic
(CircAid® C3 with BPS) compression leggings sized for each individual. BPS
consists of printed indicia on the legging and a measuring card that when
aligned provides a set compression. Skin surface pressures under the elastic
and inelastic legging were measured above the ankle and below the knee,
along the medial aspect of the leg using a calibrated Tekscan Industrial
Sensing (I-Scan) system. While sitting, the knee was flexed to 110° angle
for each pressure measurement and the order of legging application was
random. To further confirm skin surface pressure readings, the Tekscan
sensors were verified against the well-accepted Kikuhime sensor. Data are
presented as mean + error and were compared using a paired t-test.

Results: Inelastic leggings produced significantly higher skin contact
pressures than elastic leggings in both leg regions (p<0.001). Mean
pressures using the inelastic leggings were 47+4 and 34+2 mmHg for
ankle and knee regions, respectively. Mean pressures using the elastic
leggings were 273 and 24+£1mmHg for ankle and knee regions,
respectively. Inelastic leggings produced a significant reverse-pressure
gradient between the ankle and the knee (p<0.05), whereas the elastic
leggings did not. The pressure readings from the Tekscan and Kikuhime
sensors were not significantly different.

Conclusions: The elastic leggings in this study are designed to produce
skin surface pressures between 30 and 40 mmHg, but our study indicates
they consistently produce pressures with means of only 24 and 27 mmHg.
The BPS-ensured inelastic legging consistently produces pressures with
means of 34 and 47 mmHg, which are somewhat higher than expected.
Importantly, our study indicates that only the inelastic legging produces a
significant ankle to knee, reverse-pressure gradient.
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9:20-9:40 15. Evaluation of Spa Therapy in Chronic
Venous Disorders with Skin Changes:
A Randomized Controlled Trial
P. H. Carpentier, B. Satger, D. Poehsin; University Hospital of
Grenhoble, Grehoble, France

Background: Besides compression therapy, physiotherapy has not been
evaluated in the treatment of chronic venous disorders. The aim of this
work was to assess the efficacy of balneotherapy as performed in the spa
resort of La Lécheére, in patients with C4-C5 CVD.

Methods: This randomized controlled trial was performed in patients with
primary or post-thrombotic CVD with skin changes (C4a, C4b or C5). The
treated group had the spa treatment during three weeks in La Léchere,
soon after randomization, whereas the control group had a spa treatment
starting at day 365. An independent follow-up was performed in Grenoble
hospital every trimester for 15 months. The main outcome criterion

was the severity of the skin changes, as evaluated through malleolar
chromametry. Quality of life, as measured by the CIVIQ scale, and a visual
analog scale (VAS) for leg symptoms were used as secondary criteria. The
year after spa treatment in the treated group was compared to the year
before spa treatment in the control group.

Results: Fifty-nine subjects were enrolled in the study (29 in the treated
group and 30 in the control group). No statistically significant difference
between groups was found regarding age, sex, etiology, CEAP “C” class
and outcome variables at study onset. After randomization, chromametry
showed a decreased pigmentation and a decreased erythema in the
treated group, the difference with the control group becoming significant
after three months of follow-up, and remaining significant at months 6, 9
and 12 (p<0.01). CIVIQ scale was also improved significantly (p<0.01)
and EVA was improved by 30% (p<0.001); these differences remained
significant for the whole study period of one year. Three months after their
spa treatment (day 450) the control group showed the same magnitude of
improvement as the treated group during the study.

Conclusion: This study shows that spa therapy is able to improve
significantly the skin trophic changes of CVD patients and the CVD related
quality of life and symptoms. This effect remains significant one year after
the spa treatment.
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9:40-945 Mini 6 Extremity Venous Imaging - New Modalities for
Trauma and Hemodialysis Access
V. E. Rotella, Jr., J. Blebeu, R. Choudry,; Temple University
Hospital, Philadelphia, PA

Background: The imaging of extremity and central veins, both acutely
in trauma and electively in preparation for arterio-venous access, has
classically been achieved with duplex ultrasound or contrast venography.
Both of these modalities have limitations in the extent of the vessel
imaging possible and invasive characteristics.

Methods: Two relatively new modalities for venous imaging are now
available that can be useful in selected circumstances. Computed
tomography venography (CTV) utilizes extremity peripheral intra-venous
contrast infusion and early phase image acquisition to define either
extremity or central venous traumatic injuries or occlusions. Magnetic
resonance venography (MRV), either with or without gadolinium infusion,
provides central venous imaging which is not possible with duplex
ultrasound and which obviates the use of nephrotoxic contrast agents. In
hemodialysis patients with fistula failure, it can identify central venous
stenosis/occlusion and assist in selection of alternative dialysis access sites.

Results: We will present two cases of CTV and MRV.

Conclusions: Computed tomography and magnetic resonance venography
are useful techniques for extremity venous imaging in selected cases.
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945-9:50 Mini 7 Success of Catheter-Directed Thrombolysis in
Symptomatic Patients with Superior Vena Cava
Thrombosis due to Malignant or Inflammatory Disease
E. Palchik, A. Bakken, J. Rhodes, K. A. lllig, D. Lee, D.
Waldman, M. G. Davies; University of Rochester, Rochester, NY

Background: Superior vena caval and brachiocephalic venous thrombosis
is a morbid and often life-threatening condition associated with various
underlying diseases. This study aimed at assessing the role of catheter-
directed thrombolysis in treatment of symptomatic superior vena cava
(SVC) and brachiocephalic venous thrombosis in the setting of malignant or
inflammatory disease.

Methods: Medical records of all patients receiving venous thrombolysis for
symptomatic central venous thrombosis were reviewed. Patients with effort
thrombosis and patients receiving hemodialysis were excluded. Immediate
short and long term anatomic outcomes and symptom relief were determined.

Results: 34 consecutive patients were identified. 26 patients with SVC
thrombosis presented with superior vena cava syndrome (25) and respiratory
compromise (1). The remaining 8 patients with brachiocephalic venous
thrombosis presented with painful upper extremity swelling. The underlying
diseases included hematological malignancies (12); gynecologic, endocrine,
and gastrointestinal malignancies (9); lung cancer (2); and non-neoplastic
diseases associated with hypercoagulability and/or systemic inflammatory
response (11). There were 5 patients with mediastinal involvement causing
extrinsic compression. The incidence of concomitant or prior central venous
catheterization was 88 %. There were 20 cases of complete and 14 cases of
partial venous occlusion. All patients received catheter-directed thrombolysis

in conjunction with systemic anticoagulation. In 21 (62%) cases, percutaneous
venoplasty was also performed; there were 8 (24%) cases of mechanical
thrombectomy and 1 venous stent was placed. The mean follow up was 36.1
month (range 0.1 - 112 months). Primary technical success was achieved

in 30 of 34 patients (88%). The therapy failed in 4 of 5 patients with
associated extrinsic compression. Of the 30 successfully treated patients, the
symptomatic relief was 100%. During the follow-up period, 28 of them (93%)
remained symptom-free, while 2 patients recurred 3 and 16 months post
operatively. Both were successfully treated with thrombolysis and venoplasty
making the secondary patency rate 100%. There were no significant intra-
procedural events. The procedure-related complications included one access
site hematoma and one case of GI bleeding that resolved spontaneously with
cessation of thrombolytic therapy. Seventeen patients (50%) are currently dead
with a mean post-procedural survival of 19.1 months (range 0.1 to 54 months).

Conclusions: In patients with malignant or inflammatory conditions without
mediastinal mass effect, catheter-directed thrombolysis affords high rates
of symptomatic relief. In patients with extrinsic compression, the response
to this mode of therapy is limited. For this group of patients many of whom
are highly co-morbid and have a limited life expectancy, catheter-directed
thrombolysis is a well-tolerated and efficacious mode of palliative therapy
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9:50-10:00 Mini8 Aneurysms In The Supefficial Veins of The Lower Extremities
D. Vlurnagy’, N. Lubropoulos', J. Suntaniello?, P, J. Pappus’;
'UMDNJ, Newdark, NJ, 2Loyola University Medical Center,
Maywood, IL

Background: Few reports exist on the aneurysm of the superficial veins
of the lower extremities. Misdiagnosis may occur as these aneurysms are
thought to be hernias or soft tissue masses. The purpose of this study
was to report the clinical presentation, characteristics and management of
such aneurysms.

Methods: All patients underwent a duplex ultrasound for a palpable
mass, venous reflux, thrombosis and preoperative vein mapping. The size,
location and presence of thrombus in the aneurysm were recorded. The
size of the aneurysm was compared to an adjacent normal vein segment.
A diameter of 18mm and 3 fold increase compare to normal segment
were used as criteria to define an aneurysm. All aneurysms underwent
histological analysis and the patients were followed up clinically.

Results: In the last 11 years 18 aneurysms were found in 18 patients.
There were 12 females and 6 males, with a mean age of 47 years ranging
from 24 to 63. None of the aneurysms was associated with trauma or
fistula. The most common vein involved was the GSV (n=11). These were
located in the groin (n=1), upper thigh (n=3), midthigh (n=1), and in the
lower thigh (n=6). No aneurysm was found in the below knee GSV. In the
anterior accessory saphenous vein 4 aneurysms were found, 1 in the groin,
2 in the thigh and 1 at the knee. Only 2 aneurysms were detected in the
small saphenous vein in the popliteal fossa, while one other aneurysm

was found in the posterior arch vein in the upper calf. Sixteen patients
presented with pain, 14 of whom had also a palpable mass. The other 2
patients had no symptoms and the aneurysm was an incidental finding.

In all but one patient the aneurysm was excised. Histology showed areas
of wall thinning and thickening with moderate to excessive deposition of
collagen, derangement of the smooth muscle cells and elastic lamina. Four
aneurysms had acute thrombosis, 1 had acute on chronic thrombosis and
one had chronic thrombosis. Three paresthesias were reported 1 of which
became permanent. Two other patients developed mild skin changes at the
site of operation. Another patient developed a seroma that resolved at 9
months.

Conclusion: Superficial venous aneurysms are uncommon and are usually
associated with chronic venous disease. They are often symptomatic and

a third of them have thrombus. Elective surgery with local excision of the
aneurysm and removal of associated varicosities is a very good treatment
with low complication rate.
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10:00um
10:30am

12:30pm
12:30pm

1:30-5:30pm

Or

1:30 - 2550pm
3:00- 4:20pm

Coffee Breuk / Visit Exhibits

Ask the Experts -Case Management

- Acute Thrombosis and Chronic Occlusion
Moderator: Peter Neglén, MD

Educutiondl objectives: to understand the technical uspects of
femoro-ilio-cavdl stenting and its role in the treatment of chrohic
vehous obstruction, to discuss edrly clot removdl of acute DVT by
mechuanical thrombectomy and/or cutheter-directed thrombolysis,
to appreciate the treatment of acute superficial vein thrombosis

Lunch - Attendees On Own
AVF Upddate - Industry Only Lunhch

Workshops (3 - 1 hour & 20 minute sessions)

Abpsinyl

Mechanical Thrombectomy and IVC
Filter Insertion

Intfravascular Ultrasound and Venous Stenting
Percutaneous Ablation of the Saphenous Vein
Ultrasound Investigations for Venous Disease
Compression Therapy of Venous Disease
Concurrent SYMPOSIUM session

Investigations of Chronic Venous Disease

Sclerotherapy-Liquid to Foam:
Ask the ACP Experts

Foam Sclerotherapy: Indications, Techniques,
Review of the Literature, Personal Results,
Complications

Liquid Sclerotherapy: Indications, Techniques,
Complications, Lessons Learned

Sclerotherapy Consensus

Superficial Venous Interventions:
Assessing the Risk of DVT

Sclerotherapy and the Law
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430-5:50pm

700 pm

The Business of Treating Superficial
Venous Disease

Coding and Reimbursement for the
Phlebology Practice

Ultrasound and Vascular Lab in the
Phlebology Practice

Marketing a Phlebology Practice

Industry Sponsored Dinner Symposium -
(Reyistration Required)

The Next Generation of Endovenous Ablation
Sponsored by: VNUS Medicul Techhologies
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Friday, February 16th 2007

7.00-7:50 u.m. Continentul Breukfust — Visit Exhibits
7:500m SCIENTIFIC SESSION IV - ACUTE DVT

Moderdators: Jounhn Lohr, MD,

Joseph Caprini, MD
Educuational Objectives:To evaluate uspects of diaghosis of acute DVT,
to ussess treutment putterns of DVT in children, and fo dppreciate
methods to prevent disability after acute subclavian vein thrombosis.

7:50- 810 16. Does Different D-Dimer Level Reduce The Use Of Venous
Duplex Scanning To Rule Out Deep Vein Thrombosis In
Patients With Symptomatic Pulmonary Embolism?
T. Yamaki, M. Nozaki, H. Sakurdi, M. Takeuchi, K. Sogjima, T.
Konho; Tokyo Women'’s Medlical University, Tokyo, Japan

Background: To investigate the prevalence and distribution of deep vein
thrombosis (DVT) in patients with symptomatic pulmonary embolism (PE), and
to establish a screening protocol to reduce unnecessary venous duplex scanning
using different D-dimer level rather than single cutoff point of 0.5_g mL-1 in
patients with low and moderate pretest clinical probability (PTP).

Methods: Eighty-three consecutive patients with symptomatic proven PE were
evaluated using PTP score and D-dimer testing before venous duplex scanning.
After calculating PTP score, patients were divided into low risk (< O points),
moderate risk (1 to 2 points), and high risk (> 3 points) PTP. The receiver operating
characteristic (ROC) curves analysis was used to determine appropriate D-dimer
cutoff point in low and moderate PTP with a negative predictive value of > 98%.

Aopuy

Results: Seventy-nine patients were enrolled. The prevalence of DVT in this

study was 62%. Twenty-six patients (33%) were classified as low, 38 (48%) as
moderate, and 15 (19%) as high risk PTP. In the low risk group, DVT was detected
in 9 patients (35%). In contrast, DVT was found in 27 (71%) in moderate, and 14
(93%) in high risk PTP patients. In the low PTP patients, there was a statistically
significant difference in the value of D-dimer assay between positive and negative
scan patients (9.99 £ 7.33 vs. 3.58 + 4.31, respectively, p=0.008). On the
contrary, in the moderate PTP patients, there was no significant difference in the
D-dimer assay value between positive and negative scan results. Using ROC curves
analysis, D-dimer cutoff points of 2.0 and 0.7_g mL-1 was selected for the low and
moderate PTP groups respectively. And D-dimer testing provided 100% sensitivity
and 100% negative predictive value in the diagnosis of DVT for both groups. In the
low PTP group, specificity increased from 35% to 71% (p=0.037), and 6 additional
patients could be then excluded compared to recommended cutoff level of 0.5_g
mL-1. In the moderate PTP, however, determined D-dimer level did not improve
the specificity. Overall venous duplex scanning could have been reduced by 18%
(14/79) using different D-dimer cutoff point.

Conclusions: A combination of specific D-dimer level and clinical probability
score is best effective in the low PTP patients in excluding DVT. In the moderate
PTP group, however, recommended cutoff point of 0.5_g mL-1 may be preferable.
These results show that different D-dimer level is potential useful in excluding
DVT in established PE patients.
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8:10-8:30 17. A New Ultrasonographic Sign for Determination of
Age of Venous Thrombosis
N. Labropoulos’, P. Negler?, P. J. Pappus'; TUMDNJ, Newdark,
NJ, 2River Ouks Hospital, Juckson, MS

Background: To describe a new ultrasonographic diagnostic sign of acute
vein thrombosis.

Methods: In patients with an acute thrombosis a double line was observed
along the thrombus/wall interface. Histology has shown a smooth coat of
fibrin lining the outside of an acute thrombus. Since the fibrin is made of
collagen, its acoustic impedance is very high and it appears very bright

on the B-mode imaging. Prospective evaluation of the smooth double-line
sign was performed in the current study in patients with acute thrombosis
with signs and symptoms of less than 1 week (n=100), in high risk
asymptomatic patients (n=25), in limbs with recurrent thrombosis (n=20),
and in limbs with chronic thrombosis (n=20). The high risk asymptomatic
patients (total hip replacement n=11, total knee replacement n=14) had
the ultrasound performed 1-3 days postoperatively. Color flow duplex
imaging was used with routine multifrequency linear array transducers. In
superficial vein thrombosis >10MHz linear array transducers were used to
study this sign in ideal conditions of imaging. More recently intravascular
ultrasound was also used in patients with acute and chronic thrombosis
that underwent endovenous treatment.

Results: The smooth double pattern was detected in several locations

in 94 patients with acute thrombosis. In another 4 it was found after
enhancing the image and in 2 was not identified. Of these patients 34

had superficial vein thrombosis and the sign was present in all limbs.

In 18 patients the thrombus was formed within 3 days of a central line
insertion and in all these patients the sign was present. In the high risk
asymptomatic patients the sign was present in 21/25 limbs. Four patients
had small nonocclusive thrombi and in those the sign was undetected
probably due to the limited amount of thrombus. In patients with recurrent
thrombosis the sign was clear in 14, questionable in 4, and absent in 2.

In patients with chronic thrombosis, the echogenic lines were occasionally
seen at the wall, but appeared irregular and easily distinguishable from
those with the acute thrombosis. The smooth double line pattern was clearly
detected in patients with acute thrombosis by intravascular ultrasound.

Conclusions: A smooth hyperechoic double line at the interface between
the thrombus and the wall of the vein by ultrasound scanning is a clear
diagnostic sign of a recently formed thrombosis. This finding may assist in
determination of the age of a thrombus, and, therefore, distinguish relatively
fresh from older thrombi and also detect acute on chronic thrombosis.
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8:30-8:50 18. Treatment Patterns for Deep Venous Thrombosis in
Hospitalized Children:
Are Standardized Protocols Needed?
J. A. Sandovdal, M. P. Sheehan, C. E. Sfoherock, S. Shdfique,
F. J. Rescorlu, M. C. Daising; Indiana University School of
Medicine, Indiancpolis, IN

Background: The optimal prophylactic strategy for deep venous
thrombosis (DVT) in hospitalized infants and children is not fully
established. Our objective was to assess the incidence and treatment for
DVT among pediatric patients admitted to a hospital ward.

Methods: Children (age < 17) admitted to a single, tertiary care hospital
that developed or presented with a DVT were retrospectively identified over
a 14-year period. Patients were stratified according to the Wells clinical
probability scoring system. Inpatient demographic, clinical, and treatment
data were analyzed.

Results: Between 1992 and 2005, a total of 358 children were evaluated
for a DVT. Of these, 99 kids (52 boys, 47 girls) were admitted to a clinical
service and had a DVT based on clinical and radiographic imaging. Mean
age of presentation was 10.1 +/- 6.3 years (range, 5 weeks to 17 years).
Admitting service was medicine in 85% and surgical in 15% of cases.
Associated congenital and acquired risk factors were identified in 38% and
75%, respectively. Prior history of DVT was present in 12% of cases. At
the time of admission, only 7 patients received DVT prophylaxis. Clinical
probability based on risk classification and risk scores were 2% (low),

37% (moderate) and 41% (high); 2% (low), 40% (moderate), and 39%
(high), respectively. The majority of thromboses were multiple (53%),
occurred on the right side (54%), and were located in the lower extremity
(66%). The most common veins involved included common femoral (62%),
subclavian (17%), popliteal (14%), and internal jugular (13%). Once DVT
was identified, the major anticoagulation regimen consisted of heparin
(unfractionated or low molecular weight [LMW]) and either Warfarin or
continued LMW heparin. Inferior vena cava filters were placed in 4 children.
Following hospital discharge, the duration of anticoagulation varied from
none to lifelong. Five patients had pulmonary emboli (PE). There were 3
deaths (1 fatal PE).

Conclusions: These data suggest despite having significant clinical
probability and underlying risk, routine prophylactic DVT is not actively
implemented in our pediatric inpatient population. The challenge in this age
group will be to determine optimal thromboprophylaxis guidelines in at-risk
pediatric subgroups to decrease venous thrombotic events.
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8:50-9:10 19. Subclavian Venous Effort Thrombosis in Adolescents:
Preventing Long-Term Disability
A. W. Knoft, A. A. Duhcunh, A. M. Hanha, H. Bjarnason, T. C.
Bower, R. D. McBane, P. Gloviczki; Mayo Clinic, Rochester, MIN

Background: Venous effort thrombosis (VET) in the setting of thoracic
outlet syndrome (TOS) is a potential cause of disability in young, active
patients. The purpose of this study was to review risk factors for VET and
delineate the optimal management in an adolescent population.

Methods: Twenty-seven adolescents (age < 21 years) who underwent
operation for both VET and TOS between August 1990 and May 2006 were
reviewed retrospectively. Patients with other TOS features (neurogenic,
arterial, or venous congestion without thrombosis) were excluded.

Results: Fourteen males (52%) and 13 females (48%) with a mean age
of 18 years (range 13-21) had presenting symptoms of swelling (100%)
and pain (74%). Twenty-three of 27 patients (85%) were involved actively
in sports including 83% of boys and 82% of girls. Thirty-six percent of
young women used oral contraceptives. None of the eighteen patients
evaluated for hypercoagulable disorders had a prothrombotic state. All
patients were imaged with Duplex and confirmed with venography (89%).
Thrombolysis was performed in patients (n=16) who presented with acute,
symptomatic thrombosis. Thrombolysis followed by anticoagulation was
successful in restoring venous patency in 14 of 16 patients. Patency could
not be re-established because of underlying chronic subclavian occlusion

in two patients. First rib resection followed thrombolysis after a mean of
93 days (range 1 to 297). All patients underwent transaxillary first rib
resection, scalenectomy, and venolysis. The mean follow-up period was 15
months (range 1.3 to 73). One patient underwent thrombolysis and first
rib resection during the same admission complicated by early thrombosis
requiring heparinization, suction thrombectomy, and angioplasty on two
separate occasions. The same patient also had a wound complication and
evacuation of a hematoma. Post-operative pneumothorax occurred in two
patients though neither required tube thoracostomy. One patient developed
symptomatic venous congestion related to stenoses of subclavian vein
collaterals at 36 months requiring axillary-internal jugular bypass after
unsuccessful angioplasty. Radial nerve neuropraxia occurred in one patient
and resolved at 3 months. Complete resolution of symptoms was reported
by 95%, and 80% were able to return to full sports activity within a mean
of three months following operation. Post-operative anticoagulation was
required in 10 patients for a mean of 2.6 months, however, none required
long-term anticoagulation. Conclusions: More young women are presenting
with VET, possibly due to increasing participation in sports and use of oral
contraception. Early identification of patients with aggressive thrombolysis
followed by anticoagulation and staged first rib resection is a safe and
effective management approach. Adolescents with VET can expect to return
to full activity without the need for long-term anticoagulation.

68



9:40um SCIENTIFIC SESSION V -
BASIC SCIENCE
Moderators: Joseph Raffetto, MD,
David Gillespie, MD
Educutional Objectives: to identify some chemicul und structural
changes of the wdll of varicose veins, to be informed of early
experience of percutaneous placement of autogenous vein valves.

940-10:00 20. Increased Expression of Matrix Metalloproteinase-2
and Decreased Contraction in Vena Cava Subjected
to Prolonged Increases in Basal Tension. Implications
in Varicose Veins
J. D. Ruffetto’, V. Koledovc?, R, Khdlif; 'VA Boston Hedlthcare
System, West Roxbury, MA, ?Brigham aund Women's Hospital,
Bostonh, MA

Background: Increased venous hydrostatic pressure plays a major role in
the pathogenesis/progression of varicose veins. Also, increased expression
of matrix metalloproteinases (MMPs) have been identified in varicose vein
tissue. However, the relation between venous pressure, MMP expression and
venous tissue dysfunction is unclear. We have previously shown that MMP-2
causes inhibition of venous contraction. The purpose of this study was to test
the hypothesis that prolonged increases in venous pressure and wall tension
cause overexpression of MMPs, which in turn promote venous dilation.

Methods: Circular segments of inferior vena cava (ICV) were isolated from
male Sprague-Dawley rats and suspended between two wires in Krebs
solution (95% 02-5% CO2 at 370C). Veins were subjected to either normal
(0.5 g) or high (2 g) basal tension for short (1 hr) or long duration (24 hr),
respectively. Isometric contraction in response to KCl (96 mM) depolarizing
solution and phenylephrine (Phe, 10-5M) was measured. The veins were
rapidly frozen for measurement of MMP-2 expression using immunoblot
analysis and specific MMP-2 antibody.

Results: Veins subjected to 0.5 g tension for 1 hr produced significant
contraction to KCl and Phe (Fig. 1). Under these normal basal tension
conditions, prominent immunoreactive doublet band corresponding to MMP-
2 protein could be observed in IVC (Fig. 2). Veins subjected to higher (2 g)
basal tension and for longer period (24 hr) showed significant reduction in
isometric contraction to both KCI and Phe (Fig. 1) associated with marked
increase in the optical density of the MMP-2 immunoreactive band, but no
change in the expression of the housekeeping protein actin (Fig. 2).

Conclusions: In rat IVC, increases in the magnitude and duration of

basal wall tension is associated with reduction in venous contraction

and overexpression of MMP-2. In light of our previous finding that MMP-

2 promotes IVC relaxation, the present data suggest that protracted
increases in venous pressure and wall tension increases MMP-2 expression,
which in turn reduces venous contraction, leading to progressive venous
dilation and varicose vein formation.
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10:00-10:20 21. Inhibitory Influence of TIMP Contributes to
Morphological Changes of Varicose Vein Wall
B. Shart?, B. Aravind' T. Navin', C. Mohaco', E. Pdleoloy’,
A. H. Davies’; 'Kenhnedy Institute of Rheumautology, Imperial
College, London, UK, United Kingdom, 2?Churing Cross
Hospital, Kenhedy Institute of Rheumdatology, Imperial
College, London, UK, United Kingdom, *Chuaring Cross
Hospital Department of Surgery, Ohcology and Anhesthetics
(SORA), Imperial College, London, UK, United Kingdom

Background: Variation in varicose vein wall morphology has been studied
in the past, but never been linked to the possible aetiology till recently. With
the recognition of matrix metalloproteinase’s (MMP) and its inhibitors (TIMP)
as major regulators of matrix homeostasis on varicose vein wall, this linkage
has been explored further. A higher protease expression will be expected to
cause increased matrix turnover while that of inhibitors will reduce them. In
this study, this hypothesis was studied further by comparison of MMP and
TIMP expression levels with varicose vein wall thickness

Methods: Long saphenous varicose vein segments were harvested from patients
undergoing corrective operation. Collected segments from varicose vein were
classified as proximal, from sapheno-femoral junction and distal, from knee level
(52 segments, 26 pairs of proximal and distal). They were immunostained with
H&E, Trichrome and EVG, to identify the elastic layers, and subsequently with
antibodies to MT1-MMP, TIMP-2 and TIMP-3. Distribution of immunopositivity
was studied. The images were analysed using AnalySiS software package to
quantitatively analyse immunopositivity. This was compared to the vein wall
thickness, which was defined as the distance between the endothelium and
external elastic lamina. The extremes of vein wall thickness were classified further
as hypertrophic (>1000_m) and atrophic (<500 _m). Statistical analysis was
performed using PRISM package.

Results: MMP and TIMP were localised in smooth muscle cells of the varicose
vein wall. Proximal varicose vein wall were found to be thicker than distal
(766_m versus 574.2_m). There was a 3 fold increase in TIMP-2 expression in
proximal compared to distal (4.34 versus 1.29% immunopositivity), while TIMP-
3 showed a 2 fold increase in expression (0.94 versus 0.41%immunopositivity).
Hypertrophic varicose vein segments compared to atrophic were found to have
higher expression of TIMP-2 (4.39 versus 0.99%) and TIMP-3 (1.65 versus
0.08%). MT1-MMP expression showed a reverse trend with similar expression in
proximal versus distal comparison (1.05% versus 1.05% immunopositivity) and a
marginally higher expression in atrophic segments of varicose veins (1.90 versus
1.05%, p>0.97).

Conclusions: The higher expression of TIMP-2 and -3 in thicker proximal
varicose vein segments points to their role in inhibiting matrix turnover and thus
possible thickening of the vein wall. This was further proven in the comparison
between hypertrophic and atrophic vein segments. This study re-emphasise the
crucial role of TIMP as an inhibitor of MMP in a chronic disease like varicose vein.
Although the trigger for these changes was not clear it takes us closer to the
understanding of morphological changes associated with varicose veins.
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1020-1040 22. Percutaneous Autogenous Venous Valve
Transplantation in An Ovine Model
D. Pavchik, Q. Yin, J. Kuufman, B. Uchidu, H. Timmermans,
F. S. Keller, J. Rosch; Oregon Hedlth & Science University,
Portland, OR

Background: Chronic deep venous insufficiency (CDVI) remains a

major health problem in the United States and worldwide. Selected
patients benefited from direct deep vein valve surgical repair or valve
transplantation. A major limitation of this approach is that most of the
patients are not candidates for these procedures. Limited experience with
the bioprosthetic venous valve percutaneously inserted into the femoral
vein in 15 patients has been promising in short-term results only to
show disappointing long-term results. Percutaneous autogenous venous
valve (PAVV) transplantation was explored in an ovine model as possible
alternative treatment.

Methods: PAVV consisted of a vein segment with valve attached to a stent
template. The stent templates (n=9) were designed and hand made in our
research laboratory. They consist of two stainless steel square stent 13

or 15 mm in diameter to fit the ovine 1V, which range from 10 to 15 mm

in diameter. A valve-containing segment of jugular vein was harvested

and attached with sutures and barbs inside the stent template (n=9). The
valve devices were then manually folded and front loaded inside the 4 cm
chamber of the 13 Fr delivery sheath and delivered into the contra lateral 1V
by femoral approach. Transplanted PAVVs were studied by immediate and 3
months venograms. After animals were euthanized at 3 months, angioscopic
evaluation were performed in vitro (flow model) after vein removal.

Aopuy

Results: PAVV transplantation was successful in all 9 animals. Good
valve function with no leak was observed on immediate and 3 months
venograms in 8 valves. Gross angiographic examination revealed intact,
flexible, non-thickened valve leaflets in 8 specimens. One PAVV exhibited
normal function of one leaflet only; the other cusp was unintentionally cut
during the transplantation procedure. All transplanted PAVVs were free of
thrombus and incorporated into the vein wall of the target vessel.

Conclusions: This study demonstrated that autogenous valve transplants
remained patent and competent without long-term anticoagulation for

up to 3months. The percutaneous autogenous venous valve may provide
minimally invasive treatment for patients with CDVI.

10:40 2006 Award Updates
Infroduced by: Michuel C. Ddlsing, MD
1:00um PRESIDENTIAL ADDRESS

The American Venous Forum: Inclusive,
Innovative, Involved.

Michael C. Dulsing, MD

Infroduction by Mark A. Meissher, MD

12:00pm MEMBER BUSINESS LUNCH
Free Afternoon
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Saturday, February 17th 2007

8:00um SCIENTIFIC SESSION VI - SUPERFICIAL VEINS (2)

Moderdators: Lowell Kubnick, MD,
Marc Passman, MD

Educdutional Objectives: to evaluate a vehous pressure method
to yuantify hemodynhamic results and tfo dsses the importance
of antibiotic prophylaxis in varicose vein surgery ahd compdre
surgery to ubldation, to discuss the conhection between pelvic vein
insufficiency and varicose veihs and its freatment,

8:00- 8:20 23. Quantitative Measurement of Superficial Venous
Surgery Using Continuous Ambulatory Venous
Pressure Measurement (CAVPM)
R. Eifell; Queen Elizabeth Hospital and University of
Newcustle Upon Tyne, Tyne and Wedar, United Kingdom

Background: To quantitatively measure the pressure reducing effect of
conventional superficial venous surgery on ambulatory venous pressure in
patients with superficial, perforator and deep venous reflux using a new
technique of continuous ambulatory venous pressure monitoring.

Methods: Fifty-one limbs of 48 patients with CVI and 15 normal controls were
studied. Duplex ultrasound scanning was performed to classify limbs into 4
groups; “no reflux” (controls), superficial reflux (As2-5; “S"), superficial with
perforator reflux (As2-5, Ap17, 18; "S&P") and any reflux with deep reflux
(Ad11-16; “S/P&D"). Post-operative duplex scans were performed to ensure
surgical efficacy. Continuous pressure monitoring was performed during
exercise, before and after (6-12 weeks) superficial venous surgery and the
variables; mean walking pressure (MWP) and ambulatory pressure deviation
(APD; a measure of pressure amplitude) were calculated. Data were analysed
using Kruskal-Wallis, Mann-Whitney and Wilcoxon signed-rank sum tests.

Results: Pre-operative MWP and APD were significantly different between
all CEAP anatomical reflux groups (p<0.001).

Post-operatively, significant differences in MWP were detectable only
between the deep reflux group and other groups (p=0.026). Post-operative
APD remained significantly different between reflux groups with the
exception of the controls and the superficial reflux group.

The median perioperative differences in MWP in the “S”, “"S&P”, and S/
P&D" groups were 14.9, 22.0 and 21.8 mmHg, respectively.

APD reduction was not different between groups following surgery.

Conclusion: CAVPM offers reliable and objective measurements of the
pressure reducing effect of superficial venous surgery. Comparisons between
the conventional surgery and more other procedures for treating venous
reflux may help to compare the therapeutic benefits of different treatments.
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8:20-8:40 24. Antibiotic Prophylaxis In Varicose Vein Surgery: A
Double Blind Randomised Clinical Trial
A. Mekuko, P. Coughlin, J. Hutfield, R. Buker, P.
McCollum, I. Chetter; Hull Roydl Infirmary/University of
Hull, Hull, United Kihgdom

Introduction: Wound infection rates of up to 13% have been reported
following varicose vein surgery. The results of antibiotic prophylaxis

in clean surgery are contradictory. No study has examined the role of
antibiotic prophylaxis in varicose vein surgery.

Methods: Patients undergoing groin surgery for varicose veins were
randomised to receive co-amoxiclav (n = 277 limbs) or placebo (n =

275 limbs) on induction of anaesthesia. Patients completed a personal
logbook over the initial 10-day postoperative period. Wound assessment

was undertaken on days 3,5,7,9 and 10 using a modified ASEPSIS score.
Patients were reviewed at 14 days, and GP attendance, further antibiotic
requirement, surgical intervention and need for readmission was determined.

Results: Groups were matched for demographics and risk factors for
wound infections. Patients receiving prophylaxis had significantly lower
ASEPSIS scores on days 3, 5 and 7 (p </= 0.05). Patients receiving
prophylaxis had lower global ASEPSIS scores (p<0.05 Chi Squared test),
fewer GP attendances (14.8% vs. 30.6%; p = 0.0017 Chi squared test)
and received fewer courses of antibiotics in the post-operative period
(3.61% vs. 9.49% p = 0.0088). Univariate analyses showed worse
outcomes with higher BMI, current smoking, being male and not receiving
antibiotics. Age was associated with seeing a GP postoperatively, but

not with a worse outcome. A higher BMI, being male and not receiving
antibiotics were associated with a worse outcome on multivariate analysis

Conclusion: Intravenous antibiotic prophylaxis significantly reduces wound
related problems following varicose vein surgery. Furthermore, it also
reduces the burden placed upon primary care in the post-operative period.
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8:40-9:00 25. Randomized Controlled Trial of Endovenous Laser
Ablation and Stripping in Patients with Great
Saphenous Vein Insufficiency: Short Term Result
L. H. Rasmussen’, L. B. Rasmussen?, M. L. Rasmussen’, B. Eklof;
'Venous Center Nuestved, Naestved, Denmark, 2Surgical
Clinic, Roskilde, Denmairrk, °Raca, Swedeh

Background: As an out patient procedure performed in tumescent
anaesthesia, endovenous laser ablation (ELA) of the great saphenous

vein (GSV) is thought to minimize postoperative morbidity and work loss
compared to standard surgery in general anaesthesia. Such advantage
might justify the considerable cost of the equipment. ELA however, has not
previously been compared to stripping performed in tumescent anaesthesia
as an out patient procedure.

Methods: One hundred and five patients (119 limbs) with varicose

veins due to GSV incompetence were randomized to either ELA(ELVES,
980 nm, Biolitec Germany) or stripping in tumescent anaesthesia. Stab
phlebectomies were also performed in both groups. Duplex ultrasound
and clinical examinations were performed initially and subsequently at

12 days, 4 weeks, 3 and 6 months postoperatively. Sick leave, time to
normal physical activity, pain score, use of analgesics, Aberdeen score and
complication rates were investigated. Cost calculations were based on the
standard fee for stripping with the addition of laser equipment and the
standard salary and productivity level in Denmark.

Results: Ninety five patients with 107 legs have attended follow up at 12
days. Mean age was 56,6 for stripped and 53 years for ELA treated. Seventy-
six percent were working. The results and the number of patients followed
up to 6 months are shown in the table. Results are given as mean (std).

preoper. 12 duys 4 weeks 3 months 6 months

Leys

# of leys for | 51 51/50 47/45 35/34 12/12
Stripping/
stripped

# of leys 56 56/56 54/54 23/22 10/8
for ELA/
ocluded

There were no serious complications. One patient in the stripping group
had wound infection treated successfully with antibiotics. Sick leave was
7,3 (3,8) and 6,5 (6), while time to normal physical activity was 7,3 (5,8)
and 6,6 (7,3) days in the stripping and ELA group respectively (ns). No
difference in the use of analgesics was recorded. Aberdeen score was 15,8
(6,6) and 18,4 (9,5) initially, declining to 14,2 (10,7) and 15,3 (11,6) at 4
weeks in the 2 groups (ns).
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Compurison of costs per procedure(USD), working putients
Stripping Laser

Primary evaluation 245 245

Phycisiun fee 737 737

Luser eyuipment 457

Ekstra duplex 170

Control 3 months 202 202

Totdl 1184 1811

Work loss 3736 3354

Totdl expences 4920 5165

Conclusions: We did not observe any significant differences regarding
efficacy, complications, pain, days off work, time to normal physical
activity and Aberdeen score between the groups. Whereas the ELA is often
preferred by the patients in advance, it is more expensive than stripping
and does not seem to offer objective advantages in the short term. The
cost difference is reduced by the slightly shorter postoperative sick leave in
the ELA group.
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9:00-9:20 26. Pelvic Leaks as the Cause for Post Surgical Varicose
Recurrence
S. Zubicoda, J. Ledl, L. Del Campo, A. Sahchez, F. Arroyo,
Hospital Ruber Internacional, Madrid, Spdin

Background: To assess the possible connections of the veins of the pelvis
with those of the lower limbs, which could account for the varicose vein
recurrence and consequently to performt adequate treatment.

Methods: 990 patients with recurrent varicose veins were examined in
our consultancy from 1 September 1995 to 1 September 2001. From this
group we took 643 patients (64.9%) with bilateral recurrence or who had
developer varicose veins after surgery in the other limb. We evaluated
the veins of the lower limbs with Duplex ultrasound and the pelvic

ones via trasparietal and trasvaginal. Pelvic phlebographic study was
suggested when we found venous dilations equal or longer than 8 mm.
with associated reflux in the Valsalva manoeuvre. We chose 298 patients
according to these criteria, leaving out 22 patients. The 276 patients who
comprehend this study underwent a pelvic phlebographic study, together
with subsequently embolizing treatment if required.

Results: Presence of great venous lakes in 223 patients (93.1%), from
whom 155 (56.1%) showed one or both gonadal axes insufficient with a
diameter equal or longer than 8 mm. In 265 (96.01%) we found pelvic
leakage points communicating with the veins in the lower limbs. According
to the morphology they were classified into troncular 43 patients ( 17.8%
), and/or multiple of small vessel 50 patients (21%) and mixte 172 (65
%). Most of the patients have 2 or more insufficient pedicules. We found

a total of 860 insufficient pedicules, of which 66 axes (12%) were round
ligament veins, 331 axes (60%) internal pudenda , 204 (37%) from the
Obturator veins, and ischiatic 259 (47%) Of the 276 angiographied patients
37 were excluded from the embolizing treatment (13.4%), 3 (8.1%) due
to partial posthrombotic syndrome of the iliac vein, syndrome of pelvic venous
compression 11 (29.7%), 5 (13.5%) venous malformations (double cava, etc.).
18 (6.5%) because of scarce clinical significance.

Conclusions: Pelvic and lower limbs venous systems behave as a
functional unit. One of the causes of the varicose recurrence post surgery
in the lower limbs are the pelvic leaks established by retrograde or
centrifugal collaterality. Color duplex ultrasound is a good procedure for
diagnosis and selection of these type of patients. The pelvic phlebography
provides precise data about the pelvic anatomy and pathology, essential for
an adequate treatment (embolization), which is to be done within the same
therapeutical procedure, ruling out obstruction or compression syndromes
or congenital malformations.
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9:20-9:40 27. Treatment by Embolization of Pelvic Venous
Insufficiency in Women Presenting with Non -
Saphenous Perineal Veins And Clinical Symptoms
(24 Cases, Three-Year Follow-Up)
D. Creton, EC A Puré, Nuncy, France; L Henhequin, Solime,
Nancy, France; FA Allaert, Cenbiotec, Dijon, France

Background: To evaluate the clinical results of embolization of pelvic vein
insufficiency in women presenting with perineal veins and clinical syndrome
of pelvic vein insufficiency.

Methods: Symptomatology was scored on a visual analogue scale using
dyspareunia, pelvic and lower limb pain. Twenty-four women presenting
with non-saphenous perineal varicose veins and who experienced pelvic
vein syndrome underwent pelvic vein embolization. Surgery consisted of
phlebectomies. They were followed-up at 1, 2 and 3 years. The assessed
extremities of the patients were classified into 2 categories at 3-year
follow-up (without and with new varices)

Results: All patients presented with perineal veins, 2 with sciatic vein
insufficiency and 2 with a perforator of the thigh or buttock. Pelvic

venous exploration was performed via right femoral access in 87% of the
cases. The mean number of coils used per vein was 6. All of them were
successfully embolized. Ovarian and hypogastric veins were systematically
embolized when incompetent. During the pelvic venous exploration,

11 patients presented with isolated left ovarian vein insufficiency; the
other patients with hypogastric vein insufficiency or mixed insufficiencies
involving ovarian and hypogastric veins. The only immediate complication
was the migration of a coil into the lower lobar branch of the left pulmonary
artery with no clinical consequences. All patients were re-evaluated except
2 lost from follow-up at 3 years. The difference was significant between
each preoperative and postoperative sign (P <.001). No difference
appeared in the follow-up of each postoperative clinical sign at 45 days, 1,
2 and 3 years. The mean clinical improvement score was 80%, 77%, 80%
and 76% at respectively 45 days, 1, 2 and 3-year follow-up. Dyspareunia
noted at preoperative evaluation was not significantly correlated with bad
clinical results (P<.079). At 3-year follow-up significant correlation was
demonstrated between the patients with a bad clinical score and varicose
vein recurrence (bad results) (P <.001)

Conclusions: In women of reproductive age, association of non-saphenous
varicose veins with clinical syndrome of pelvic vein insufficiency is a good
sign of pelvic venous insufficiency and requires pelvic venous exploration.
Ovarian veins and hypogastric vein branches are often simultaneously
incompetent, justifying multiple embolizations that seem to give better
results. The results are very satisfactory on symptomatology. Although the
result on varicose vein recurrences was also satisfactory larger number of
cases should be required.
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9:40am Coffee Breuk / Visit Exhibits

10:10 am SCIENTIFIC SESSION VII -
TRAUMA AND IVC FILTERS
Moderutors: Mark Meissher, MD,

Robert McLafferty, MD

Educdtional Objectives: to appreciate the complications of IVC
filter placement und the frequency of irretrievubility when placed
in traumu patients, to evaluate eccentric compression of the
suphenous vein ufter ublation.

1010-1030  28. Complications Related to Inferior
Vena Cava Filters
M. M. Nazzal, E. Chan, M.D. Nazzal, J. Abbas, J. Boomer, G.
Eriksonh, K. Khechenh; University of Toledo, Toledo, OH

Background: Inferior vena cava (IVC) filters have been used in the
management of patients with venous thromboembolism (VTE). We
reviewed our experience with different types used over four years with
respect to complications and correlated that with the type of filter used.

Methods: All cases of IVC filter placed between January 2002 and
December 2005 were reviewed. Data was analyzed for indication for
insertion and immediate and late complications. Data was correlated with
type of filter inserted and factors associated with complication. Statistical
analysis was done using Fisher’s exact test.

Results: 400 filters inserted in the period of 4 years. The mean age was
61 (17-86 years). There were 199 (49.75%) males and 201(50.25%)
females. Indications for IVC filter insertion included: Acute VTE event

in 273 patients (68.25%) and as a pulmonary embolism prophylaxis

in 127 patients(31.75%) . Indications that lead to IVC filter insertion
included: stroke/head injury in 43 (10.75%), fractures in 129 ( 32.25%),
other trauma in 32 (8%), surgery in 16 (4%), paralysis in 15 (3.75%),
hypercoagulable state in 34 (8.5%), contraindication to anticoagulation
in 59 (14.75%), acute DVT in 197 (49.25%), acute PE in 31 (7.75%) and
both PE and DVT in 45 (11.25%).

In all filters IVC thrombosis occurred in 18 (4.5%), PE in 6(1.5%), post
filter DVT in 15 (3.8%) and hematoma at the site of insertion in 4 (1%)
patients. Complications as related to filter type showed no significant
difference - table 1.

In a subset analysis in patients with malignancy or hypercoagulable
conditions, the incidence of IVC thrombosis was 20% in Trapease filter as
compared to 0% in Greenfield Filter. This difference was not statistically
significant possibly due to the small number of patients in either group
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Complicutions reluted to IVC filters

Complicutions Incidence | Incidence | Incidence | Incidence | Incidence | Incidence
rate in rate in rate in rate in in Tulip rate in
all Filters Greenfield | Trupeuse Simon Filter Burd Filter
(n=400) filter (n=95) | filter Nitinol filtter | (n=43) (n=34)
(n=223) (n=5)
IVC Thrombosis | 4.5% 2.1% 4.5% 20% 4.7% 8.8%
(n=18) (h=2) (h=10) (h=1) (n=2) (n=3)
Post Filter 1.5% 3.2% 0.9% 0% 2.4% 0%
Insertion PE (n=6) (h=3) h=2) (n=1)
Post filter 3.8% 4.2% 3.1% 20% 4.7%( 29
insertion DVT (n=15) (n=4) (n=7) (n=1) n=2) (n=1)
Hemutomu 1% 0% 0.9% 0% 2.3% 2.9%
formation ut site | (h=4) (h=2) (h=1) (n=1)
of insertion.

Conclusions: IVC filter insertion procedure is associated with VTE
complications in 9.8% of the patients. There was no difference in
complications among the types of filters. There is a tendency to a

higher incidence of IVC thrombosis with Trapease filters in patients with
hypercoagulable /malignancy conditions
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10:30-10:50  29. The Recovery Filter in Trauma Patients:
Are They Truly Retrievable?
E. M. Zakhary, D. Franklin, S. Gdlt, J. ElImore; Geisinger
Medicul Center, Danville, PA

Background: Caval interruption is considered in trauma patients at risk
for pulmonary embolism. The Recovery filter is approved for removal up

to 6 months from insertion. This has lowered the threshold for inserting
filters in these trauma patients. The objective of this study is to evaluate
the retrieval rates of the Recovery filter in this patient population. This filter
was released in July 2003 and modified in September 2005.

Methods: This is a retrospective study in which the records of 122
consecutive trauma patients in whom the Recovery filters were inserted
between October 2003 and October 2005 were reviewed. Patients who had
the new generation of this filter were excluded.

All these filters were inserted with the intention of removal. We attempted
to contact these patients at 3 months for retrieval. The clinical and technical
factors associated with failure to retrieve these filters were reviewed.

Results: There were no complications related to filter insertion. Six
patients (4.9%) expired for causes unrelated to the insertion procedure.
Twenty patients could not be reached (16.4%). Two patients reported that
their filters were removed in other facilities. Twenty one patients declined
retrieval (17.2%).

Seventy three (59.8%) patients presented for follow up and were evaluated
by venous color duplex .The filters were considered permanent in 18
patients (14.8%) if they were non ambulatory or if they developed inferior
vena cava occlusion (one patient). Fifty five patients were brought to the
endosuite for filter retrieval . Three filters were considered permanent
upon obtaining a cavagram identifying unsuspected caval occlusion. We
attempted to retrieve the filters in 52 patients and were successful in 45
(86.5%). However, the total retrieval rate was only 38.5%.All failures of
retrieval were related to marked angulations or flaring of the limbs of the
filters. Inferior vena cava occlusion was diagnosed in a total of 4 patients
(5.5%).There were no complications related to the retrieval procedure.

Conclusion: Insertion and retrieval of the Recovery inferior vena cava
filters is safe. Despite the thorough follow up and the success in retrieving
the filters, the overall retrieval rate in this patient population is low. Inferior
vena cava occlusion is documented in 5.5% of patients. This retrieval rate
should be considered at the time of prophylactic filter insertion .
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10:50-11:10 30.  Vein Repair Is Not Associated with an Increased Risk

of Venous Thromboembolic Events: A Review of Over
One Hundred Traumatic Military Venous Injuries

R. W. Quaun', D. L. Gillespie’, C. J. Fox', R. P. Stuart?, M. W.

Cox!, L. D. Cuhningham?, D. R. Whittaker?, E. A. Adams', N.

M. Rich?; 'Walter Reed Army Medicul Center, Washington,

DC, 2Uniformed Services University of the Hedlth Sciences,
Bethesdu, MD, SNautional Naval Medicul Center, Bethesda, MD

Background: The management of venous trauma remains controversial.
Critics of venous repair have cited an increased incidence of associated
venous thromboembolic events (VTE) with this management. We analyzed
the current treatment of wartime venous injuries in United States military
personnel in an effort to answer this question.

Methods: From December 01, 2001 to August 31, 2006, all US casualties
with named venous injuries were evaluated. Data was prospectively
collected on demographics, mechanism of injury, associated injuries,
treatment, outcomes and VTE. Data was analyzed using Chi square.

Results: Over this five year period, 85 patients sustained 106 named
venous injuries due to combat operations. All patients were male, with an
average age of 27.8 years (ranged 19 to 58 years). Injury from Improvised
Explosive Devices (IED) accounted for 48 (56.5%) venous injuries, gunshot
wounds for 25 (29.4%), Grenades/Mortars for 9 (10.6%), and motor
vehicle accidents for 3 (3.5%). Twenty-eight (32.9%) patients had isolated
venous injury. Sixteen (18.8%) patients had multiple venous injuries. Two
patients suffered acute phlegmasia associated with venous injury. Thirty-
three (38.8%) patients had fractures associated with their venous injuries.
Twenty-three (27.1%) patients sustained neurologic deficits. Sixty-four
venous injuries (60.4%) were treated by ligation, 39 (36.8%) by open
surgical repair and 3 (2.5%) by endovascular therapy. Post-operative
extremity edema occurred in all patients irrespective of method of
management. Thrombosis after venous repair occurred in five of the thirty-
nine cases (12.8%). Three patients developed pulmonary emboli, one after
open repair and two after ligation (_2=0.002, _<0.95).

Conclusions: In the largest review of military venous trauma in over three
decades, we found no difference in the incidence of venous thromboembolic
complications between venous injuries managed by open and endovascular
repair versus ligation. IED injuries of the extremities have caused most of
the venous injuries. Ligation is the most common modality of treatment

in the combat area. We found no difference in the incidence of edema
between repair or ligation of venous injuries. Long term morbidity
associated with venous injuries and their management will be assessed in
future follow up studies.
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1110-11:30 31. Effects of Eccentric Compression after EVLT of Great
Saphenous Vein
M. Lugli, A. Cogo, S. Guerzonhi, A. Petti,
O. Muleti; Hesperia Hospital, Modena, Italy

Background: Endovenous laser treatment (EVLT) of the great saphenous
vein (GSV) incompetence is a minimally invasive widespreading technique.
However, postoperative side-effects (thrombophlebitis, cellulitis, ecchymosis)
and related pain have been described in many reports. Studies to evaluate
the relative effects on such events of different wave lengths and energy dose
delivered have already been carried on. In this prospective randomized study
we investigated the effect of an eccentric thigh compression technique on
the occurrence of post-operative pain after EVLT.

Methods: From April 2005 to June 2006, 200 EVLT procedures in 178
patients (144 women and 56 men, median age 51 years - range 17 -

84, CEAP clinic class 2 - 6) were performed for GSV incompetence. All
procedures were performed with a 940 nm diode laser by continuous
emission at 30 W with pullback technique, under local anesthesia. An
average energy of 77,8 J/cm (range 48,4 - 105,8) was administred.
Patients were randomized to receive (group A, n = 100 procedures) or

not (group B, n=100 procedures) an eccentric compression applied on the
treated GSV at the medial aspect of tight, from groin to knee, and fixed
with elastic tapes by Baynton technique. A full thigh 35 mmHg compression
stocking was then placed on all treated limbs. Patients were examined at a
7 - days control for eccentric compression removal, pain level assessement,
clinic and ultrasound evaluation. The intensity of pain was measured

using a visual analogue scale giving a numerical grade from 0 (no pain)

to 10 (worst pain ever). Pain was firstly analysed as a continous variable;
thereafter, it was categorized in three classes: 0 -3 no pain to mild; 4 - 6
mild to moderete; 7 - 10 moderete to severe. The differences between the
two groups were tested for significance using T-test and Chi-squared test.

Results: The intensity of postoperative pain at 7- days control was
significantly reduced in the eccentric compression group as compared with
the no compression group after the procedure.

Pdin visudl scule duta unalysis

Averuge | Mediun | Runge | Stundurd | T-test P value
deviution
Group A (h =100) 14 1 0-8 1.63 3.4909 | <.001
Comypression
Group B (n =100) 49 5 1-8 1.55
No compression

Pain classes distribution analysis
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Pdin cluss Pdin cluss Pdin cluss Chi-syuured | P vulue
0-3 4-6 7-10 test
Group A (h =100)
Compression 92 67 17
1.8637 <.001
Group B (n =100) 16 6 2

No compression

Conclusions: Eccentric compression greatly reduces the intensity of
postoperative pain after EVLT procedures of the great saphenous vein.

11:30um

12:30 pm
1:30 pm
230 pm

3:00pm
4:00pm
7.00 pm

D. EUGENE STRANDNESS MEMORIAL LECTURE

“Foresight 2020: Creating the Venous Vission”
Robert L. Kisther, MD — Hoholulu, Hawdii
Infroduced by: Michael C. Ddlsing, MD

Lunch (Box Lunch Provided)

Ask the Experts - Part 1

Coffee Break - Last Chance to Visit Exhibits -
Prize Drawing

Ask the Experts - Part 2

Moderated Poster Session
FORUM FINALE - Dinner, Entertainment, Awards
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4,00pm Moderated Poster Session
Moderators: Thomas Wakefield, MD
Frank Padberg & Bo Eklof, MD

Educdutional Objectives: The participants in the poster session will
gdin a wide range of khnowledge expuhsion including chrohic
vehous disorder, suphenous vein treatment, understanding risk
factors and evaludation methods.

P-1 High Peak Reflux Velocity in the Proximal Deep
Veins is a Strong Predictor of Advanced Post-
thrombotic Sequelae
T. Yamaki, M. Nozdaki, H. Sakurai, M. Takeuchi, K. Sogjima, T.
Konho, Tokyo Women'’s Medicdl University, Tokyo, Japdhn

Background: The presence of reflux in the femoral (FV) and popliteal vein
(POPV) after acute deep vein thrombosis (DVT) is considered to contribute
the development of advanced postthrombotic syndrome (PTS). However,
quantification of reflux has yet to be determined. The purpose of study was
to determine the indicative parameters reflecting the progression of PTS.

Methods: Venous abnormalities in relation to the severity of the PTS
were evaluated in 106 limbs out of 104 patients greater than 3 years after
documented episode of DVT. The clinical manifestations were categorized
according to the CEAP (clinical, etiologic, anatomic, and pathophysiologic)
classification, and the patients were divided into two groups: group I
(C0-3Es,As,d,p,Pr,0, relatively early stage of CVI) and group II (C4-
6Es,As,d,p,Pr,0, advanced CVI). Venous segments were examined whether
they were occluded, partially occluded, and totally recanalized, and the
venous reflux in the deep, perforating, and superficial veins was also
evaluated. The reflux parameters assessed in the FV and POPV were the
vein diameter (cm), the reflux time (RT: s), the peak reflux velocity (PRV:
cm/s), and total refluxed volume (TRV: mL).

Results: There were 69 limbs in group I and 37 in group II. The rate of
venous normalization was significantly higher in group I (p= 0.0008),
whereas the frequency of venous reflux was significantly higher in group II
(p= 0.0013). The proportion of occlusion did not differ between the groups
(p= 0.0578). The proportions of limbs with superficial vein insufficiency
combined with deep and perforator vein insufficiency and overall,
superficial, deep, and perforator vein incompetence were significantly
higher in group II (p<0.0001, 0.006, <0.0001, 0.0002, respectively).

But the number of limbs with overall superficial and perforator vein
insufficiency was not significant. In deep veins, the proportions of FV

and POPV incompetence were significantly higher in group II (p=0.0003,
0.0002, respectively). In these veins, RT did not improve the discrimination
power between the two groups. On the contrary, PRV had significant
discrimination power in FV (17.8 £ 12.2cm/s, 41.0 £ 17.5cm/s, p=
0.0058) and POPV (23.1 £ 15.4cm/s, 47.0 £ 14.3cm/s, p= 0.0004). After
calculating suitable cutoff point using receiver operating characteristic
curves analysis, multivariable analysis showed that PRV of > 34.2cm/s in
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POPV was the strongest independent predictor of advanced CVI (OR 22.58,
95% CI 8.41-167.21, p< 0.0001). Similarly, in FV, PRV of > 29.8 cm/s was
found to be a strong predictor of advanced CVI (OR 5.10, 95% CI 1.29-
37.23, p=0.024). CONCLUSIONS: These findings suggest that the presence
of high PRV in the proximal deep veins is an independent predictor of
advanced symptoms of PTS.
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P-2 Subcutaneous Fasciotomy as Adjuvant Therapy
Promotes Ulcer Healing in Patients with Chronic
Venous Insufficiency and Therapy Resistant Ulcers.
J. T. Christenson’, C. Prins?, S. GueddP®; 'Depurtment Of
Cuardiovascular Surgery, University Hospital Of Gehevd,
Genhevu, Switzerlund, 2University Hospital Of Gehevuy,
Depurtment of Dermutoloyy, Gehevu, Switzerlund
SDepurtment of Ahgiology. University Hospital of Gehevda,
Gehevu, Switzerland

Background: Chronic venous insufficiency (CVI) can lead to
dermatoliposclerosis and venous leg ulcers frequently occur. The
pathophysiological role of the lower limb fascias has so far been neglected.
CVI may occur after longstanding superficial venous insufficiency (SVI) and
in the post-thrombotic limb (PT). The principal therapy of venous leg ulcers
is compression therapy and if possible elimination of pathological reflux by
surgery or sclerotherapy. Recurrent ulcers frequently occur. Transcutaneous
oxygen tension (TcPO2) is often low near the ulcer edge. In patients with
lymphedema increased subcutaneous (s.c.) and intramuscular (i.m.) tissue
pressures have been reported and in patients with CVI intramuscular tissue
pressures are often increased. The role of fasciotomy as an additional
surgical intervention to promote ulcer healing seems reasonable. This study
evaluates the impact of subcutaneous fasciotomy in patients with therapy
resistant venous ulcers.

Methods: In 22 patients (25 limbs) with recurrent, therapy resistant
venous leg ulcers, due to CVI [8 PTS (11 limbs) and 14 SVI (14 limbs)]
subcutaneous fasciotomy was performed in addition to removal of
superficial reflux. Eighteen patients (24 limbs) had no fasciotomy and
served as controls. Intramuscular and subcutaneous tissue pressures

and TcPO2 were measured pre- and post-operatively. The mean age was
64.3+£18.0 years. Eleven ulcers (42%) were previously skin grafted and of
those 73% had received more than one failed skin graft. The mean age of
the ulcers at the time of operation was 3.3 years (3 months to 15 years).

Results: Patients with CVI and venous ulcers presented with significantly
higher s.c. and i.m. tissue pressures and low TcPO2 values (p<0.001)
compared to normal limbs. Following fasciotomy 12 leg ulcers were skin
grafted and all healed successfully within 3 weeks (2.9+0.7) and 13 of

14 non-skin grafted ulcers healed completely within 4 weeks (3.6+0.4)
following surgery. One ulcer remained non-healed due to repeated infections.

Conclusions: Patients with CVI and recurrent venous ulcers have
significantly increased subcutaneous and intramuscular tissue pressures
and lowered transcutaneous oxygen tension at the edge of the ulcer.
Subcutaneous fasciotomy lowers the i.m. and s.c. tissue pressures with
improved cutaneous oxygen tension that result in rapid ulcer healing with
or without skin graft
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Tuble 1. Tissue pressures und trunscutuneous oxygen tension before und ufter fusciotomy in CVI,

Parameters | Normal CVibefore | p-values | CVIufter p- CVlut3 p-values | CVIat3
values fasciotomy fusciotomy | values | months months
N=25 limbs N=25 limbs uffer without
fasciotomy fasciotomy
N=25 limbs N=24 limbs
Sc.fissue | 0426 10.0£3.1 <0.001 0.5+0.8 n.s. 08+1.2 <0.001 4.5+3.1
pressure
mmHy
Im.tissue | 9.656" | 23.6¢7.0 <0.001 5.6%3.1 n.s. 50+2.8 <0.001 19.9+6.2
pressure
mmHy
TcPO2 70.6£8.9* | 13952 <0.001 39.3+8.2 <0.001 49.6+7.7
mmHy

* Clin Physiol 1982

**Clin Phys Physiol Meus 1983

Table 2. Ulcer hedling in CVI treuted with or without fusciotomy

Parameters CVIwith p-values CVI, controls
fasciotomy without
N= 26 ulcers fusciotomy
N=24 ulcers
Venhous ulcers 12/12 n.s. 4/8 50%
heuled by 100%
successful skin
grufting
Venous ulcers 13/14 0.015 7/16 44%
hedled without 93%
skin grufting
Heuled ulcers 25/26 0.005 11/24 46%
totul 96%
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P-3 Veins Along The Course Of The Sciatic Nerve
A. K. Tassiopoulos1, N. Labropoulos2, A. Gasparis|,
P. J. Pappas2; 1Stony Brook University Hospital, Stony
Brook, NY, 2UMDNJ, Newark, NJ

Objective: To describe the clinical characteristics, pathology and the
effects of treatment in patients with venous abnormalities along the course
of the sciatic nerve.

Patients and Methods: Patients with veins detected along the course of
the sciatic and tibial nerves were included in the study. Color flow duplex
imaging was used with multifrequency linear array transducers. The
signs and symptoms of the patient, the location, diameter and length of
the involved veins were recorded in a lower limb drawing with anatomic
landmarks. Veins of the sciatic and tibial nerve were those seen to enter
the perineurium, while the persistent sciatic vein was a larger vein along
but outside the nerve. All patients prior to (n=13) or after the vascular
examination (n=3) were seen by a spine specialist.

Results: There were 18 limbs in 16 patients, 4 males and 12 females with
a mean age of 52 years (range 32 to 79). The mean duration of signs and
symptoms was 4.5 years ranging from 2 to 14. Reflux was detected in 12
veins of the sciatic nerve, in 2 persistent sciatic veins and in 3 veins of

the tibial nerve. One patient had acute thrombosis in a persistent sciatic
vein and15 hours after diagnosis she died from pulmonary embolism. All
limbs with sciatic and tibial nerve veins had varicosities in the lateral and
posterior aspect of thigh and calf. All limbs were symptomatic. Ten limbs
presented with CEAP class 2, 5 with class 3, 2 with class 4 and 1 with class
1. Pain or tingling was reported in 15 limbs, itching in 8 and heaviness in
7. The distribution of pain and tingling was present along the nerves in

14 limbs. Of the 15 limbs with the sciatic and tibial nerve veins 12 were
treated with subfascial vein ligation and stub avulsions. One patient had
injection sclerotherapy, 1 refused treatment and the last did not require
anything. Of the 13 treated patients, 7 reported relief of their symptoms, 5
had significant improvement and 1 had no change. Within a year, 3 patients
required additional treatment for veins along the same area. Seven limbs
had a follow-up duplex scanning 3 to 15 months after their treatment. All
limbs showed significant diameter reduction in the nerve veins while mild
reflux was present in 2.

Conclusions: Reflux is the most common pathology of the sciatic and tibial
nerve veins which produces significant symptoms along the distribution

of the nerves. Treatment of the varicosities offers significant relief while
recurrence or residual varicosities are easily managed.
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P-4 Laser-assisted repair of Venous Valves
R. Milleret!, S. Mordon?; 'clinique St Jeun, Montpellier, France,
2inserm, Lille, France

Aim of the study: low-power 1,9 _m laser has been demonstrated
effective in welding collagen on micro-vascular anastomosis . We have
investigated the new options offered by this instrument for restoring
competence of venous valves.

Material and methods : an Osyris® Sephy™ laser connected to 400 nm
optical fiber was used. Power setting was 300 mw , pulse duration 1,5 to 3
s. Mean Fluence : 130 J/cm2 . The tip of the fiber was held at 1 mm of the
target , binocular magnification of 5X to 10X was used.

3 techniques were studied on segments of human Saphenous veins
obtained after stripping.

1/ External valvuloplasty : to reproduce the effects of cuffing the vein ,
series of circumferential impacts were performed at the level of the annulus
, to obtain a reduction of the vein diameter .

2/ Open valvuloplasty : instead of using sutures , laser impacts were made
at the commissural level to reduce the leaflets length and allow better
approximation. The phlebotomy was closed using interrupted sutures and
laser welding .

3/ Isolated Leaflet transplant : instead of transplanting a valve-bearing
segment , venous valves leaflets were harvested in the donor vessel ,
whose continuity was thus preserved.

The valves were welded to the recipient vein with laser impacts , and the
vein closed as above mentioned.

Results : Laser welding allowed successful in vitro restoration of valve
competence after a learning curve of a dozen trials for each application.
External laser vavuloplasty has since been used on 2 patients , with good
immediate results . Open valvuloplasty and venous valve transplants have
been performed on animals , human application is planned after the follow-
up period for the animal study.

Conclusion : Getting rid of sutures is a significant advance in venous
reconstructive surgery . It saves time , avoids introducing thrombogenic
material in the vein lumen , and allows new technical possibilities . Isolated
leaflet transplant could be used more widely than segment transplant , as
the donor vessel is not ligated .
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P-5 Hemodynamic And Clinical Impact Of The Lateral
Embryonic Vein In Limbs With Klippel-Trenaunay
Syndrome
K. Delis, P. Gloviczki, P. Wehnbery, T. Rooke, D. J. Driscoll;
Mayo Clinic, Rochester, MIN

Background: A lateral embryonic vein has been reported in up to 40-70%
of limbs with Klippel-Trenaunay syndrome (KTS), a complex congenital
anomaly characterized by capillary malformations, soft tissue or bony
hypertrophy (or both) and varicose veins or venous malformations. This
study examined the hemodynamic and clinical significance of the lateral
embryonic vein in limbs with KTS.

Methods: Included were individuals with near-normal function of the
affected limb, and minimal foot hypertrophy. Exclusion criteria included
recent (1 year) thrombosis of the deep venous system, lymphatic
impairment (clinically), length discrepancy (> 2.5 cm) of the affected
limb, PAD (ABI<1.0), and cardiac disease. The study patients underwent
venous duplex, ascending venography, MRI, strain gauge plethysmography
(SGP) and a bone scannogram. The location of varicose veins or venous
malformations and their depth (subcutaneous and/or intramuscular) were
carefully noted. The severity of venous disease was determined according
to the Venous Clinical Severity Score (VCSS) and the CEAP clinical class.
Reflux complexity was expressed with the VSDS. Outflow obstruction
[Outflow Fraction at 1- and 4-secs (OF1 and OF4) in %], venous reflux
[Venous Filling Index (VFI) in ml/100 ml/sec], calf muscle pump function
[Ejection Fraction (EF) in %] and hypertension [Residual Venous Fraction
(RVF) in %], were determined in both limbs of the 17 study patients, 10
men and 7 women, age range 15 to 51 (median 25) years, using SGP.
KTS was diagnosed in 19 limbs (unilateral in 15 subjects, bilateral in 2).
A lateral embryonic vein was identified in 8 limbs of 7 patients, 3 women
and 4 men. Analysis was performed with the Mann-Whitney test. Data are
reported as median and interquartile range[igr].

Results | OF 1 OF4 | VFHI EF (%) RVF (%) | CEAP | VCSS VSDS
sec sec mi/100ml/sec

LEV () | 307 70,2 0.42 14 86 3 12 2

Limbs 21-354 | 49-82 | 0.28-0.53 11,6-19 | 76-87.1 3-3.3 10.8-13.3 | 1.8-2

LEV( |30 70 0.187 229 75 3 9 3.5

Limbs 26-39 53-77 | 0.12-0.32 16-25 69.4-77 3-4 7.5-11.5 | 2.75-4.5

P-value | NS NS 0.048 0.16 0.045 NS 0.28 0.02

PE 0.18 -6.0 10 2 -1.5

95%Cl 0to-0.38 -13to2 | 181004 -5t03 -3to0

LEV: lateral embryonic vein, PE: point estimate
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Conclusion: The presence of a lateral embryonic vein was associated with
a worse hemodynamic impairment among limbs with KTS. Despite of the
significantly less advanced patterns of venous reflux complexity, reflected
by the lower VSDS, limbs with a lateral embryonic vein had a twice as
high amount of venous reflux, a less efficient calf muscle pump, and an
increased RVF (a non-invasive measure of venous hypertension), mirroring
the worse venous clinical severity score recorded.
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P-6 A New Optional Spiral-Shaped Inferior Vena Cava
Filter: Evaluation Of Filter Behavior, Retrieveability,
And Venous Response In An Ovine Model
F. R. Arko, Ill", R. White?, G. Kopchok?, L. Lee?, C. K. Zarins®,
D. Rosenthal, M. Razavi, T. J. Fogarty®; 'University Of Texus
Southwestern Medicul Center, Dallas, TX, 2UCLA Harbor,
Torrance, CA, 3Stanford University, Stanford, CA, Atlantu
Vascular Specidlists, Aflanta, GA, 5St. Joseph Vascular
Institute, Orange, CA

Background: A new optional vena cava filter (Crux Biomedical, Inc.)
was evaluated in an ovine model. The filter is constructed from opposing
Nitinol spiral support elements and an ePTFE filter. It is self centering and
bi-directional allowing for retrieval from the internal jugular or femoral
approach using a standard snare.

Methods: Twelve (12) Crux vena cava filters (VCF) were deployed in the
inferior vena cava (mean diameter 16.4 £ 2.1mm) of 12 sheep (mean
weight 77.8 £ 6.4Kg) using the 6Fr Crux hemostatic delivery sheath. After
34 days, nine (9) devices were retrieved from the vena cava via femoral
or jugular access and the animals survived for an additional 28 days,
euthanized and the vena cava explanted for histological analysis. The
remaining 3 animals were euthanized and devices explanted in-bloc for
histological analysis. An additional sheep (n=1) was utilized to evaluate in-
vivo clot trapping. Blood was drawn into a sterile 18Fr sheath and allowed
to clot overnight. A 5x70 mm clot was introduced via femoral access and
filmed flouroscopically as it advanced to the VCF.

Results: The Crux VCF was implanted with a 100%(13/13) technical
success and accuracy to the intended infrarenal IVC. At 34 days contrast
enhanced venograms were taken on twelve (12) sheep. There were no
caval perforations, IVC thrombosis, or migrations. Retrieval of devices
were successful in all nine (9/9) animals via femoral access (n=5) and
jugular access (n=4) in a mean time of 9.6 £13.7min with an EnSnare
(InterV) retrieval snare. Completion venography following retrieval
demonstrated 100% patency with no evidence of perforations following
retrieval. Endoscopic evaluation of the in-bloc specimens (n=3) confirmed
structural integrity and freedom from fibrous formation of the ePTFE filter.
Histopathologic analysis of the in-bloc VCF (3/3) specimens revealed a thin
layer of neo-intima covering the Nitinol filter elements that were completely
free of cellular growth at 34 days. Sections from the IVC in which the VCF
was retrieved and the animal survived for 28d post retrieval and sacrificed
all demonstrated areas of slightly thickened intima. In-vivo clot trapping
demonstrated successful capture of the autologous thromboembolism in
the filter with continued patency of the IVC with survival of the animal.

Conclusions: These series of experiments have demonstrated successful
deployment, bi-directional retrieval, clot trapping and histological response
of the optional Crux Biomedical VCF in an ovine model.
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P-7 Withdrawn
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P-8 The Clinical Outcome Of Primary Lymphedema
Belonging To Hemolymphatic Malformation
J. Laredo, B. Lee, D. Deduton, R. Neville; Georgetowh
University, Washington DC

Background: Primary lymphedema in general represents a clinical
manifestation of truncular lymphatic malformation (LM) existing alone

as independent solitary lesion. But when it exists with other vascular
malformation as a component of hemolymphatic malformation (HLM), it
has been known to behave/respond differently especially when it coexists
with extratruncular LM lesions..

Methods: Retrospective analysis was done on N=66 HLM; N=42 had
primary lymphedema as truncular LM lesions, either alone (N=29) or
combined with extratruncular LM lesions (N=13). N= 24 out of a total
N=66 had only extratruncular LM lesions as lymphatic component of HLM.

All underwent standard evaluation as HLM for other combined vascular
malformation lesions in addition to the clincal and laboratory assessment
for the lymphedema including radionuclide lymphoscintigraphy.

Complex decongestive therapy (CDT) -based management was given to
the truncular LM lesions as a basic maintenance therapy to prevent further
progress of chronic lymphedema in most cases (38/42); N=4 underwent
compression therapy alone.

Among N=13 extratruncular LM lesions combined with primary
lymphedema/truncular LM lesions, N=6 was treated with ethanol/OK 432
sclerotherapy with various indications (e.g. lymph leakage).

Follow-up assessment was made clinically with a minimum of 6 months to
one year interval for an average of 5.2 years; additional evaluation with
lymphoscintiography was generally added when the sepsis and/or steady
progress of the disease should be combined.

Results: The management results of primary lymphedema (N=42) were
generally less effective with the progress of disease in majority when truncular
LM lesions were combined with extratruncular LM lesions (9/13); N=1
combined with extratruncular LM lesions developed a transient deterioration of
lymphedema following the excision of extratruncular LM lesions.

N=29 with primary lymphedema as solitary condition of LM belonging

to HLM showed relatively benign course with minimum progress of the
disease in majority (N= 25) (follow-up period-5.2 years); they maintained
satisfactory response to the therapy with stable clinical status (21/25) and
improved quality of life (23/25). N=4 with poor compliance out of N=29,
who stopped the therapy showed a deteriorated lymphatic status (follow-up
period-3.1 years) mostly following the recurrent sepsis episodes.

Conclusion: Primary lymphedema caused by truncular LM lesion behaves
differently when it coexists with extratruncular LM as a component of HLM
with generally poor responses. Its clinical management should coordinate
with other component management of HLM.
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P-9 Endovascular/Surgical Management Of Pelvic
Congenital Vascular Malformation
J. Laredo, B. Lee, D. Deuton, R. Neville; Georgetown
University, Washington DC

Background: A congenital vascular malformation (CVM) involving pelvic
organ/structure named as pelvic CVM is relatively rare condition to become
the cause of pelvic venous pathology, comparing to other pathologies. But the
pelvic CVM accompanies significant risks of morbidity/complication depending
upon its type, anatomical location and extent of hemodynamic involvement.

Retrospective analysis was made on the clinical experiences on pelvic CVM
to assess the efficacy of the endovascular/surgical treatment.

Methods: Among 1203 patients with various CVMs, a total of 95 patients
(mean age= 17.1 years, M=40, F=56) were identified for the internal and
external pelvic CVMs in various locations and extents: AV malformation
(AVM)=24, venous malformation (VM)=35, lymphatic malformation
(LM)=22, and hemolymphatic malformation (HLM)=14.

N=39 out of N=95 were confirmed for external pelvic CVM involving

hip, flank, buttock, perineum, and/or genitalia as independent lesion

with minimum connection to intrapelvic structures. All the diagnosis and
assessment of the extent/severity of the CVM were made based on various
combinations of non- to less-invasive tests and seldom required additional
invasive tests for the confirmation/differential diagnosis. Invasive study
was generally reserved as a road map for the proper disposition. Among
N=95 with pelvic CVMs, N=70 were indicated for the treatment with
various indications; N=61 underwent endovascular therapy with various
combinations of embolo/sclerotherapy, either as independent therapy
(N=45) or as preoperative adjunctive therapy (N=16) to subsequent
surgical therapy. N=9 underwent surgical therapy alone.

Results: N=45 with surgically inaccessble lesions received the endovascular
therapy alone and achieved excellent control in majority (39/45) with no
evidence of recurrence during the follow up period (3.7 years).

N=16 with surgically accessible lesions underwent preoperative adjunct
embolo/sclerotherapy and achieved excellent results through subsequent
surgical therapy in majority (12/16) with no recurrence (4.1 years).

N=10 with poor/unsatisfactory responses to the endovascular therapy
showed recurrence and/or progression on N=5 lesions (follow-up 3.8 years).

All N=9 treated with surgical therapy alone had excellent result except one
with recurrence within 2 years (4.0 years).

Conclusions: Pelvic CVM remains the most critical issue involved

to the pelvic vascular pathology due to its complex embryologic and
hemodynamic nature although overall incidences are low. Appropriate
combination of open surgical therapy and endovascular treatment with
various embolo/sclerotherapies can deliver successful outcome of the
management of pelvic CVMs.
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P-10 Clinical Experiences With Venolymphatic
Malformation - Combined Form Of Congenital
Vascular Malformation
B. Lee', L. Villavicencic?, J. Laredo’; 1Georgetown University,
Waushington DC, DC, 2Uniformed Services University of The
Hedilth Sciences, Bethesdu, MD

Background: The management of venolymphatic malformation (VLM),
also known as Klippel-Trenaunay Syndrome, has been known for its
complexity by multiple components: extratruncular and/or truncular
venous malformations (VMs) as well as those of lymphatic malformations
(LMs) in various combinations. A retrospective analysis was made on our
experiences with VLM for the selection of treatment priority based on the
degree/severity of involvement of each component of HLM.

Methods: Among N=108 VLM, N=66 who finished the management
were selected for the analysis. Each vascular malformation component
was assessed with duplex ultrasonography, whole-body--blood-pool-
scintigraphy, transarterial-lung-perfusion-scintigraphy, MRI/CT, and/or
lymphoscintigraphy.

Based on the severity/extent of each involved vascular malformation,
the treatment indication/priority was given to the ‘major’ lesion with
clinical significance.

Treatment indications included lymphatic leak, repeated lymphanagitis/
cellulitis, lymphedema, and chronic venous hypertension with intractable
symptoms.

N=66 HLMs were confirmed for various combinations of N=46 truncular VM,
N=24 extratruncular VM, N=32 extratruncular LM and N=42 truncular LM lesions.

Among N=46 truncular VMs, N=38 major lesions get the treatment priority
(marginal vein=32, phlebectasia /aneurysm=6); N=27 underwent marginal
vein resection; N=3 underwent deep vein reconstruction.

Among N=24 extratruncular VMs, N=6 out of N=16 major lesions
underwent ethanol scerotherapy.

Among N=32 extratruncular LMs, N=10 underwent either ethanol/OK-432
sclerotherapy (6/10) or a surgical excision (4/10).

N=42 truncular LMs received complex decongestive therapy (CDT)/
compression therapy for the control of lymphedema.

Follow-up assessment was made every 6 months.

Results: Among N=30 major truncular VMs which underwent marginal
vein resection (N=27) or deep vein reconstruction (N=3), N=24 achieved
complete relief of venous reflux/hypertension following marginal vein
resection and maintained satisfactory results (average follow-up 3.2
years), and N=2 out of N=3 also kept excellent results following deep vein
reconstruction in interim assessment (3.8 years).

All N=6 extratruncular VMs which underwent a total of 33 sessions of
ethanol sclerotherapy achieved successful control of the lesions through
interim follow-up period (3.6 years). .

96



N=4 out of N=6 extratruncular LMs which underwent ethanol/OK-432
sclerotherapy showed excellent response and maintained satisfactory results
(3.3 years); all N=4 extratruncular LMs which were treated with surgical
excision achieved excellent results with no evidence of recurrence (3.1 years).

Among N=42 truncular LMs which underwent chronic lymphedema care,
the majority (30/42) with good compliance maintained satisfactory
condition during the follow-up period (3.1 years), while other non-
compliant N=12 deteriorated.

Conclusions: Appropriate assessment and identification of each ‘major’
vascular malformation lesion involved to VLM are mandated for the safe
management of VLM with various components.

Clinical management can be improved by appropriate selection of the
treatment priority for major lesions of each vascular malformation
component involved to VLM.
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P-11 Metalloproteinase Expression Is Increased In Venous
Aneurysms
C. Irwih, A. Synh, M. Griffin, L. Pounds, L. Killewich, G. C.
Hunter; Univ. of Texas Medical Branch, Galveston, TX

Background: Venous aneurysms (VA) are rare with approximately 360
cases reported in the literature. Although VA have been described in
association with the majority of the major central and peripheral veins,
their pathogenesis is poorly understood. In this study, we report 7 patients
with 8 venous aneurysms describe their clinical presentation and analyze
venous tissue to determine the possible role of metalloproteinases (MMPs)
in the pathogenesis of these lesions.

Materials and methods: Five micron paraffin embedded sections of
venous tissue obtained at surgery from 5 venous aneurysms was examined
by histology and immunohistochemistry and compared with normal
saphenous vein (NSV) N=5 varicose veins (VV) N=5 and aneurysmal
varicose vein (AVV) N=5. All specimens were stained with H&E, Movats
pentachrome stains and with specific antibodies to CD68, MMP2, MMP9,
and MMP13.

Results: The two patients with upper extremity venous aneurysms
presented with local pain and were successfully treated by ligation and
excision. The 4 patients with 5 popliteal aneurysms presented with lower
extremity edema and leg pain. One patient presented with DVT and PE.
Four popliteal aneurysms were successfully treated with venorrhaphy and
1 with a spiral saphenous vein bypass graft which subsequently occluded.
The mesenteric VA was an incidental finding in a patient undergoing
exploratory laparotomy. Histologically, VA and VV showed attenuation

of the circumference of the venous wall and fragmentation of the elastic
lamellae when compared to NSV. Whereas, in AVV, there was additional
attenuation of part of the venous wall. The mesenteric aneurysm showed
evidence of medial calcification and thrombus was present in one of

the popliteal aneurysms. When compared to NSV, VV, and AVV, VA had
significantly increased expression of MMP2 and MMP9 in endothelial

cells, smooth muscle cells, macrophages and adventitial microvessels
with only occasional cells staining with MMP13.Conclusions: Popliteal VA
were the most common form of aneurysm seen in this study. Surgical
therapy can be undertaken with resolution of symptoms in the majority of
patients. When compared to NSV, VV, and AVV MMP2, MMP9 expression
was significantly increased in venous aneurysms. This observation in
conjunction with the significantly greater attenuation of the venous wall in
venous aneurysmal lesions suggests a possible causal role for MMPs2 and 9
in their pathogenesis.
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P-12 Local Anaesthesia With Adjuvant Relaxation Therapy
For Varicose Vein Surgical Treatment
S. Chastanet!, P. Pittalugc?, M. Zemor®,
A. Aime®; 'Riviera Veine Institut, Nice, France, ?Riviera Veine
Institut, Cagnhes-Sur-Mer, France, 3Clinique Saint Jean,
Cuaghes-Sur-Mer, Frahce

Background: Relaxation therapy (RT) is commonly used during dentistry
and plastic surgery procedures. Since 2004, we decided to use RT in
association with local tumescent anesthesia (LTA) for varicose vein (VV)
surgical treatment to avoid parenteral anaesthesia.

Methods: Non-selected consecutive patients operated on for VV were
studied. Type of anaesthesia, pain (visual analog scale VAS) and quality of
life (SF-12 questionnaire) were recorded and analized prospectively.

Results: A total of 92 patients (68 females, 24 males), age ranged from
23 to 78 years (mean age 54.9 y) have been operated on day surgery.
We used adjuvant parenteral anaesthesia (APA) (benzodiazepines and
morphinic) in association with LTA for 46 patients (group 1) and RT in
association with LTA for 46 patients (Group 2). Demographics, CEAP class
and surgical gestures were similar in group 1 and group 2. There were no
significant differences on peroperative and postoperative pain VAS and
quality of life (QoL) at D8 between group 1 and group 2. RT failed for ten
patients (21.7%) for who postoperative pain VAS was higher (3.78 vs
2.78, p<0,001) and postoperative QoL was worse than in group 1 (SF-12
physical component 73.4 vs 93.5, p<0.05, SF-12 mental component 29.8
vs 55.3, p<0.01). RT succeeded for 36 patients with better results on SF-
12 mental and physical components than in group 1 (55.3 vs 36.5 p<0.01,
93.5 vs 85.3 p<0.05).

Conclusions: RT and APA were equivalent on postoperative pain and QoL
for the surgical treatment of VV under LTA. A preoperative selection and
preparation of patients for RT might improve postoperative QoL.
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P-13 Mid-Term Follow-Up After Pharmaco-Mechanical
Thrombolysis For Lower Extremity Deep Venous
Thrombosis
A. P. Gaspuairis', N. Labropoulos?, A. Tussiopoulos’, B. Phillips’,
J. Pagan', C. Lo', J. J. Ricottd!; 'SUNY Stony Brook, Stony
Brook, NY, 2UMDNJ-New Jersey Medicul School, Newdark, NJ

Background: To provide follow-up evaluation of patients treated with
pharmaco-mechanical thrombolysis for proximal lower extremity deep
venous thrombosis (DVT).

Methods: Retrospective analysis of patients treated with mechanical
thrombolysis of acute DVT between January 2001 and June 2006. Patients
were brought back for evaluation. They underwent complete history and
physical, Venous Clinical Severity Scoring (VCSS), Venous Segmental
Disease Scoring (VSDS) and Venous Disability Scoring (VDS).

Results: Ten patients were available for evaluation, three patients had
expired and seven patients could not be contacted. Average age was 38
years (19-58), there were seven women and three men. Nine patients

had ileo-femoral-popliteal DVT, with two extending into the inferior vena
cava, and one patient had isolated femoral-popliteal DVT. All patients were
treated with both pharmacologic and mechanical thrombolysis; average
treatment time was 22 hours. Average follow-up was 20 months (5-58
months). Eight of 10 patients had a Venous Disability Score (VDS max 3) of
less than or equal to 1. Seven of 10 patients had a Venous Clinical Severity
Score (VCSS max 30) of less than or equal to 5 and none of the patients
had advanced clinical signs of venous insufficiency (C4-C6). In addition

the Venous Segmental Disease Score (VSDS max 20) was less than 5in 9
out of 10 patients. Some degree of reflux or obstruction was detected in

all patients. All but one patient had partial obstruction and four had reflux.
However, due to the small sample size it was not possible to associate the
extent of the pathology with the clinical scores.

Conclusions: Thrombolysis of lower extremity DVT has been shown to
have very good early clinical results but there is no long term data on

its advantage over anticoagulation in the prevention of post-thrombotic
syndrome (PTS). The patients that were followed up had minimal to mild
disability at an average of 20 months. None of the patients had advanced
clinical signs of venous insufficiency (C4-C6) with 8 of 10 patients having
minimal or no symptoms. These data suggest that pharmaco-mechanical
thrombolysis of lower extremity DVT may have a role in preventing the
development of advanced PTS.
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P-14 Intermittent Compression Of Leg Veins By Stiff Material
During Ankle Movement
H. Partsch’, B. Partsch?; "Mediical Uniersity Viennd, Vienha,
Austria, ?Private Practice, Vienna, Austria

Background: High pressure bandages, but not compression stockings
are able to reduce ambulatory venous hypertensionl . The mechanism of
action is not well understood.

To measure changes in venous diameter on deep leg veins by external
compression and during venous pumping.

Methods: A blood pressure cuff containing an ultrasound permeable
acetate window (Echocuff®, VNUS Medical, USA) on the calf is inflated
to 40 and 60 mmHg in the sitting position. The pressure cuff is taken as
a model for a stiff compression bandage with a defined pressure. The
diameter of one tibial posterior vein (PTV) is measured by Duplex with
the foot on the ground and after one maximal dorsiflexion. The pressure
changes in the cuff during this manoeuvre are registered visually on the
pressure manometer.

Up to now 5 healthy volunteers and 4 patients with deep reflux were investigated.

Results: Without ankle movement the pressure of 40 mmHg led to a
minor reduction of the average PTV diameter (n.s.). Significant narrowing
(p<.05) of the PTV was achieved by a pressure of 60 mm Hg with a
complete occlusion in two cases. Dorsiflexion without compression induced
a minor, non-significant reduction of the average diameter of the PTV. With
a cuff pressure of 40 and 60 mmHg one dorsiflexion of the foot achieved a
significant narrowing (p<.001) of the deep vein with a complete occlusion
in 4 and 6 cases respectively.

By inflating the cuff to 40 and 60 mmHg, dorsiflexion led to a further
pressure increase in the cuff to 53 and 77 mmHg in average simulating the
working pressure of a stiff bandage during walking.

Conclusions: A pressure of 60 mmHg applied to the lower leg is able to
narrow deep leg-veins in the sitting position. An intermittent occlusion
could be observed during dorsiflexion of the foot, when the cuff pressure
climbed to an average of 77 mmHg. This mechanism could act as a

kind of “artificial valve” explaining the reduction of ambulatory venous
hypertension by external compression even in patients with congenial
absence of valves2 and may be a valid model for the improvement

of deep venous hemodynamics by inelastic bandages in patients with
venous insufficiency.

1 Partsch H . Improvement of venous pumping function in chronic venous
insufficiency by compression depending on pressure and material.

VASA 1984; 13:58-642 Partsch B, Mayer W, Partsch H. Improvement

of ambulatory venous hypertension by narrowing of the femoral vein in
congenital absence of venous valves. Phlebology 1992; 7: 101-104
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P-15 Multicenter Evaluation Of The Diagnostic Criteria of
The Corona Phlebectatica
H. Partsch’, B. Partsch?; "Mediical Uniersity Viennd, Vienha,
Austria, 2Private Practice,  Vienha, Austria
J. UhI', P. Carpentier?, A. Cornu-Thenard®, P. Antighan#, H.
Partschs; 'Varicose Veins Surgical Center, Neuilly Sur Seihe,
France, 2University Center Of Lu Lechere, Grenoble, France,
3Suint Antoine Hospital, Paris, France, 4St Giovannhi Hospital,
Roma, Italy, SWilhelminenhospital, Wieh, Austric

Background: The Corona Phlebectatica (CPh) was described by van

der Molen in 1960 as the association of three items: dilated veins (“cup-
shaped” dilatations), venules (red and blue telangiectases) and capillaries
(“stasis spots”) in the paraplantaris area.

CPh was used in the Widmer classification for the characterization of the
first degree of chronic venous insufficiency (CVI 1)

A significant correlation was recently found between the CPh and the
clinical severity of the CVD

However, the CPh is not taken into account in the CEAP classification,
mainly because of the absence of practical (operational) diagnostic criteria.

The aim is to define and validate operational criteria for the clinical
diagnosis of the CPh.

To evaluate where should be the best place of the limbs with CPh in the
CEAP “C” classes.

Material and methods: A multicenter study was carried by 8 angiologists
and a surgeon from France and Italy from May 1st to July 30th , 2006.
265 Patients (530 lower limbs) were included: of at least 18 years old,
seeking medical help or advice for CVD, with visible dilated vessels of any
kind in the submalleolar area at least on one leg. Both legs were assessed,
with collection of the items of the CEAP “C” classes, check of the presence
or absence of the 3 CPh items on each leg in the paraplantaris area. The
external validity of each CPh item and of their combinations was assessed
againt the CEAP “C” classes, using rank correlations.

Results: There were 46 men (17,3%). Mean age 58 years (interquartile
48-70) and 27 post-thrombotic syndromes. The repartition of the « C »
classes was as follows : C0=6.0% C1=28.7% C2=41.9% C3=12.8% C4a=
5.1% C4b=2.6% C5=2.3% C6=0.6%

Cup shaped dilatations are poorly related to “C” classes, contrasting with
significant correlations for red (r=0.17) and blue (r=0.32) telangiectases
(p<0.01). However, these telangiectases are already highly prevalent In C1
and C2. As a single item, stasis spots give the best correlation with “"C” classes
of ascending severity (r=0.44; p<.001), and the association of stasis spots
and red/blue telangiectases give the best prediction (r=0.49; p<.001).

Conclusion: The clinical definition of the Cph should be restricted to the
association of stasis spots and red or blue telangiectases can be improved
to acheive a better operational criteria for the diagnosis.
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P-16. Superimposition of Compression Stockings (CS) With An
Increased Stiffness In The Treatment Of Open Venous Ulcer
E. BLIN', J. BENIGNFE, A. Corhu-Thénard?, J. UhP; THOpital
BEGIN, St,Mundeé, France, 2French University Group For
Medicul Compression Study, Paris V, France

Background: Compression is the basic treatment for non healing venous
ulcer (grade A). There are no clear differences in effectiveness of different
types of compression. The compliance in the elderly patients and the cost-
effectiveness in patients with leg ulcer have not been well investigated.

Methods: . To measure the interface pressure on the medial aspect of the
lower leg at the transition of the gastrocnemius muscle into the Achille’s
tendon (B1 point) of a new device (CS) in a supine position and after a
dorsiflexion in healthy subjects

. To calculate the static stiffness index (SSI)
. To realize a wearing test to appreciate the tolerance of the CS

. To compare the healing rate after a 6 week treatment between the CS and
2 long stretch bandages (superimposition of 50 %)

The compression system, consisting 2 compression stockings (CS)* make up
the device:

an understocking with no pressure on the foot and a 15-20 mmHg at the
ankle and a very low degressive slope.

. an overstocking with an open foot and a 23- 25 mmHg at the ankle

At night, only the understocking is worn. A particular weaving of the
stockings increase the friction between the two CS

The foot material of the understocking is build up as a put on device, which
allows an easy put on of the second stocking. The interface pressure is
measured at B1 point using a Kikuhime device with a small probe in 20
legs of 10 healthy subjects in a supine position and after a dorsiflexion. A
wearing test is realized for 5 complete days in 10 legs of 5 healthy subjects
A comparison of 2 groups of 30 patients with an open ulcer after a 6 weeks
treatment is realized

Results: The mean of B1 pressure is 37 mmHg (SD+/- 1.2 mmHg) in a
supine position and after a dorsiflexion 54.5 mm Hg (SD+/ 3 mmHg)

The mean SSI is 17.5 mmHg (SD : +/- 3 mm Hg) or 47%.
The wearing test shows the good tolerance of the CS

There is no significant difference of healing rate between the 2 devices of
compression after 6 weeks

Conclusions: The stiffness of the compression system is higher than for
compression stockings (long stretch) due to increased stiffness but with

a warranty of pressure. The cost-effectiveness is better than a multilayer
bandage due to shorter time for application and a higher number of
persons being able to put on the device without help. The tolerance and the
compliance were good.
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P-17 Treatment of Chronic, Idiopathic Inferior Vena Cava
Thrombosis With Endovascular Stents
H. Bjarhason, S. R. Paulsen, W. E. Wysokinski, A. A. Duhcan,
M. Kdira, P. Gloviczki; Mayo Clinic, Rochester, MIN

Background: Inferior Vena Cava (IVC) occlusion often leads to significant
debilitation. This constellation of symptoms includes ascites, lower
extremity edema and pain, back pain, and other sequelae of venous
insufficiency in the lower extremities including the whole aspect of the
postthrombotic syndrome. Due to the severe impairment caused by IVC
syndrome, and because these symptoms are resistant to medical therapy,
more aggressive treatment has been sought. Surgical management is
associated with significant morbidity and many patients are poor operative
candidates. For this reason, an endovascular therapeutic approach is
compelling. The purpose of this study is to present our experience with
twelve consecutive patients treated with endovascular stents for alleviation
of symptoms secondary to IVC occlusion of any cause.

Methods: A computer search identified twelve patients who were treated
for IVC occlusion with endovascular stents from November 2001 through
March 2005. Of this group, eight were male and four were female. The
mean age of these patients was 36.9 years (range 18-49). Ten of these
twelve patients also had stents placed into adjacent iliofemoral venous
segments. Chronic obstruction was defined as symptoms or radiological
evidence of occlusion lasting for at least three months.

Results: Technical success was achieved in all 12 patients. 79 stents were
used (range 2-9; median 6.6). All 12 patients were seen back for follow-
up at least once (mean number of follow-up visits=2.67, range=1-5).

The mean time between procedure and final follow-up was 501+ 97 days
(range=39-996). All recanalized IVC remained patent and notably, only
one patient’s IVC required intervention during the follow-up. Instead of
artificially separating out the IVC as a separate data point, the actuarial
patency is as follows. Four patients had reocclusion or narrowing of one or
more of the stented iliac or femoral venous segments. One of these four
patients required only angioplasty but the remaining patients underwent
thrombolysis and/or additional stent placement. The mean initial Venous
Clinical Severity Scores (VCSS) was 9.4 + 1.4. At first follow-up, the VCSS
decreased significantly to 5.3 £ 1.4 (p=0.001). At the most recent follow-
up, the VCSS remained decreased at 5.6 £ 1.5 (p=0.002).

Conclusions: Recanalization of chronically thrombosed IVC and iliac veins
is a safe procedure. We have observed significant clinical improvement
following the procedure and the clinical and technical success appears to be
lasting in the short follow up we have.
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P-18 Ergonomics of Female Employment And Venous Disease
F. A. Allaert!, M. Cuzaubonr?, Y. Lecomte’; Iceren Esc &
University Hospital, Dijon, France, ?american Hospital, Paris,
France, Suniversity Dijon, Dijon, France

Background: Describe the employment conditions of women with chronic
venous disorders of the lower limbs in order to provide some information to
occupational medicine.

Methods: Cross sectional study conducted by general practitioners who
describe the first 3 women, between 18 and 65 years of age, who were
employed and who presented with at least CEAP stage I venous disorders.

Results: Occupations held by these women indicate significant departures
from the general population with an over representation of industrial
workers (18.6% vs 11.9%) and an under representation of intermediate
professions (12.5% vs 26.6%), (P<0.001). At work, 78.2% (n= 4 143) of
the women remained standing for 6.2+2.4 hours per day and/or 52.3%
(n=2 771) were seated for prolonged periods, 28.9% (n=1 503) were
exposed to sources of high heat on the legs and 18.2% (n=947) wore
garments that compressed the abdomen. Conditions favourable to the
ergonomic evolution of their workstation are limited: only 9.2% (n=397)
thought it is possible to reduce the time they spend standing; 10.1%
(n=319) the time they spend sitting; 12.9% (n=189) their exposure to
heat. Combating these factors appears difficult: 74.3% (n=3 883) state
that they do not have sufficient breaks to rest their legs, 38.9% (n=2 053)
that they do not have the opportunity to stretch their legs and 42.5%
(n=1 395) that compression stockings would be permitted, but would

be a hindrance in their work (85.6%, n=4 503). For 27% (n=1 424) of
respondents, these problems significantly increase the arduousness of their
work and 73.7% (n=3 870) think their working conditions have worsened
their venous distress.

Conclusions: Women who consult for venous problems are employed
in work which are characterized by unavoidable conditions constituting
undeniable venous risk factors for venous disease and occupational
medicine does not pay enough attention to the “ladies legs” at work.
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P-19 Treatment of Chronic Major Deep Venous Thrombosis
With Excimer Laser Thrombolysis
M. W. MoritZ!, H. Agis’, L. S. Kabnhick', M. Ombrellino’, P.
B. Haser?; 'Vein Institute Of New Jersey, Morristown, NJ,
’Monhmouth Medicaul Center, Long Branch, NJ

Background: Deep venous thrombosis (DVT) is a significant health
problem in the USA, with approximately 300,000 cases annually.
Postthrombotic syndrome (PTS) can begin within months after thrombosis
initially occurs, leading to disability with edema, dermatitis, pain, and
ulceration. DVT treatment with anticoagulation, elevation, rest and elastic
compression often fails to restore affected veins to normal function. When
DVT is chronic (present three weeks or more), residual obstruction and
reflux often remains, predisposing to PTS, especially with large truncal
veins involved. Aggressive early measures are therefore now more
commonly employed to lyse DVT, with percutaneous methods that include
catheter-based devices for thrombus removal and/or dissolution. Here,
we report a new method, excimer laser thrombolysis, utilized to reopen
chronically obstructed major truncal veins in nine symptomatic patients.

Patients and methods: All patients exhibited edema, pain and compromise
of limb function, eight had discoloration, and two could not rehabilitate
after injuries due to limb size and heaviness. One had phlegmasia cerulea
dolens and another venous stasis ulceration of the leg. Eight were men. The
one woman was one month postpartum with undiagnosed thrombophilia,
multiple prior episodes of DVT, and inadequate prophylaxis. Three upper
and eight lower limbs were affected. All upper limb cases were patients who
underwent chemotherapy for cancer (one each pancreatic, neuroendocrine,
prostate), and two of these had ipsilateral implanted perfusion ports.
Occlusions ranged in age from two months to 15 years. All patients
underwent venography, after which the treatment objective was to lyse any
acute thrombus component, and cross the chronic occlusion with one or
more guidewires to allow balloon dilation and stenting, as needed.

Results: Venography demonstrated occlusion in all cases, including
segments of three subclavian-innominate, seven iliac, and four femoral
veins, and two inferior vena cavas. Two occluded segments were crossed
by guidewires and lysed of acute thrombus by rheolytic technique but
needed laser treatment to pass a balloon through chronic thrombus.

Four segments were initially uncrossable by guide wires, requiring laser
treatment to provide a path for the wires. Four, without acute components,
were crossable by wires but utilized laser as a primary means of clot lysis
for balloon passage. Two vessels were not successfully rechannelled, due
to tortuous anatomy in one and dense scar in another. All others were
successfully reopened with resulting large lumens

Conclusion: These early results demonstrate the feasibility and safety of
excimer laser for reopening chronically occluded truncal DVT for relief of
disabling symptoms.
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P-20 Abdomino Pelvic Venous Assessment with Duplex
Ultrasound (Transvaginal snd Transparietal)
A. Sanchez, J. Ledl, S. Zubicou, L. Del Campo, F. Suihz;
Hospital Ruber Internacional, Madrid, Spdin

Background: To show the usefulness of the duplex ultrasound
(transparietal and transvaginal) in the assessment of the abdomino-pelvic
chronic venous insufficiency.

Methods: We have reviewed the findings of 726 patients examined with
ultrasound due to a clinical picture of pelvic insufficiency for the last three
years. We have compared the iliocavographic findings with those of the
study with duplex ultrasound (DU).

Results: We have found three morphohaemodynamic patterns in the
transvaginal DU:

Normal. Non dilated veins <5 mms without reflux.

Gonadal/Hypogastric Insufficiency. Flow of slow velocity with dilatation and
stasis at rest and with reflux.

Derivative varicose veins. Flow of high spontaneous velocity, with
morphological dilatation, without clearly noticeable reflux. It is present in
patients with May Thurner syndrome, in thrombosis or anomalies of the
iliocaval sector and in the Nutcracker phenomenon. In the transabdominal
study the presence of asymmetry in calibre and flow of the iliac veins is
correlated with May-Thurner syndrome or iliocaval thrombosis. In those
cases the assessment of flow in the left hypogastric vein at rest presents
an inverted flow. In the Nutcracker syndrome a ratio of velocity >5 is
correlated with the presence of a significant pressure gradient in the
invasive tests.

Conclusions: Duplex ultrasound distinguishes between the centripetal
haemodynamic manifestations (venous obstruction, May Thurner,
nutcracker) and the centrifugal ones (insufficiency of gonadal veins and/or
hypogastric) favouring a diagnostic orientation (need or lack to perform
iliocavographic assessment) and/or therapy (conservative management,
embolization or endoprotheses).
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P-21 Withdrawn
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P-22 New Limb Compression Device Increases Skin,
Muscle, and Bone Microvascular Flows
A. R. Hargens, B. R. Macias, T. B. Neuschwanhder, Q. Zhahg,
University of Cdilifornia, Sun Diego, Sun Diego, CA

Background: Compression therapy is often used to improve lower
extremity wound healing. Various compression devices such as Unna’s boot,
compression stockings, and intermittent pneumatic compression increase
muscle and skin blood flows about 10-30% (Bochmann et al. J Appl Physiol
99: 2337-2344, 2005; Morris et al. Arch Orthop Trauma Surg 125:348-
354, 2005; Junger et al. Microcirculation 7: S3-S12, 2000). Improved
technology to increase skin, muscle, and bone blood flow beyond the limits
of current devices may enhance wound and possibly, bone fracture healing.
We hypothesize that lower extremity compression with a simple and new
device will increase skin, muscle, and bone microvascular flows to levels
significantly higher than previously documented with other devices.

Methods: A simple compression device was placed around the lower
extremity and inflated to 40 mmHg. A noninvasive photoplethysmography
(PPG) probe was placed on the skin overlying the tibialis anterior muscle
to measure both skin and muscle microvascular flows continuously
(Zhang et al. Eur J Appl Physiol 84: 448-452, 2001). A second PPG

probe was placed on the skin overlying the anterior surface of the tibial
diaphysis to measure bone microvascular flow continuously. PPG peak-
to-peak amplitudes were normalized to baseline (100%) and mean data
were compared using paired t-tests.

Results: During compression with our new inflatable device, skin
microvascular flow (mean = SE) increased significantly to 168+31%
(p<0.05 compared to 100% control, baseline value) and muscle
microvascular flow increased significantly to 228+37% of the control,
baseline value (p<0.01). Bone microvascular flow increased significantly
to 184+19% during compression compared normal baseline (p<0.005).
The device did not touch the skin when inflated except at the

proximal seal, did not obstruct venous return, and was comfortable at
compressions levels up to 40 mmHg.

Conclusions: Our new compression device for the lower extremity
increases skin, muscle, and bone microvascular flows to levels greater
than previously reported and thus, may enhance wound and bone-fracture
healing. Although our results are counterintuitive, they may be explained
by a myogenic response within skin, muscle, and bone. Bochmann and
co-workers (2005) attribute a similar increase of arterial perfusion to a
myogenic effect when the human forearm is compressed at pressures
ranging from 13 to 23 mmHg. Morris and associates (2005) document a
10.6% increase in bone uptake of a radiopharmaceutical during 60 mmHg
intermittent pneumatic compression of one-minute durations. In summary,
our novel device raises microvascular flows in the leg to levels between 168
and 228% of normal at compression levels of 40 mmHg.
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P-23 Experience in the Treatment of the Varicose Vein
Using Endovenous Laser
S. Shokoku, Viarix Ambulatory Surgery Center, Okayama
Duiichi Hospital, Okayama-Shi, Jupan

Background: The objective is to report the experience of Japanese varix
ambulatory surgery center in the ablation of the varicose vein using
endovenous laser.

Methods: This study includes 126 procedures in 116 extremities in 87
patients with incompetence of 101 greater saphenous veins (GSVs), 25
lesser saphenous veins (LSVs) treated with 980 nm Diode laser energy.

Saphenous veins were accessed with puncture with 18G needle or a mini-
wound approach. A 400 or 600 micron bare tipped laser fiber was passed
through a previously placed catheter in the target vein and positioned

2 cm below the sapheno-femoral junction (SFJ) or sapheno-popliteal
junction (SPJ). The correct position of the fiber tip was confirmed by
ultrasound or direct visualization of the red transluminant light beam of
the laser fiber through the skin.

Tumescent anesthesia was delivered perivenously under ultrasound
guidance. Diode laser energy at 980 nm was applied at 8 - 13 Watts in
continuous mode to the saphenous vein.

The patients were instructed to restart normal activities the day after
surgery with an elastic support stocking over an elastic bandage with
compression pad for one day and an elastic support stocking for the
following 14 days.Patients were evaluated clinically and with duplex
ultrasound at one week, 1, 3, 6, 12 months and yearly thereafter to
assess treatment efficacy and adverse reactions.

Results: The floating thrombus was found at SFJ in 78 years old man

3 days after the ablation. Thrombectomy with high ligation of SF] was
done additionally. Two patients presented early recanalization and one
needed reintervention. Postoperative bruising was minimal and observed
in almost all patients. One skin burn, one moderate pain, one parasthesia,
some pigmentation and some phlebitis were also occurred. No deep

vein thrombosis and no pulmonary embolism (PE). Successful occlusion,
defined as vein occlusion with absence of flow was noted in 100 GSVs
(99.0%), and 24 LSVs (96.0%). No intraoperative complications.

Conclusions: Endovenous laser treatment of varicose vein seems to offer
a safe and valid alternative to conventional surgery. Excessive dilatation
near the junction to deep vein is one of the contraindications because of
the risk of PE. Continued evaluation with a larger numbers of patients and
longer-term follow-up are needed to define the further role of endovenous
techniques as treatment in patients with chronic venous insufficiency.
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P-24 Comparison of a Combination Diode-Laser and
Radiofrequency Device (Polaris;) And A Long-Pulsed
1064-Nm Nd:YAG Laser (Lyra) On Leg Telangiectases
Histologic And Immunohistochemical Analysis
N. Sadiick; Weill Medical College Cornell University, New York, NY

Background: Several devices have been proposed for the treatment of leg
telangiectases. For most of these devices the histologic changes induced in
the dermis are not well characterized.

Methods: Three volunteers with Grade I-II red and blue 0.1-2.0mm leg
telangiectases were treated with the Lyra (Laserscope, San Jose, CA)and
the Polaris (Syneron Medical, Ltd, Yokneam, Israel) devices to the left and
right legs, respectively. Two 3-mm punches were taken from either site
seven days after treatment. The specimens were routinely processed and
also stained for elastic tissue and collagen tissue.

Results: After treatment, specimens treated with both Polaris and Lyra
showed intermediate-sized vessels with complete thrombosis and extensive
hemorrhage in both dermis and subcutis. The overlying epidermis also
evidenced damage characterized as focal full-thickness necrosis. Special
stains confirmed the damage to the vessels. All other skin structures were
morphologically unremarkable. An average of 50-75% clinical clearing
occurred using both modalities of a single treatment session.

Conclusions: Our study confirms that both devices result in severe
damage to small intermediate-size vessels thus explaining the reported
clinical improvement of leg telangiectases. The expression of hsp70 in the
dermal vessels and overlying epidermis is consistent with a direct thermal
effect delivered by either device.
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P-25 An Evaluation of Post-Sclerotherapy Laser
Compression And lis Efficacy In The Treatment Of Leg
Telangiectasias
N. Sadick; Weill Medicdl College Cornell University, New York, NY

Background: The present study examined the role of compression in the
treatment of Class I-II venulectasia utilizing the Pulsed Dye Laser.

Methods: Thirteen patients were treated with cosmetic leg veins size 0.5
to 1.0 mm in diameter with the Long-Pulse Tuneable Dye Laser (Vbeam®).
A surface area of 5 cm2 of vessels was treated on bilaterally symmetric
thighs. Class II compression (30-40mm Hg) hose was applied immediately
following treatment to the left thigh only and were left on during waking
hours for a period of 7 days. Post sclerotherapy results and complication
profiles were analyzed and graded after one treatment session by two
independent blinded observers.

Results: There was no significant difference in treatment clearing parameters
or side effect profiles in the compressed vs. hon-compressed or control (p <
0.05) in terms of post treatment edema, pigmentation and matting.

Conclusions: Preliminary studies suggest that compression does not
alter the therapeutic efficacy or complication profile of Pulsed Dye Laser
treatment of Class I-II venulectasia. Further studies on an expanded
patient population are in progress.
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P-26 First Experience of Application of Laser Coagulation
For Venous Malformations
V. N. Dun, S. V. Sapelkin, G. I. Kuntsevich; A.V.Vishhevsky
Institute Of Surgery, Moscow, Russian Federdtion.

Background: Endovasal laser coagulation is a prospective method of thermal
obliteration of low extremities veins but there is practically no experience of
its application for treatment of angioplasias in the world. In our view it is an
extremely important trend. The aim of the study was to estimate potentialities
of endovasal laser coagulation in patients for venous dysplasias.

Methods: Domestic compact highly energetic diode laser generating ray
1030 nm in peak range of haemoglobin and carboxihaemoglobin absorption
was used for endovasal laser coagulation. Method was used as a stage

of combined surgical intervention in 3 patients with venous-cavernous
angiomatosis of low extremities for elimination of embryonic veins in area
of thing and shin lateral surfaces. Preoperatively thorough US examination
of angioarchitectonics and marking of dysplastic veins for endovasal laser
coagulation were done. In one case the method was used on embryonic
vein (influence rate -18 w, influence extension -25 cm) along upper third of
a thing and iliac area (maximal diameter not over 15 mm) after resection
of thing angiomatosis, ligation of atypical perforated veins and plastics of
wound surfaces with local tissues. In two cases the method was used on
shin dysplastic veins (not over 8 mm in diameter, influence extension - 10-
15 cm, influence rate - 23-25 w). Skin was protected by the method of
maintaining of hydraulic pillow. To control the results Dupplex scanning was
performed in 7 days, one and six months after operation.

Results: There were no complications after endovasal laser coagulation.
Application of the method on dysplastic veins of shin demonstrated their
complete obliteration (follow-up time - 5-6 months). In the first case
recanalization of embryonic vein along upper third of a thing was observed
in @ month. It occurred through insufficient influence rate of laser radiation.

Conclusions: Taking into account our short experience, one can assume
that in maintenance of definite conditions the application of endovasal laser
coagulation is able to diminish significantly intraoperative traumatization
and to achieve obliteration of pathological veins difficult to approach. Best
results in such cases can be achieved with application of highly energetic
lasers (20-25 w) with wave length over 1000 nm. For more objective
assessment of long-term results development of technical characteristics of
laser radiation with further follow-up of such patients is necessary.
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P-27 Radiofrequency Ablation of Incompetent Perforator Veins
G. B. Nackman, K. Karag, R. Shafritz, L. Brevetti, A. Graham;
UMDNJ-Robert Wood Johhsonh Medicul School, New
Bruhswick, NJ

Background: Radiofrequency ablation (RFA) is a nhew, minimally invasive
percutaneous endovenous technique for ablation of incompetent perforator
veins of the lower extremity. It offers the advantage of being able to be
performed under local anesthesia. To evaluate the early results of this
procedure, we reviewed perforator closure success rates, healing of venous
stasis ulcers and complications.

Methods: Between July 2005, and June 2006, endovenous perforator ablation
was performed on 32 perforator veins in 22 limbs of 18 patients. Closure was
performed using the Vnus ClosureRFS Stylet and the Model RFG2 advanced
radiofrequency generator using ultrasound guidance. All patients underwent
duplex scanning post procedure to confirm perforator closure. Postoperative
surveillance was repeated during the first week post-procedure.

Results: According to the CEAP classification, 10 limbs were C2-C4, and
12 were C5-C6. 8 limbs of 6 patients had active ulcers. Deep venous

reflux was noted in 11 limbs of 6 patients. 18 patients underwent prior

or simultaneous RFA of the greater saphenous vein, 3 patients the lesser
saphenous vein. At completion of the procedure, occlusion of the perforator
veins was confirmed in 100% of veins treated. At one week, however,
failure of ablation was noted in 22% of veins (5 patients) treated. 2
patients underwent successful re-treatment by RFA. No patient had a

DVT noted on the post-procedure duplex. No peri-operative mortality

or complications occurred. All patients with active ulcers healed post
perforator closure. However, 2 patients (25%) recurred during the first 6
mos. post procedure with 1 patient healing by 8 months. Both patients with
recurrent ulcers had prior DVT.

Conclusions: Despite ablation noted in 100% of patients immediately post
procedure, at one week, only 78% of veins treated remained closed. All
patients with active ulcers healed. RFA of perforators appears to be safe
and effective in the management of venous disease. Further follow-up is
warranted to determine the hemodynamic durability and long-term ulcer
recurrence rate.
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P-28 Impaired Cerebral Venous Haemodynamics In
Multiple Sclerosis Patients
P. Zamboni, E. Menhegdtti, A. Legharo, S. Gianesini, E.
Fainardi, A. Liboni; University Of Ferrara, Ferrara, Italy

Background: in multiple sclerosis (MS), a chronic inflammatory
neurodegenerative disease of unknown origin, MRI venography and
dissection demonstrated a central vein oriented on the long axis of the
inflammatory cerebral plaque. The latter corresponds to one of the major
segments of the internal cerebral venous system, almost constantly

an epiventricular vein. Since MRI is limited in giving haemodynamic
informations, we investigated cerebral venous return by the means of
combined trans and extra-cranial color-Doppler.

Methods: after a period of learning curve in order to adjust a reliable and
reproducible color Doppler methodology, we investigated 20 consecutive MS
patients and 30 controls, matched for age and gender. The combined trans
and extra-cranial sequence assessed the flow direction in different postural
conditions (sitting and supine), as well as in different respiratory phases
(inspiration, expiration, Valsalva, Valsalva release). We studied the following
venous segments: peri-ventricular veins with possible assessment of the
Galen and Rosenthal vein, ophthalmic vein, cavernous sinus, transverse
sinus, confluens sinus, perivertebral plexus, and internal jugular vein. In
addition, in each case we measured the diameter of the III ventricle.

Results: diameter of the III ventricle was significantly increased in MS
(5.3m0.4 vs 4.1m0.2, p <0.009). Reflux in at least one of the assessed
intracranial veins was detected in 100% of MS vs. 0% cases of the control
group (P<0.001), in one or more of the experimental conditions used for
evaluating the action of the respiratory pump on cerebral venous return.
Therefore, the physiologic drainage route, mainly via the vertebral plexus
in sitting and, in contrast, via the internal jugular veins in supine position,
was reverted in 80% of the MS cases vs. 0% of controls (P< 0.001).
Finally, in at least one of the above reported postural and respiratory
phases, reflux was repetitively detected in the jugular vein of 100%of MS
patients (10% in controls, P< 0.001).

Conclusions: The combination of trans-cranial and extra-cranial triplex
assessment of the venous system, demonstrates significant alterations of
the cerebral venous drainage in MS patients, as compared to controls. The
role of cerebro-spinal venous insufficiency in the complex MS pathogenesis
warrants further multi-disciplinary studies.
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P-29 Hemodynamic Improvement As Assessed By Air
Phlethysmography After Saphenous Preservation And
Phlebectomy
P. Pittalugd’, S. Chustanet?, R. Barbe®, B. Red?, J. Guex?;
Triviera Veine Institut, Caghes-Sur-Mer, France, 2Riviera Vieine
Institut, Nice, France, 3clinique Charcot, Lyon, Frahce

Background: To assess changes in venous hemodynamics after
preservation of saphenous vein and phlebectomy.

Methods: Fifty consecutive lower limbs (LL) were studied before and after
phlebectomy without Saphenous ablation.

Hemodynamics were assessed with air-plethysmography using Venous
Volume (VV) and Venous Flow Index (VFI) as primary indicators.

Two groups were defined: group 1 (25 LL) with reflux only in tributary
veins and group 2 (25 LL) with reflux in both tributary veins and the
saphenous vein.

Results:
Group 1 Before phlebectomy After phlebectomy P
vV 42 ml 30ml <.05
VFI 0.72 ml/s 0.53 mi/s <.05
Group 2 Before phlebectomy After phlebectomy P
A% 92 mi 80 ml <.05
VFI 1.88 ml/s 1.42 ml/s <.05

Conclusions: Pin treating varicose veins, phlebectomy with preservation of
the saphenous vein significantly improves lower limb hemodynamics even

in the presence of saphenous incompetence.
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P-30 Predicting Superficial Venous Incompetence With
Strain Gauze Plethysmography
H. Kaisi, T. V. Heuser, P. W. Wenhnberg, Mayo Clinic, Rochester, MIN

Background: Tourniquet application to study venous refilling rate has
been used to differentiate deep from superficial incompetence clinically.
Plethysmography techniques have been used to determine venous
refilling abnormalities.

Hypothesis: Strain Gauge Plethysmography with and without tourniquet
application can be used to distinguish between superficial and deep
venous incompetence.

Methods: We conducted a prospective study using Strain Gauge
Plethysmography to assess the severity of venous incompetence in patients
referred to vascular laboratory. Mean age 55.8 years, 63% of patients were
women. Referral indications included varicose veins, edema, venous stasis,
post-thrombotic syndrome and presence of venous ulcer. Patients with refill
rates of 8.0 ml/100ml/mi tissue were tested with and without tourniquets
place at the distal thigh and mid-calf. Venous insufficiency by duplex
ultrasound was performed as clinically indicated in a subset of the patients.
80 limbs were studied in 57 patients. Complete duplex was available on 28
patients, 35 limbs and are presented here.

Results:
SVI SVI DVI (h=10) DVI
(n=25) buseline | withtourniyuet buseline withtournigquet
Refill Rute 13.58+4.74 5.09+3.68* 21.40+£10.4 8.21+5.23*
Cluss 2.04+.61 0.32+0.75* 2.50+0.85 1.00+0.94*t

*p<0.05 vs. baseline values within group tp<0.05 vs. SVI with tourniquet

Nearly all patients with superficial vein incompetence only had
normalization of the refill rate (<6.00 ml/min/100 gram tissue). Patients
with mixed venous incompetence (both deep and superficial) and DVI only
also had improvement but did not return to normal.

Conclusions: Strain Gauge Plethysmography with and without tourniquet
application is a simple study requiring short study time. The hypothesis
that refilling rates in SVI and not DVI will correct with tourniquet
application was not supported. However the small humbers of patients
with DVI alone are a severe limitation of the data set. Additional data are
needed to fully address the hypothesis.

117



P-31 Extrahepatic Porto-Mesenteric Venous Aneurysm:
Operative Intervention And Outcomes
P. Ldll, Y. N. You, T. C. Bower, D. Nagorhey, T. Mckenhzie, B.
Toomey; Mayo Clinic, Rochester, MIN.

Background: Primary extrahepatic porto-mesenteric venous aneurysms
are rare and their etiology and pathogenesis are poorly understood. The
optimal management of these aneurysms is unknown. We review the
outcome of 3 patients treated surgically

Methods: The records of adult patients with extrahepatic porto-mesenteric
venous aneurysms between 1990 and 2006 were reviewed. The clinical
presentation, operative management and the early and late outcome of
these subjects were analyzed. Patients were followed for a minimum of 30
days and until their last contact with the institution.

Results: All 3 patients were female, with ages of 29, 42 and 63 years at
time of diagnosis. Time from diagnosis to operation ranged from 2 months
to 7 years. All aneurysms were greater than 5 cm, 2 involved the portal
vein and 1 involved the SMV and portal vein. None had portal hypertension,
arterioportal fistula, connective tissue disorder or stigmata of chronic

liver disease. Two patients were symptomatic, 1 from thrombosis of the
aneurysm, the other with abdominal discomfort and early satiety. The third
patient was asymptomatic but the aneurysm enlarged by 2 cm in 1 year. All
patients were evaluated by Duplex ultrasound and CT scans preoperatively.

The aneurysms were resected in all 3 patients and reconstructed

with autogenous interposition grafts in 2 (left renal vein, left femoral
vein) and a 20 mm externally supported PTFE graft. The latter

patient required a distal pancreatectomy, splenectomy and removal of
thrombus from the intrahepatic portal vein branches. All patients were
anticoagulated with warfarin.

Pathological analysis revealed medial fibromuscular dysplasia in 1 patient
and no specific etiology in the others.

There were no deaths. One patient required reoperation for bleeding. The
patient whose femoral vein was harvested developed mild thigh edema.

Postoperative follow up ranged from 33 days to 11 years. Follow up
imaging studies confirmed graft patency in 2 of the 3 patients. The
patient with the prosthetic graft became pregnant, stopped warfarin and
thrombosed the graft 6 years postoperatively. She did not develop bowel
ischemia or liver dysfunction, she failed lytic therapy and no further
intervention was undertaken. The autogenous grafts remain patent.

Conclusions: Operative intervention for porto-mesenteric venous
aneurysm can be done safely and should be considered in good risk
patients with symptoms, large aneurysms (> 5cm) or rapid growth. Venous
conduits include internal jugular, left renal, spiraled saphenous vein and
deep femoral vein. Life long anticoagulation is recommended. Autogenous
grafts may be preferable.
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P-32 Do Flow Dynamics and Histocytologic Reaction
Impact On Stenting And Bypass
In Venous Revascularization?
V. S. Sottiurai; Advocute Lutheran General Hospitdl,
Park Ridge, IL

Purpose: To determine whether flow dynamics and histocytologic reaction
influence the results of venous stenting or bypass.

Materials & Methods: (1) Canine models were used to compare the efficacy
and durability of direct versus the traditional AVF in venous by pass using PTFE
graft and (2) to determine whether the hemodynamic of blood flow influence
the long term success of venous bypass. (3) Information derived from the
canine studies was applied to human. (4) TEM was used to characterize

the histocytomorphology of the lumenal cell coverage of the stented and
nonstented portions of the same segment of human artery and vein.

Results: (1) Direct AVF was preferred to the traditional AVF in the
nonexpansive PTFE graft in venous bypass when the ostium on the PTFE
graft was 5x7.5mm, 20mm from the heel of the PTFE graft anastomosis
to the donor vein and the ostium of the recipient vein was 5x20mm.

(2) Canine study revealed ~15% was the critical pressure gradient that
warranted revascularization. Results from human application depicted
below supported this tenet. (3) The lumenal cells of the stented human
artery and vein were myofilament ladened modified myofibroblasts
functioning as lumenal cells instead of endothelia that were found in the
nonstented portions of the same segment of the vessel.

Conclusion: Blood flow dynamic and histocytologic reaction played a vital
and important role in stenting and bypass in venous revascularization.
Direct AVF and =15 % pressure gradient, created by the obstruction,
improved venous bypass patency and longevity. Myofibroblast functioned
as lumenal cell was predisposed to intimal hyperplasia genesis. Contrary to
the monolayer endothelium, myoblast or myofibroblast is a multilayer cell
by nature. Control and inhibition of myofibroblast proliferation and matrix
production plus adhering to the pressure gradient criteria are needed to
enhance stented vessel patency.
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P-33 Evaluation of A Venous Symptoms Diagnostic Score In
Primary Care Medicine
A. Cornu-Thénard, P. H. Curpentier, I. Cuzdla, J. Uh;
University Hospital Of Grehoble, Grehoble, Frahce

Background: We previously developed a diagnostic score able to
differentiate leg symptoms of venous origin from other causes in different
groups of selected patients with leg symptoms associated with already
diagnosed venous, arterial, neurological or rheumatologic diseases. The aim
of this study was to evaluate the diagnostic efficiency of this score in primary
care patients seaking medical advice for undiagnosed leg symptoms.

Methods: From May to September 2005, 84 French general practitioners
included 562 patients complaining with undiagnosed legs symptoms.

The four items of the score (1) sensation of heaviness or swelling, (2)
associated with itching, restlessness or phlebalgia, (3) increased by warm
(or improved by cold) environment, (4) not worsened during walking,
were obtained from the patient through undirected medical interview or
auto-questionnaire in a random fashion. The conclusions of the score were
compared to the final diagnosis of the GP.

Results: Four groups were obtained through the diagnostic classification
of the GP: venous patients (V=61%), non venous patients (N=5%),
patients with associated venous and non venous leg disorders (A=18%)
and patients whose diagnosis remained unclear (U=16%). The sensitivity
of the diagnostic score (with a threshold level >2) was 84% in group V,
72% in group A, and 77% in group U, and 24% in group N. The diagnostic
efficiency of the score was better when used as an auto-questionnaire
compared to the undirected medical interview.

Conclusion: The diagnostic score is less efficient in “real life” conditions
than in the previous works performed in artificial settings, but remains
probably a useful diagnostic tool for the primary care physician in the
evaluation of patients seeking medical help for undiagnosed leg symptoms.
However, this remains to be evaluated in a randomized utility study.
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P-34 Duplex Ultrasound - Guided Surgery For Small
Saphenous Vein Incompetence
D. B. Coleman, TF. O’Donnell, K. Hahnoh, M. lafrati; Tufts
New England Medlicul Center, Boston, MA

Background: The intimate and variable neurovascular relationships in the
popliteal (POP) fossa are major factors contributing to surgeons’ generally
nihilistic attitude toward the treatment of SSV reflux and the poorer clinical
outcomes -(50% persistence of SSV-POP reflux immediately post-op;
Mitchell AVF presentation 2006 ) when intervention is undertaken.

Methods: To assess how peri-operative duplex ultrasound (DUS)
influenced surgical treatment of SSV incompetence by exact surgical

site selection (limited mini-incision) through pre-surgery recognition

of anatomical abnormalities, and to determine the effectiveness of this
approach on the ablation of SSV reflux. Between 2003 and 2006, 21
patients (22 limbs) underwent peri-op DUS followed by ligation and limited
stripping of the SSV alone and concomitant stab phlebectomies of its
tributaries. These patients underwent subsequent clinical evaluation and
post-op DUS.

Results: PRE-OP: Based on duplex findings and clinical history 18 limbs
had primary venous insufficiency and 4 secondary disease. All of the
SSVs had duplex documented reflux and none had evidence of prior
thrombosis. One (5%) limb was classified as CEAP C2, fourteen (64%)
limbs C3, four C4, two C5 and one C6. In all cases, venous disease in
the remainder of the index limb was based on reflux (Pr). One-half of
the limbs had multi-level deep venous reflux and 4 had isolated popliteal
deep venous reflux. None of the limbs had evidence of obstructive
pathophysiology. In addition to a termination site of the SSV with the
popliteal vein which was located greater than 5 cm above the knee joint
in 8(36%) limbs, anatomical variations that affected the surgery were
demonstrated on periop DUS in 7/22 of the limbs, which included: a
dominant inter-saphenous vein (n=4), a common gastrocnemius/ SSV
junction with the popliteal vein (n= 2) and a venous aneurysm (n=1).

POST-OP[mean follow-up=19.6 months]: No injuries of the Sural nerve
were encountered, while DUS revealed no limbs with DVT. Sapheno-
popliteal vein reflux was eliminated in all cases and there was no reflux
detected in the SSV remnant, gastrocnemius, or intersaphenous veins.
Two limbs required late treatment of SSV branch varicosities.

Conclusions: Peri-operative DUS-guided treatment of SSV incompetence
permits an accurate identification of not only the SSV termination, but also
associated anatomic variations, which can contribute to better clinical results
(less SSV-POP junction recurrence) and a lower neurovascular morbidity.
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P-35 Does Endovenous Laser Treatment of The Saphenous
Veins Correct Venous Insufficiency In Patients With
Combined Superficial And Deep Venous Reflux?

W. Brabham, D. Berndt, W. Marston, R. Mendes, B. Keugy;
University Of North Cuarolina At Chapel Hill, Chapel Hill, NC

Background: EVLT is commonly performed to correct superficial reflux in
patients with symptomatic chronic venous insufficiency (CVI). In patients with
both superficial and deep insufficiency, it is not well defined whether ablation
of the superficial system is beneficial. We studied patients with combined
disease before and after treatment with EVLT to determine whether this
strategy resulted in improvement in CVI by hemodynamic testing.

Methods: Patients with symptomatic lower extremity venous disease

were studied with duplex ultrasound and a rapid inflation/deflation cuff to
define abnormal venous reflux in the standing position. The long and short
saphenous veins, the popliteal, femoral and common femoral veins were
tested with a reflux time of greater than 0.5 seconds considered abnormal.
The maximum velocity of reflux was determined from duplex reflux tracings
obtained after cuff deflation. Patients with both superficial and deep venous
insufficiency were treated with EVLT of the greater and/or lesser saphenous
vein to completely ablate the superficial system. Patients were studied pre
and post operatively with air plethysmography to determine changes in the
venous filling index (VFI) after correction of the superficial reflux.

Results: Forty-nine patients undergoing EVLT were identified with both
deep and superficial reflux. The majority of patients were in CEAP clinical
class 3 (68%) with the remainder in classes 4-6 (32%). VFI for all limbs
improved from 6.4+4.0 cc/sec at baseline to 2.7+2.3 cc/sec after EVLT
(P<0.001). When reflux in the deep system was isolated to the common
femoral vein (CFV) the VFI improved after EVLT from 6.1 + 3.7 cc/sec

to 1.9 + 1.1 cc/sec (p<0.01). Limbs with superficial and popliteal reflux
improved from 6.2 to 3.5 cc/sec after EVLT (p<0.01). In patients with
superficial and deep venous reflux in both the CFV and popliteal vein,
VFI improved from 6.7 to 3.4 cc/sec (p<0.01). Improvement after EVLT
in patients with CFV reflux was significantly better than in patients with
popliteal or multilevel deep venous reflux (p<0.02). In the popliteal and
multilevel deep venous disease groups, a maximum pre-operative reflux
velocity > 20 cm/sec correlated with a higher post-operative VFI (6.6 cc/
sec, n= 7 ) when compared to pre-operative maximum velocity less than
20 cm/sec (2.3cc/sec, n= 18 ), p<0.05.

Conclusion: In patients with combined superficial and deep venous
reflux, EVLT of the saphenous system results in significant hemodynamic
improvement in most patients. Patients with CFV and superficial disease
experienced a higher chance of complete correction of hemodynamic
abnormalities. Patients with popliteal or popliteal and common femoral
reflux were more likely to improve if the maximum pre-operative reflux
velocity was less than 20 cm/second.
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P-36 Endovenous Laser Small Saphenous Vein Ablation:
Reasons, Risks, Results
S. Elias, X. Wang, B. Moses; Englewood Hospital and Medical
Center, Englewood, NJ

Background: Incompetency of non-great saphenous veins, including the
small saphenous vein (SSV), is an underdiagnosed cause of symptomatic
varicose veins and venous ulceration. This study was designed to
determine if endovenous laser ablation is a safe and effective treatment
of SSV insufficiency. In addition, the unique technical aspects of ablation
are elucidated with the knowledge and perspective that SSV anatomy
and the surrounding vascular and nerve structures differ from the greater
saphenous vein (GSV) and its surrounding structures.

Methods: A retrospective chart review was performed of 50 limbs with
SSV incompetence (flow reversal >0.5 seconds). Utilizing an 810 nm diode
laser and 12W of power in the continuous mode, energy delivery of 60-80
joules/centimeter of vein treated was achieved. Insertion site location was
above the inferior border of the gastronemius muscle to minimize sural
nerve injury. To obviate the risk of DVT and posterior tibial nerve injury, the
target position selected for the most proximal treatment was at the point
where the SSV angulated below the fascia towards the saphenopopliteal
junction (SPJ). Generous perivenous tumescent infusion separated the
vein from the sural nerve and overlying skin to prevent damage to these
structures. Clinical assessment and/or duplex imaging was performed at
one week and up to six months postoperatively.

Results: CEAP classification consisted of C2, 38 limbs and C6, 12 limbs.
Mean vein diameter was 6.9 mm (range 3-11 mm). The average distance
between the endovenous ablation starting point and the SPJ was 2.28
cm (range 1.5-3.5 cm). The average treatment time for SSV ablation
alone was 23 minutes (range 13-44). Complete ablation of the SSV was
confirmed by completion duplex ultrasound in all cases. One patient
developed recanalization in 14 months post procedure. Ulcer healing
occurred in all patients by 6 weeks. All symptomatic patients reported
improvement. No patient had DVT, significant bruising, or clinical signs of
sural nerve or posterior tibial nerve injury.

Conclusions: To minimize risks and maximize results, we propose 1) an
insertion site above the inferior border of the gastronemius muscle, 2)
instituting treatment at least 2 cm from the SPJ, and 3) a 2 cm perivenous
radius of tumescent solution. These three critical technical steps: insertion
site location, laser distance from SPJ, and directed perivenous tumescent
infusion, minimize DVT, nerve injury, and skin trauma. The unique anatomy
of the SSV and surrounding vascular and nerve structures requires a
different technique than that employed for GSV ablation. Being aware of
these facts allows excellent symptomatic improvement and ulcer healing
rates with minimal risks when SSV ablation is performed.
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undrew.bradbury@btinternet.com

Brown, O. William (Susan)
Willium Beaumont Hospital
31700 Telegraph Rd, 140
Bingham Farms, MI 48025
Tel: 248-433-0881

Fux: 248-433-1628
owbmd@uol.com

Brown, Kellie

Medicul Colleye of Wisconsin

9200 W, Wisconsin Ave
Milwaukee, WI 53226
Tel: 414-805-9160
krbrown@mcw.edu

Buchbinder, Dale (Sharon)
Greuter Baltimore Med Ctr
6569 No Churles St, 701
Towson, MD 21204-6832
Tel: 410-849-2393

Fux: 410-849-3435
dbuchbin@ybmc.ory
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Buckman, Jeffrey (Myrna)
Vauscular Diagnostics

1600 Dempster, 105

Park Ridye, IL 60068

Tel: 847-298-7876

Fux: 847-298-7886
j_buckmaun@msh.com

Bush, Ruth

Michuel E. DeBukey VA Medicul Center
2002 Holcombe Blvd.

Houston, TX 77030

Tel: 713-794-7892

Fax: 713-794-7352

roush@ocm.tme.edu

Caggiati, Alberto (Sonia)
Depurtment of Anatomy, University
*La Supienza”

Via Borelli 50

Rome, 1-00153

Italy

dlberto.cugyidti@uniromal.it

Calcagno, David (Elizabeth)
Vascular $s, PC

800 Poplar Church Rd
Caump Hill, PA 17011

Tel: 717-763-0510

Fax: 717-761-6081
Vuscularpc@msh.com

Calligaro, Keith D (Ina Lee)
Pennsylvania Hospital

700 Spruce St, 101
Philudelphia, PA 19106

Tel: 215-829-5000

Fax: 215-627-0578
kedlligaro@uol.com

Cambria, Robert A (Emily)
Medical College of Wisconsin
9200 W Wisconsin Avehue
Milwaukee, W1 53226

Tel: 414-456-6970

Fux: 414-456-6216
rcumbria@mail.mcw.edu



* Cannon, Jack A (Helen)
25132 Viu Pucificu
Dunu Point, CA 92629-2049
Tel: 949-481-3328
juc12@cox.net

Cantelmo, Nancy L
(Michael Rauworth)
Veinsolutions

92 Montvule Ave, 3200
Stoneham, MA 2180
Tel: 781-438-8117

Fax: 781-438-8116
nic31@uttbi.com

* Caprini, Joseph A (Stella)
Evanston Northestern Hedlthcare
9997 Woods Drive
Skokie, IL 60077
Tel: 847-663-8050
Fux: 847-663-8054
j-caprini@northwestern.edu

Carman, Teresa L

Clevelund Clinic Foundution
9500 Euclid Ave

Desk S-60

Clevelund, OH 44195

Tel: 216-445-5454

Fax: 216-444-7370
fcurmunmd@uol.com

Carney, Wilfred | (Joan)

43 Acouxet Rd.

Westport, MA 2790

Tel: 508-636-5405
wilfredcarneymd@msh.com

Carr, Sandra C (Michael)

Willium S. Middleton Veterans Hos.

2500 Overlook Terruce, Ste B7054
Madison, W1 53705

Tel: 608-263-1388

Fux: 608-280-7098
can@surgery.wisc.edu
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Castronuovo, John J (Malin)

York Hospital, Surgery

1001 S. George St.

York, PA 17405
john.castronuovo@mmh.ahsys.ory

Cazaubon, Nichele
Cubinet d'Anyeioloyie
48 rue St. Didlier

Paris, 75116

France

Tel: 33-1-472-71063

Fux: 33-1-472-72147
Mmicuzunyg@noos.fr

Cerveira, Joaquim J
Kdiser Permunente

13562 Cantara St

Surgery 201

Panoramu City, CA 91402
Tel: 818-375-3195
jic41@hotmuail.com

Chang, Benjamin B (Heather)
The Vuscular Group, PLLC

43 New Scotlund Ave, MC 157
Albuny, NY 12208

Tel: 518-262-8720

Fax: 518-262-6720
chungb@ulbunyvascular.com

Chang, John B (Lucy)

Long Islund Vascular Center
1050 Northern Blvd

Roslyn, NY 11576

Tel: 516-484-3430

Fux: 516-484-3482
jbchangmd@uaol.com

Cherry, Kenneth J (Robin)
University of VA Hospital
PO Box 800679
Charlottesville, VA 22908
Tel: 434-243-7052

Fux: 434-982-1026
kicbkh@virginia.edu



Cho, Jae-Sung (Michelle)
200 Lothrop St, PUH A1011
Pittsourgh, PA 15213

Tel: 412-648-4000
chojs@msx.upmc.edu

Clagett, G. Patrick (Nancy)
Univ of TX SW Medicul Center
5323 Harry Hines Blvd.

Dallus, TX 75390-9157

Tel: 214-648-3516

Fax: 214-648-2790

putrick.clagett@utsouthwestern.edu

Comerota, Anthony J (Elsc)
Jobst Vascular Center

2109 Hughes Dr, 400-Conrud Jobst Twr

Toledo, OH 43606
Tel: 419-291-2088
Fax: 419-479-6980

anthony.comerotumd@promedicu.ory

Cordts, Paul R (Patricia Ann)
Office of the Surgeon Generdl
5201 Brawner Pluce

Alexundria, VA 22304-8645

Tel: 703-681-0104

Fux; 703-681-6568
paul.cordts@otsy.amedd.army.mil

Corson, John D (Tricia)

New Mexico VA Hedlthcure System
1501 San Pedro, SE

Muil Drop 112

Albuyueryue, NM 87108

Fux: 505-256-5743
john.corson2@med.vu.gov

Cranley, Robert D (Deborah)
Cranley Surgicul Associates
3747 W Fork Rd

Cincinnati, OH 45247-7548
Tel: 513-961-4335

Fux: 513-961-4227
taw@cranleysurgical.com
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Criado, Enrique (Elena Camara)
University Hosp & Med Ctr
HSC-18, 040 - Div Vascular Surgery
Stony Brook, NY 11784-8191

Tel: 631-444-2040

Fax: 631-444-8824
ecriudo@notes.cc.sunysb.edu

Daake, John W

The Reno Vein Clinic

1420 Holcomb Avenue, Suite A
Reno, NV 89502

Tel: 775-329-3100
jdudke@renoveinclinic.com

Dalsing, Michael C (Rosa)
Indiuna Univ. Med. School
1801 N. Senute Bivd,

MPC Il, 3500

Indianapolis, IN 46202

Tel: 317-962-0280

Fax: 317-962-0289
mddlsing@iupui.edu

Darling, R. Clement (Julie)

The Vascular Group, PLLC

43 New Scotlund Ave, MC-157
Albuny, NY 12208

Tel: 518-262-8720

Fax: 518-262-6720
darlingc@ualbanyvascular.com

Deak, Steven T (Kristen)

St Peter's University Hospital
37 Clyde Rd Ste 102
Somerset, NJ 08873-5034
Tel: 732-873-0200

Fax: 732-873-0255
sdeuk@vusculurnj.com

Delaria, Giacomo A (Karen)
Scripps Clinic & Res Fnd

10666 Torrey Pines Rd

La Jollu, CA 92037

Tel: 858-554-8122

Fax: 858-5546135
delariu.giucomo@scrippsheulth.ory



* Delaurentis, Dominic A (Molly)
209 Sir Thomus Lunsford Drive
Williamsburyg, VA 23185
Tel: 757-220-2592
Fax: 757-220-2987

* Denbo, Howard E (Lana)
45 Custro St., Ste. 138
San Francisco, CA 94114
Tel: 415-776-9557
Fax: 415-922-0773
hdenbo@sbcylobal.net

* Depalma, Ralph G (Maleva)
Dept. of Veteruns Affuirs
810 Vermont Ave NW, Rm 111B
Washington, DC 20420
Tel: 202-273-8505
Fax: 202-273-9108
rgdepulmu@muil.va.gov

* Deweese, James A (Patricia)
University of Rochester
601 Eimwood Ave
Rochester, NY 14642
Tel: 716-275-2721
Fax: 716-244-7171
deweesephj@uol.com

Dilling, Emery

Vein Solutions

6818 uustin Center Blvd., Ste. 208
Austin, TX 78731

Tel: 512-452-8346

Fax: 512-795-8346
ediling@ctvstexus.com

§ Dion, Yves M (Marie)
Hopital St-Francois d’ Assise
10 de bEspinay
Quebec, QC G1L 3L5
Cunudu
dion.yves@videotron.cu
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Donaldson, Magruder C (Jennifer)
Metro West Medicul Center

85 Lincoln Street

Framingham, MA 1702

Tel: 508-383-1553

Fux: 508-383-1746
m.donhadldson@tenethedlth.com

Donayre, Carlos E (Dorene)
2324 Colt Roud

Runcho Pulos Verdes, CA 90275
Tel: 310-222-2704

Fux: 310-787-1889
cdonuyre@cox.net

Dosick, Steven M (Sandra)
Veihsolutions, Toledo

2109 Hughes Dr, 550
Toledo, OH 43606-3856
Tel: 419-291-2090

Fax: 419-479-6135
smdosick@hotmail.com

Duffy, David M

4201 Torrance Blvd, 710
Torrance, CA 90503-4511
Tel: 310-370-5679

Fax: 310-214-2071
info@drduvidmduffy.com

Duncan, Audra A

Mayo Clinic

200 First St SW, Gondu 4South
Rochester, MN 55905

Tel: 507-284-4751

Fax: 507-266-7156
noel.audra@muyo.edu

Durham, Joseph R (Marianne)
10347 So Longwood Drive
Chicayo, IL 60643

Tel: 708-633-2800

Fax: 708-799-2261
drhoser@uol.com



Edwards, James M (Michele Mass)
Portland VAMC (P-8-VS)

3710 US Veterans Hospital Rd

Portland, OR 97207

Tel: 503-220-8262

Fax: 503-220-3415
edwardsj@ohsu.edu

Eklof, Bo G (Monica)
University of Lund, Sweden
Butteritorget 8
Helsingbory, SE 252-70
Sweden

Tel: 46-422-60728
moboek@telia.com

Eldrup-Jorgensen, Jens
The Muine Surgicul Group
887 Conyress St., Ste. 400
Portland, ME 4102

Tel: 207-774-6368

Fux: 207-774-9388
jensjorg@uol.com

Elias, Steven (Maric)

Englewood Hospitul & Medicul Center
350 Engle St.

Englewood, NJ 07631

Tel: 201-816-0666

Fux: 201-894-9951
veininhovutions@uol.com

Elliott, Joseph P (Donna)
3282 Woodview Luke Rd
West Bloomfield, MI 48323

Elmore, Frederick A (Debra)
7131 No Eleventh St, 101
Fresno, CA 93710

Tel: 559-435-0717

Fax: 559-435-9105
jennifer@cvvein.com

Engle, Jennifer S (Paul S. Hartley)
University of Michigun

19900 Huggerty Rd, Ste 105
Livonia, MI 48152

Tel: 734-432-7662

Fax: 734-432-7637
jsengle@umich.edu
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* Emst, Calvin B (Elizabeth)
1 Greythorne Woods Circle
Wayne, PA 19087
Tel: 610-688-3445
Fax: 610-688-6690
cbernst@earthlink.net

Felty, Cindy

Mayo Clinic Medicul Cenfer
200 SW First St

Rochester, MN 55905

Tel: 507-266-9737

Fax: 507-266-1617
felty.cindy@mayo.edu

Fernandez, Bernardo B (Rosa)
Cleveland Clinic Floridu

2950 Clevelund Clinic Blvd
Weston, FL 33331-3609

Tel: 954-659-5230

Fux: 954-659-5292
fernunb@ccf.ory

Ferrier, Frank (Iris)

Ferrier Munugement & Consulting
3091 Farmington Drive

Aflanta, GA 30339

Tel: 404-943-1341

Fax: 404-943-1830
fferrer@churter.net

* Ferris, Emest J
Univ of AR for Med Sciences
4301 W Markham, Slot 556
Little Rock, AR 72205
Tel: 501-686-5744
Fux: 501-686-6900
ferrisernestj@uums.edu

Finkelmeier, William R (Terri)
Curmel Medicul Center
13450 N. Meridian, Suite 160
Curmel, IN 46032

Tel: 317-582-7676

Fax: 317-582-7099
bfrdiley@corvascmds.com



Fisher, Jay B (Fran)

Progressive Physician Assoc, Inc.
3735 Nuzareth Rd, 206

Easton, PA 18042

Tel: 610-252-8281

Fax: 610-252-8614
ffisher@ppumail.com

Flanigan, D. Preston (Beth)

St Joseph Hospital, Orange, CA
1140 W La Vetu Ave, 850
Orange, CA 92868

Tel: 714-560-4450

Fax: 714-560-4455
knife@cox.net

Flinn, William R (Sn)

Univ of Maryland Medical Systems
22 So Greene St, NAW66
Baltimore, MD 21201

Tel: 410-328-5840

Fax: 410-328-0717
wflinn@smail.umaryland.edu

Flynn, William F (Therese)
William F. Flynh Jr. MD PC
22 Mill §t, 301

Arlington, MA 2476

Tel: 781-643-6313

Fax: 781-643-6316
wflynnjrmd@uol.com

# Fodera, Maria Elena
New York Surgicul Assoc. P.C.
2235 Clove Rd.
Staten Island, NY 10305
Tel: 718-815-8100
Fax: 718-815-8200
mefodera@yuhoo.com

* Fogarty, Thomas J (Rosalee)
3270 Alpine Rd
Portola Vulley, CA 94028
Tel: 650-854-1822
Fux: 650-854-2778
tif@foyurtybusiness.com
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Forrestal, Mark (Deborah Foley)
Northwest Vein Care

1430 N. Arlington Hts. Roud
Suite 206

Arlington Heights, IL 60004

Tel: 847-259-8226
nwveincure@hotmail.com

Franz, Randall (Dawn)

Central Ohio Vuscular Services
285 E.Stute Street, Suite 260
Columbus, OH 43215

Tel: 614-855-0862
rfranz2@ohioheulth.com

Fronek, Arnost (Kitty)
8461 Whale Watch Way
La Jolla, CA 92037

Tel: 619-534-4270

Fax: 619-534-1690
ufronek@vcesd.edu

Frusha, John D (Velarie)
Vascular Surgery $s

8595 Picurdy Ave., Ste. 320
Baton Rouge, LA 70809-3675
Tel: 225-769-4493

Fax: 225-766-3144
jfrushu@brvsu.com

Furey, Patricia C (Douglas Goumas)
Surgicul Cure Group, PC

4 Elliot Way

Suite 302

Manchester, NH 03103

Tel: 603-627-1887
drpfurey@msh.com

Gagne, Paul (Elizabeth)

New York University Medical Center
530 First Avenue 6F

New York, NY 10016

Tel: 212-263-7311

Fax: 212-263-7722
paul.gagne@med.hyu.edu



Gale, Steven $ (Katia)
Veihsolutions, Toledo
2109 Hughes Dr, 550
Toledo, OH 43606-3856
Tel: 419-291-2090

Fux: 41947-96135
ssyule@jvc.ory

Gardner, Glenn P (Lynn)

Univ. of Missouri Hedlthcare
One Hospital Dr.

Surgery, DC077.00

Columbia, MO 65212
gurdner_glenh@hotmail.com

Gaspar, Max R (Lia)
1780 St John Roud, 48-C
Seul Beuch, CA 90740
Tel: 562-799-3318

Fux: 562-429-0807
myuspur@usc.edu

Gasparis, Antonios P (Theodora)
Stony Brook, Surgery

HSC T-18 Rm 040

Stony Brook, NY 11794-8191

Tel: 631-444-1279

Fax: 631-444-8824
antonio.guspuris@stoneybrook.edu

Gillespie, David L (Mary)

Walter Reed Army Medical Center
6900 Georyiu Ave., NW

Peripheral Vlascular Surgery Serv
Washington, DC 20854

Tel: 202-782-9928

Fux: 202-782-3198
david.gillespie@nu.umedd.army.mil

Ginzburg, Enrique (Barbara)
Univ of Miami, Dept of Surgery
PO Box 016960, (D-40)

Miami, FL 33101

Tel: 305-585-7529

Fax: 305-585-3076
eyinzburg@miami.edu
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Giordano, Joseph M (Orfa)
Geo Wushington Univ Hosp
2150 Pennsylvania Ave, NW
Washington, DC 20037

Tel: 202-741-3225

Fax: 202-994-0567
dbrothers@msa.gwu.edu

Gloviczki, Peter

Muayo Clinic

200 First St SW

Rochester, MN 55905

Tel: 507-2844-652

Fax: 507-266-7156
dloviczki.peter@mayo.edu

Gocke, John (Marita)
LaGranyge Vascular Center
5201 S Willow Spring Rd
Suite 200

LuGrunye, IL 60525

Tel: 630-829-3835

Fax: 708-579-4986
jegndmd@aumeritech.net

Goldman, Mitchell H (Margy)

Univ of TN Grad Sch of Med, Surgery
1924 Alcou Highwuy, Box U-11
Knoxville, TN 37920

Tel: 865-544-9244

Fax: 865-544-6958
mgoldman@mc.utmck.edu

Gomes, Mario N (Belinda)

4701 Ogletown Stanton Rd, Ste 1204
Newurk, DE 19713

Tel: 302-623-4530

Fax: 302-623-4522
myomes@christiuncure.ory

Goodson, Spencer F (Mary)
Methodist Hospital of Indiuna
1801 North Senate Bivd. 755
Indianapolis, IN 46202

Tel: 317-923-1787

Fax: 317-929-6259



Gradman, Wayne $ (Sn)
Beverly Hills Vein Center
235 South McCuarty Drive
Beverly Hills, CA 90212
Tel: 310-650-9200

Fax: 310-277-5045
wayhe@gradman.com

Granke, Kenneth (Deborah)
Detroit VA Medicul Center
7080 Colony Dr.

West Bloomfield, MI 48323
Tel: 734-740-0461

Fax: 313-576-1002
kgranke@yuhoo.com

Green, Richard M (Barbara)
Lenox Hill Hospitdl

130 Eust 77th St, 13th Floor
New York, NY 10021

Tel: 212-434-3400

Fux: 212-434-3410
rgreen@lenoxhill.net

* Greenfield, Lazar J (Sharon)
University of Michigun
1327 Jones Dr. 201
Ann Arbor, MI 48105
Tel: 734-936-6398
Fax: 734-998-0173
[azarg@umich.edu

Gruneiro, Laura A (Alex)
Geisinger Specidlty Clinics
1000 Eust Mountain Blvd.
Wilkesburre, PA 18711

Tel: 570-821-2340

Fax: 570-826- 7904

* Gruss, Jorg D (Elisabeth)
Kurhessisches Diukonissenhaus
Goethestrasse 85
Kussel, D-34119
Germuny
Tel: 56-1-1002314
Fux: 56-1-1002319
grussyefuesschirurgie@urcomuil.de
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Hakaim, Albert G

Mayo Clinic

4500 San Pablo Rd, Vascular Surgery
Jucksonville, FL 32224

Tel: 904-953-2077

Fux: 904-953-7368
hakaim.dlbert@mayo.edu

Hallett, John W

Eustern Muine Medicul Center
Tufts Medical School

Bunyor, ME 4401

Tel: 207-973-4295

Fax: 207-97-36929
jhallett@emh.ory

Hammond, Sharon L (Sterling)
Colorado Cuardiovascular Surgical $s
6282 So Netherlund Way

Auroru, CO 80016-1326

Tel: 303-388-6461

shamo39@uol.com

Harris, E. John (Leslie)
Stanford Univ Medicul Ctr
300 Pusteur Dr, H-3637, Vlusc
Stanford, CA 94305-5642
Tel: 650-723-8648

Fax: 650-498-6044
edjohn@stunford.edu

Harris, Linda M (Norm Moser)
Millard Fillmore Hospital

3 Gutes Circle, Dept of Surgery
Buffalo, NY 14209

Tel: 716-887-4807

Fax: 716-887-4220
Imharris@ucsu.buffalo.edu

Harris, Edmund J (Marilyn)
555 Laurel Ave, Ste 605
San Mateo, CA 94401-4153
Tel: 650-348-1414

Fax: 650-348-1414



Hasaniya, Nahidh W.

Lomu Lindu University Medicul Center
11175 campus Street

Suite 21121

Lomu Lindu, CA 92354

Tel: 909-55-84354

Fax: 909-558-0348

nuhidh@pol.net

Haser, Paul B

Monmouth Medicul Center
300 2nd Ave.

Suite SW 251

Lony Branch, NJ 07740

Tel: 732-9235-030

Fux: 73-2923-6062
surgerydud@auol.com

Henke, Peter K (Barbara)
Univ of Ml Hedlth System

1500 E Med Ctr Dr, 2210D Taubman Cir

Ann Arbor, MI 48109-0329
Tel: 734-763-0250

Fax: 734-64-79867
hehke@umich.edu

Hill, Douglas

The Vein Treutment Centre
2004 14th Street NW, 207
Cdlgary, AB T2M3N3
Cunudu

Tel: 403-209-353

Fax: 403-210-0593
douglushill@shaw.cu

Hingorani, Anil P (Renu)
Maimonides Medicul Center
4802 10th Ave, Admin Bldy
Brooklyn, NY 11219

Tel: 718-283-7957

Fax: 718-635-7050
uhingorani@muimonidesmed.ory

Hobson, Robert W (Joan)
UMDNJ-NJ Medicual School

30 Bergen St, ADMC Bldy 6, Rm 620
Newark, NJ 07107

Tel: 973-972-6633

Fux: 973-972-5924
hobsonrw@umadnj.edu
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Hollier, Larry H (Diana)
LSU School of Medicine
533 Bolivar St

New Orleuns, LA 70012
Tel: 504-568-4009

Faux: 504-568-4008
Ihholl@lIsuhsc.edu

Hunter, Glenn C (Sn)

University of Texas Medicul Branc
301 University, 6.136 McCullough
Gulveston, TX 77555-0544

Tel: 409-772-6366

Fax: 409-747-0966
gchunter@utmb.edu

lafrati, Mark D (Jane Freedman)
New England Medical Center
750 Waushington St, NEMC 1035
Boston, MA 02111

Tel: 617-63-68094

Fux: 617-636-8003
miafrati@tufts-nemc.ory

lllig, Karl A (Juliet)

Univ of Rochester Med Cir
601 Eimwood Ave, Box 652
Rochester, NY 14642

Tel: 716-275-6772

Fax: 716-273-1077
karl_ilig@urmc.rochester.edu

Isaacs, Mark

Wainut Creek

1981 N. Broudway, Suite 427
Walhut Creek, CA 94596
Tel: 925-945-8656

Fux: 925-945-8818
misaucs@veinspec.com

Jamil, Zafar (Shireen)

St Michuel's Medicul Center
306 Dr M L King Jr Blvd, MS-45
Newark, NJ 07102

Tel: 973-877-5059

Fux: 973-877-2954



Jarrett, Fredric (Esther)
UPMC-Shudyside

5200 Centre Ave, 716
Pittsburgh, PA 15232-1300
Tel: 412-681-8720

Fax: 412-681-8713
jarrettff@msx.upmc.edu

* Johnson, George (Marianne)
217 Mill Ruce Drive
Chupel Hill, NC 27514
Tel: 919-942-4752
Fax: 919-942-9787

Johnston, Robert H (Sara)
Vein Clinics of Texus

P.O. Box 3353

Victoriu, TX 77903

Tel: 361-570-8346

Fax: 512-582-5780
bobyjohn@uol.com

Kabnick, Lowell

Vein Institute of New Jersey
95 Mudison Ave.,
Morristown, NJ 07960

Tel: 973-539-6900

Fux: 973-538-4115
doctlc@uol.com

Kalra, Manju

Mayo Clinic

200 First Street, SW
Rochester, MN 55905
Tel: 50-7284-4494

Fux: 507-266-7156
kalra.manju@mayo.edu

Kang, Steven S (Sylvia)
Reiss & Kung, M.D.,P.A.
9075 SW 87th Avenue, 414
Miumi, FL 33176

Tel: 305-598-0888

Fax: 305-598-101
vuscular@bellsouth.net
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Kanter, Alan

Vein Center of Orange County
250 E. Ydle Loop, Suite D

Irvine, CA 92604

Tel: 949-527-8855

Fux: 949-527-8860
veindoc@feu.het

Kasirajan, Karthikeshwar

Emory University Hospital

1364 Clifton Roud NE, STE H-122A
Atlanta, GA 30322

Tel: 404-727-8407

Fax: 404-727-3316
karthik_kasirajan@emoryhedithcare.ory

Kaufman, Steven L.
Totdl Vein Cure

1136 E. Stuart Street
Suite 4102

Fort Collins, CO 80525
Tel: 970-498-8346

Fax: 970-419-8346
info@totalvein.net

Kazmers, Andris (Irene)
Petoskey Surgeons

560 W. Mitchell, Ste 140
Petoskey, Ml 49770

Tel: 231-487-1900

Fax: 231-487-2707
ukuzmers@excite.com

Kempczinski, Richard
3435 Golden Ave, Apt 201
Cincinnati, OH 45226

Tel: 513-321-4724

Fax: 513-321-7350
kemprf@fuse.net

Kent, K. Craig (Gina)

NY Presbyteriun Hospital

525 Eust 68th St, Rm P-707, Box 197
New York, NY 10021

Tel: 212-7465-192

Fux: 212-746-5812

kckent@muail. med.cornell.edu



Kerr, Thomas M (Patricia)
4600 No Hubunhu Ave, 28
Tampua, FL 33614

Tel: 813-348-9088

Fax: 813-348-9310
vusculardoc1@uol.com

Kerstein, Morris D (Margaret)
1601 Kirkwood Highway
Wilmington, DE 19805

Tel: 610-5274316

Fux: 610-520-9293

Killewich, Lois A

Univ of TX Med. Bruhch

301 University Bivd., Dept. of Surg.
Room 6. 136 McCullough
Gulveston, TX 77555-0735

Tel: 409-772-6366

Fax: 409-747-0966
[akilew@utmb.edu

Kistner, Robert L (Adelaide)
Beretunia Medicul Pluzu
848 So. Beretuniu Street
Suite 307

Honolulu, HI 96813

Tel: 808-5328346

Fax: 808-532-2240
rlk@alohu.com

Kloecker, Richard J (Phyllis)
8 Outer Ludue Drive

St Louis, MO 63131

Tel: 314-692-9100

Fax: 314-569-3119

Konigsberg, Stephen F (Rhoda)
Highland Park Surgicul $s

31 River Rd

Highlund Park, NJ 08904

Tel: 732-846-9500

Fax: 732-846-3931

# Kritpracha, Boonprasit (Charuwan)
2109 Hughes Dr, Ste 400
Toledo, OH 43606
Tel: 419-291-2080
Fux: 419-479-6980
bkritprachu@jve.ory
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Labropoulos, Nicos

UMDNJ

150 Bergen Street, Room D-447
Newurk, NJ 07101-1709

Tel: 973-972-4138

Fux: 973-972-0433
nlubrop@yuhoo.com

Lal, Brajesh K (Priti)

UMDNJ, Div Vuscular Surgery
185 S. Orunye Ave., MSB-H570
Newurk, NJ 07103

Tel: 973-972-3736

Fax: 973-972-7425
[albk@umdnj.edu

Lalka, Stephen G (Valerie)
IN Univ Med Ctr, Wishard
1001 W 10th St, OPE 310A
Indianapolis, IN 46202

Tel: 317-962-0281

Fax: 317-962-0289
sglulku@iupui.edu

Lall, Purandath

Mayo Clinic

Dept. of Vuscular Surgery
200 First St., SW

Rochester, MN 55905

Tel: 507-284-2511

Fux: 507-284-0161
puranduthlaull@hotmail.com

Lauber, Andre F.
Venenpraxis

Unter Oter Egy No
Lucerne, MD 6004
Switzerlund

Tel: 41-4-13705570

Fux: 41-4-13705370
[auber@venen-praxis.ch

Lee, Byung-Boong (Hikyung)
Georgetown University

1830 Town Center Drive Suite 401
Reston, VA 20190

Tel: 703-880-9500

Fax: 703-880-9598
bblee38@comcust.net



Lemmon, Gary W (Kim)
Good Sumaritun Hospitdl
2200 Philudelphic Drive, Med
Educuation

Dayton, OH 45406

Tel: 937-278-6251

Fux; 937-276-8253
gdry.lemmon@wright.edu

# Leon, Luis (Christine Renee Poock)

Loyola University Medicul Center
2160 S. First Avenhue

Maywood, IL 60153

Tel: 708-327-2236

Fax: 708-216-6300
lleon@lumc.edu

Lin, Peter (Karla)

Baylor College of Medicine
HVAMC-112

2002 Holcombe Blvd.
Houston, TX 77030

Tel: 713-794-7892

Fax: 713-794-7352
plin@bcm.tmc.edu

Littooy, Fred N

Loyolu Univ Med Ctr, Dept Sury
2160 South First Ave, EMS-3216
Muywood, IL 60153

Tel: 708-327-2686

Fux: 708-327-2698
fittooy@sbcyglobdl.net

* Lofgren, Eric P (Dorothy)
Mayo Clinic
200 First St SW
Rochester, MN 55901
Tel: 507-284-2511

* Lofgren, Karl A (Jean)
211 2nd St NW, Apt 1916
Rochester, MN 55901
Tel: 507-284-2691
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Lohr, Joann M (Michael Reardon)
Lohr Surgicul Specidlists

6350 Glenwuy Ave, 208
Cincinnati, OH 45211-6378

Tel: 513-451-7400

Fux: 513-451-7888
jlohr@lohrss.com

Long, John B (Teresa)

Culiforniu Pucific Medicul Center
3838 Cdiifornia St

San Francisco, CA 94118

Tel: 415-221-7056

Fax: 415-221-3583
drjlong@aol.com

Louridas, George (Catherine)
Heulth Sciences Center

GC404 - 820 Sherbrook Street
Winnipey, MB R3A 1R9

Cunudu

Tel: 204-787-4549

Fax: 204-787-7105
cthobuben@exchunge.hsc.mb.cu

Lumsden, Alan B (Terry Rice)
Buylor College of Medicine
6550 Fannin St, Ste 1661
Houston, TX 77030

Tel: 713-798-8412

Fux: 713-798-8632
dlumsden@bcm.tmc.edu

Lurie, Fedor (Galina)
Kisther Vein Clinic

848 South Beretuniu Street
Suite 307

Honolulu, HI 96813

Tel: 808-532-8346

Fux: 808-532-2240
flurie@kistnerveinclinic.com

Lynch, Thomas G (Jane)
Univ of NE Medical Center
9721 Spring St.

Omuhu, NE 68124

Tel: 402-391-5811

Fax: 402-559-6749
tomlynch@cox.het



Lynn, Richard A

(Margrit Bessenroth-Lynn)

1411 No Flugler Dr, 9700

West Palm Beuch, FL 33401-3413
Tel: 561-6551877

Fax: 561-655-6404
richd49bux@col.com

# Maharaj, Dale A
12 Park View - Trincity
Trinidud,
West Indies
Tel: 868-640-4619
Fax: 518-262-6720
dalemahardj@hotmail.com

Mansour, M. Ashraf (Julie)
Michigun State University
4069 Luke Drive SE.

Suite 312

Grand Rapids, MI 49546-8816
Tel: 616-459-8700

Fax: 616-459-0247
ushmuns2@uol.com

Marston, William A (Laurie)
UNC-CH, 130 Muson Furm Roud
2146 Bioinformatics Bldy, CB 7212
Chapel Hill, NC 27599-7212

Tel: 919-966-3391

Fux: 919-966-2898
sky@med.unc.edu

Martin, Alfred J (Thomasine Alicia)
PO Box 4697

Suntu Fe, NM 87502

Tel: 505-820-1544

Fux: 505-982-0382
agjmartinjr@msh.com

Masuda, Eina M (Kevin Lui)
Straub Clinic & Hospital
888 So Kiny St, Puimu 5
Honolulu, HI 96813

Tel: 808-522-4469

Fux: 808-522-4523
emausudu@straub.het
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Matsumura, Jon S (Amy)

NMFF

201 E. Huron St, Ste 10-105
Chicugo, IL 60611

Tel: 312-695-4857

Fux: 312-695-4955
j-matsumura@northwestern.edu

Mattos, Mark A

Harper Hospital /
Detroit Medicul Center
Vascular Surgery

3990 John Roud
Detroit, Ml 48201

Tel: 313-745-8637

Fux: 313-993-0244
mmattos@dme.ory

McCarthy, Walter J (Mary)

Rush Presbyterian-St Luke's Hosp
1725 W Harrison, Rm 1156
Chicugo, IL 60612

Tel: 312-563-2762

Fax: 312-829-8680
wmccart1@rush.edu

McKittrick, Jomes E (Mehle)
649 Camino Cumpunu

Santa Barbara, CA 93111-1424
Tel: 805-967-3282

Fux: 209-315-5808
jmckinsb@uol.com

McLafferty, Robert B (Erica)
SIU Medicul Center

800 N. Rufledye Street
Suite D346

Springfield, IL 62702

Tel: 217-545-7983

Fux: 217-545-2563
rmclufferty@siumed.edu

Meissner, Mark H (Nancy)

University of Wushington Med. Center

Dept. of Surgery, Box 356410
1959 NE Pucific St., Room BB487
Seuttle, WA 98915-6410

Tel: 206-221-7047

Fux: 206-616-7495
meissher@u.wushington.edu



Menzoian, James O (Deborah Syah)
Boston Medicul Center

1 Boston Med Ctr PI, D506

Boston, MA 02118

Tel: 617-638-8488

Fux: 617-638-8469
jumes.menzoiun@bmc.ory

Merchant, Robert F (Stephanie)
The Reno Vein Clinic

1420 Holcomb Ave, A

Reno, NV 89502-2960

Tel: 775-329-3100

Fax: 775-329-3199
doc@renoveinclinic.com

Meretei, Attila

Clinasys LLC

6797 Willow Wood Drive, 6036
Bocu Ruton, FL 33434

Tel: 561-488-0422

Fux: 561-558-1358
aftilu@clinusys.com

Metli, Geno J (Charlotte)
Jefferson Medicul Colleye
833 Chesthut St, Ste 701
Philudelphiu, PA 19107

Tel: 215-503-1022

Fux: 215-923-9239
yeho.merli@jefferson.edu

Messina, Louis M (Catherine)

Univ of CA, Sun Fruncisco

506 Parnussus Ave, M-488, Box 0222
San Francisco, CA 94143

Tel: 415-476-2381

Fax: 415-476-4950
messinu@surgery.ucsf.edu

Mewissen, Mark W

St Luke’s Vuscular Center

2801 W Kinnickinnic Rvr Pkwy, 540
Milwaukee, WI 53215-3606

Tel: 414-649-3599

Fux: 414-649-8140
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Min, Robert J. (Seri Ann Saltzman)
Cornell University

525 Eust 68th St.

New York, NY 10021

Tel: 212-746-2520
1jm2002@med.cornell.edu

Mintz, Bruce (Barbara Girz)
St Clare’s Riverside Med Cir
16 Pocono Rd, 313
Denville, NJ 07834

Tel: 973-625-0112

Fux: 973-625-0721

Miskin, Barry M (Ritcr)

1926 Lenmore Dr.

Pulm Beuch Gurdens, FL 33410
Tel: 561-745-7789

Fux: 561-745-4470
miskihmd@uol.com

Monahan, Daniel L.

(Lynette Sue Monahan)

Vein Surgery & Treatment Center of
No. Culiforhia

1211 Pleusunt Grove Blvd., Suite 120
Roseville, CA 95678

Tel: 916-791-8346

Fax: 916-791-8833
dunimonuhan@hotmail.com

Monedero, Javier Leal
Hospital Ruber Internacional
C/ LA Muso N. 38

Madrid, AL 28034

Spain

Tel: 34-9-13875157

Fax: 34-913875158

angiovuscularlyz@ruberinternacional.es

Moneta, Gregory L (Tracey)
OR Heuilth Sciences Univ, Vasc
3181 SW Sum Juckson Pk Rd
Portland, OR 97201-3098

Tel: 503-494-7593

Fux: 503-494-4324
monetag@ohsu.edu



Morasch, Mark D

Northwestern University Med School
201 E Huron St, 10-105, Vusc Surgery
Chicago, IL 60611

Tel: 312-695-2716

Fax: 312-695-4955
mmorasch@nmh.ory

Morrison, Nick (Terri)

Morrison Vein Institute

8575 E. Princess Dr., Suite 223
Scoftsdule, AZ 85255

Tel: 480-860-6455

Fax: 480-860-6679
hickmorrison2002@yahoo.com

# Muck, Patrick E (Sherry)
Good Sumaritan Hospital
375 Dixmyth Ave, 3rd Fl, Surgery
Cincinnati, OH 45220
Tel: 513-232-8181
Fax: 513-624-2964
gvsgc@one.net

* Mulcare, Robert (Betsy)
3 Eust 74th Street, 1E
New York, NY 10021
Tel: 212-744-1515
Fax: 212-744-1547

Murray, James D

Kudiser Permunente - Vlasc, Surg.
1011 Baldwin Pk. Blvd.

Buldwin Purk, CA 91706

Tel: 626-851-6878

Fax: 626-851-6802
jumes.d.murray@kp.ory

Myers, Jr., Daniel

University of Michigun

1150 W, Medicul Center Drive
MSRB Il A570D

Ann Arbor, MI 48109-0654

Tel: 734-7630
ddmyers@umich.edu
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§ Navarro, Felipe

North Ohio Heurt Center
29325 Heulth Campus Drive
Suite 3

Westlake, OH 44145

Tel: 440-617-2700

Fux: 440-808-8480
fnavarro@nohc.com

Nazzal, Munier M.S.

(Iman Mohamed, MD)

Medicul College of Ohio, Surgery
3064 Arlington Ave.

Toledo, OH 43614

Tel: 419-383-6810
mnuzzul@meduohio.edu

Neglen, Peter (Pamela)
River Ouks Hospital

1020 River Ouks Drive, 480
Flowood, MS 39232

Tel: 601-664-6680

Fax: 601-664-6694
neyglenmd@edarthlink.net

Nicholls, Stephen (Elena Robinson)
University of Washington@ Harborview
Box 359796, 325 9th Ave, WA

Seattle, WA 98104

Tel: 206-731-3033
shicholl@swmediculcenter.com

Noppeney, Thomas (Jeanette)
Klinik Hallerwiese, Dept. of Surgery /
Praxis fuer Gefuessmedizin

Obere Turnstrasse 8-10

Nurembery, Other D-90429
Germuny

Tel: 49-9-112706170

Fax: 49-9-112706181
thoppeney.nby@t-online.de

Nypaver, Timothy J (Michele)

Henry Ford Hospital

2799 W Grand Blvd, Vascular Surgery
Detroit, Ml 48202

Tel: 313-916-3153

Fax: 313-916-3023

thypave 1@hfhs.ory



O’Byrne, Margaret M.

10666 N. Torrey Pine Rd.

SW208

La Jolla, CA 92037

Tel: 858-554-9904

Fax: 858-554-9904
obyrhe.margaret@scrippshedlth.ory

Oderich, Gustavo

(Thanila Macedo, MD)
Mayo Clinic

200 First Street SW

Rochester, MN 55901
oderich.gustavo@mayo.edu

O’Donnell, Thomas F (Carolyn)
New Englund Medicul Center
750 Washington St, Box 259
Boston, MA 02111

Tel: 617-636-5660

Fux: 617-636-5936
todonnell@tufts-nemc.ory

Olin, Jeffrey W (Joanie)

Mt Sindi School of Medicine
One Gustave Levy Pl, Box 1033
New York, NY 10029-6574

Tel: 212-241-9454

Fax: 212-241-5107
jeffrey.olin@msnhyuhedlth.org

Oliver, Mark A (Elise)
182 South Street
Morristown, NJ 07960
Tel: 973-538-0165
Fux: 973-538-9344
cdoppler@uol.com

O’Sheaq, Susan | (John)

Duke University Medicul Center
Erwin Rd, Box 3422

Durham, NC 27710

Tel: 919-684-5350

Fax: 919-681-6160
osheu005@mc.duke.edu
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Ouriel, Kenneth (Joy)
Cleveland Clinic Foundution
9500 Euclid Ave, Desk E-32
Clevelund, OH 44195

Tel: 216-445-3464

Fux: 216-445-6302
ourielk@ccf.ory

Owens, Lewis (Kelly Anne)
CRL Surgicdl Ss

1490 Pantojps Mountain Place
Suite 100

Chuarlottesville, VA 22911

Tel: 434-244-4580

Fax: 434-244-4579
lewis.owens@mjh.ory

Padberg, Frank T (Sharon)
Doctors Office Center

90 Bergen $St., Ste. 2300
Newark, NJ 07103

Tel: 973-676-1000

Fax: 973-395-7193
padbergjr@uol.com

Paladugu, Ramesh

Plains Regional Medicul Center
2200 Twenty First St,

Clovis, NM 88101

Tel: 505-769-6440

Fux: 505-769-6442
rameshpul@pol.net

Pappas, Peter J (Nadine)

UMDNJ - University Hospital, Viascular
Surgery

150 Bergen St., Room E-401

Newark, NJ 07101-1709

Tel: 973-972-4599

Fax: 973-972-0092
pUppUspi@umdnj.edu

Paramo-Diaz, Marcelo
Av Alfonso Reyes 161
Mexico, DF 6140
Mexico

Tel: 525-515-3201

Fux: 525-516-5362



# Pascarella, Luigi
University of Cdlifornia Sun Diego
9500 Gilman Dr.
Bioenyineering 0412
LaJollu, CA 92093-0412
Tel: 858-538-2714
Fux: 858-560-0676
pluigi@be-reseurch.ucsd.edu

Passman, Marc A (Cora)

University of Alubuma at Birminghum

Section of Vascular Surgery

BDB 503 1808 7th Avenue South
Birmingham, AL 35294-0012

Tel: 205-934-2003

Fax: 205-934-0024
marc.pussmun@ccc.udb.edu

Patterson, Robert B (Rosalyn)
Providence Surgicul Care Group
486 Silver Spriny Street
Providence, RI 02904

Tel: 401-454-0690

Fax: 401-454-4281
robert_putterson@brown.edu

Pavenik, Dusan

Dotter Interventional Inst, OHSU 342
630 SW Guines Street

Portland, OR 97239-3098

Tel: 503-494-3669

Fax: 503-494-4258
pavchikd@ohsu.edu

Pearce, Williom H (Ann)
Northwestern Medicul Fuculty Fdn
201 Eust Huron 10-105, Vlasc Surgery
Chicugo, IL 60611

Tel: 312-926-7775

Fux: 312-695-4955
wjedurce@nmh.ory

Peden, Eric

Baylor College of Medicine
1709 Dryden Street

Suite 1500

Houston, TX 77030

Tel: 713-798-8412

Fux: 713-798-8632
epeden@bcm.edu
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* Persson, Alfred V (May)

5 Deun Roud
Wellesley, MA 02481
Tel: 781-235-6910
Fax: 781-431-1632

Pfeifer, John R (Jeanne)

University of Michigan, Venous Disedse
19900 Huggerty Rd., 105

Livonia, MI 48152

Tel: 734-432-7662

Fax: 734-432-7637

pfeiferj@umich.edu

Phifer, Travis J

LSU Med Cir, Dept Surgery
1501 Kings Hwy, PO Box 33932
Shreveport, LA 71130-3932
Tel: 318-675-7770

Fax: 318-675-6141
tphife@Isuhsc.edu

Pittaluga, Paul

Riveriera Vein Institute

10 Av. De Villeneuve
Cugnes sur ner, Other 6800
France

Tel: 334-921-33413

Fax: 334-932-07202
paulpittalugu@hotmail.com

Polak, Joseph F

New England Medical Center
750 Washington St., Rudiology
Boston, MA 02111

Tel: 617-636-6090

Fax: 617-636-0041
jpoluk@tufts-nemd.ory

Pounds, Lori C (Kevin)

Univ of TX Medicul Branch

301 Univ Blvd, 6.110 John Seuly Annex
Gulveston, TX 77555-0541

Tel: 409-772-6369

Fux: 409-747-0966
lori.pounds@utmb.edu



Powell, C. Steven (Melissc)
East Curolina Univ Schl of Med
Dept of Surgery

Greenville, NC 27858

Tel: 252-816-4668

Fux: 252-816-3794
powellc@muil.ecu.edu

# Pringle, Timothy C
Good Sumaritun Hospital
375 Dixmyth Ave, Hatton Rsrch 11J
Cincinnuti, OH 45220-2489
Tel: 513-872-2785
Fax: 513-872-1549
timothycp00@yduhoo.com

Procter, Charles D (Elizabeth)
Surgicul Specidlists of Georgia
1250 Jesse Jewel Pkwy, 300
Guinesville, GA 30501

Tel: 770-534-0110

Fax: 770-531-2423
cdprocter@gmuil.com

§ Proctor, Mary C (William)
Orthofix
1720 Bray Central Drive
McKinney, TX 75069
maryproctor@orthofix.com

Proebstle, Thomas

University of Heidelbery

Dept. of Dermutology

Voss-Str 2

heidelbery, D69115

Germany

Tel: 49-6-221566739

Fax: 49-6-227566273
thomas.proebstle@med-hi-heidelbery.de

# Puggioni, Alessandra
Mayo Clihic
200 First St., SW
Rochester, MN 55905
Tel: 507-255-5123
dlpuyyions2000@yuhoo.com
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Raffetto, Joseph D (Tamara)

VA Boston Heulthcure System
1400 VFW Prkwy, Surgery 112, Viasc
West Roxbury, MA 02132

Tel: 857-203-5572

Fax: 857-203-5567

ruffetto joseph@med.va.gov

Rai, Dinker B (Shakila)
555 Prospect Pluce
Brooklyn, NY 11238
Tel: 718-499-0202

Fax: 516-248-1547
dbrui@uol.com

Raju, Seshadri (Sybil)
Seshadri Raju, MD, PA
1020 River Ouks Drive, 420
Flowood, MS 39232

Tel: 601-939-4230

Fax: 601-939-5210
rajumd@earthlink.net

Ramnauth, Subhash C
Riverside Medicul

401 Market St., Suite 200
Steubenville, OH 43952
Tel: 740-282-5000

Fax: 740-282-5233
sram@riversidemds.com

Ratliff, Jack L (Brenda)
410 University Pkwy, 2310
Aiken, SC 29801

Tel: 803-648-1318

Fux: 803-642-7803

Razvi, Syed A (Tahera)

Caritas St, Elizabeth’s Medical Center
Medicul Office Building

11 Nevins St, 308

Brighton, MA 2135

Tel: 617-254-4200

Fax: 617-254-4242
syed.q.razvi@verizon.net



Rhodes, Jeffrey

University of Rochester Medicul Center
601 Eimwood Avenue

PO BOx 652

Rochester, NY 14642

Tel: 585-366-5222
jeffrey_rhodes@urmc.rochester.edu

Ricci, Michael A

Fletcher Allen Heulth Cure

111 Colchester Ave., Patrick 226
Burlington, VT 05401

Tel: 802-847-5155

Fax: 802-847-5907
michael.ricci@vimednet.ory

Rich, Norman M (Lois)
Dept of Surgery, USUHS
4301 Jones Bridge Rd
Bethesdu, MD 20814
Tel: 301-295-3155

Fax: 301-295-3627
nrich@usuhs.mil

Ricotta, John J (Gloria)

SUNY ut Stonhy Brook

T19 HSC, Rm 020, Dept of Surgery
Stony Brook, NY 11794-8191

Tel: 631-444-7875

Fux: 631-444-8947
jricottfu@notes.cc.sunysb.edu

# Robbins, Mark R (Leslie)
The Toledo Hospital, Jobst Vusc Ctr
2109 Hughes Dr., Suite 400
Toledo, OH 43606
Tel: 419-291-2088
Fax: 419-479-6980
kids3md@msh.com

Robicsek, Francis (Lilly)
Curolinus Heurt Institute

PO Box 32861

Chuarlotte, NC 28232-2861
Tel: 704-355-4005

Fux: 704-355-6227
frobicsek@sunger-clinic.com
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Roddy, Sean P (Veronica)

The Vascular Group, PLLC

43 New Scotlund Ave., MC157
Albuny, NY 12208

Tel: 518-262-8720

Fux: 518-262-6720
roddys@albunyvascular.com

Rodman, Charles

Churles J. Rodman MD, PA
740 Hospital Drive

Suite 150

Beuumont, TX 77701

Tel: 409-832-8323

Fux: 409-832-4881
crodmunmd@sbeylobul.net

Rodriguez, Agustin A (Liana Lopez)
University of Puerto Rico School of
Medicine

PO Box 364683

San Juan, PR 00936-4683

Tel: 787-763-2440

Faux: 787-763-3898
drgusrodriguez@uol.com

Rohrer, Michael J (Melody)

Univ. of TN Medicul School

1325 Eustmorelund Ave., Ste. 310
Memphis, TN 38104

Tel: 901-448-4100

Fux: 901-448-4110
mrohrer@utmem.edu

Rolley, Ronald T (Josette)
610 Ridgewood Dr

West Lufayette, IN 47906
Fax: 317-477-9668

Rollins, David L (Carol)
3660 Euclid Ave, 107
Willoughby, OH 44094
Tel: 440-269-8346

Fax: 440-975-5763
dirmd@sufier.com



Rooke, Thom W (Julie)
Mayo Clinic

200 First St SW
Rochester, MN 55905
Tel: 507-266-7457

Fax: 507-266-1617
rooke.thom@muyo.edu

Rosenfeld, Joel C (Beth)
St Luke's Hospital

801 Ostrum Street
Bethlehem, PA 18015
Tel: 610-954-2255

Fax: 610-954-6450
rosenfj@sihn.org

Roupenian, Armen L

Vein & Laser Cenfer NE
Suite 305

45 Reshik Rd.

Plymouth, MA 02360

Tel: 508-746-2345

Fax: 508-747-2850
vein&laserne@udelphia.net

Rubin, Brian G (Sn)

660 S. Euclid Ave., Campus Box 8109
St Louis, MO 63110-1094

Tel: 314-362-7331

Fax: 314-362-7363
rubinb@mshotes.wustl.edu

Rubin, Jeffrey R (Janis)

The Vascular Center

1690 Skylyn Dr., Suite 350
Spuartanburyg, SC 29307

Tel: 864-596-7428

Fax: 864-596-7422
jeffrey.rubin@maryblack.org

Ruby, Steven T (Gail)

St. Francis hospital und Medicul
Center

1000 Asylum Ave, 2120
Hartford, CT 6105

Tel: 860-246-4000

Fax: 860-527-6985
vashartford@sbcglobal.net
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* Rutherford, Robert B (Kay)
14337 Dorsal St
Corpus Christie, TX 78418
Tel: 361-949-0327
Fax: 361-949-8381
rbruth@uol.com

* Sabety, Adrian M
The Cuardiovuscular Care Group
5 Franklin Ave, Suite 310
Belleville, NJ 07109
Tel: 973-759-9000

§ Sadick, Neil
Sudick Aesthetic Surgery &
Dermutology
772 Park Avenue
New York, NY 10021
Tel: 212-772-7242
Fax: 212-517-9566
nssderm@sudickdermatology.com

Sales, Clifford M (Kathy)

The Cuardiovuscular Care Group
5 Franklin Avenue, 310

Belleville, NJ 07109

Tel: 973-759-9000

Fux: 973-751-3730

csules@thecurdiovuscularcuregroup.ory

Salles-Cunha, Sergio X
Jobst Vascular Center
2109 Hughes Dr, 400
Toledo, OH 43606

Tel: 419-291-2353

Fax: 419-479-6980
sulles-cunhu@yahoo.com

Salvian, Anthony J (Irene)
1214-750 West Broudway
\ancouver, BC V5Z 1J2

Cunudu

Tel: 604-874-0532

Fax: 604-874-7806
sulviun@pop.inferchunge.ubc.cu
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Samson, Russell H (Sn)

Vascular Specidlists

5741 Bee Ridge Rd, 400
Sarasota, FL 34233

Tel: 941-371-6565

Fax: 941-377-7731
rsumson@veinsundurteries.com

Samuels, Peter B (Brenda)
2960 Neilson Way, Unit 502
Santa Monica, CA 90405-5373
Tel: 310-396-5022

Fax: 310-450-8382

Schadeck, Michel P

Medicul Center

h, Avenue De Melun
Villeneuve St. Georges, 94190
France

Tel: 33-1-438-92220

Fax: 33-0-143896627
floskool@eusynet.fr

Schanzer, Harry R (Helena)
Mount Sinui Medicul Center
993 Purk Avenue

New York, NY 10028

Tel: 212-3961254

Fux: 212-3961338
harryschanzer@hotmail.com

Schellack, Jon V (Pamela)
Vascular Clinic

5425 Brittuny Dr, Ste B

Buton Rouge, LA 70808-4306
Tel: 225-767-5479

Fux: 225-445-7202
rsconyers@vasclin.com

* Schmidt, Frank E (Donie)
Dept of Surgery, LSU Medicul Center
1542 Tulune Avenue
New Orleuns, LA 70112
Tel: 504-568-4576
Fax: 504-568-4633
fscmi@Isuhsc.edu
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Schneider, Joseph R (Shanda)
2650 Ridye Ave., Burch 100
Evanston, IL 60201

Tel: 847-570-1009

Fax: 847-570-2899

Schuler, James J (Catherine)
Univ of lllinois, Viusc Sury

1740 W Taylor, 2200
Chicuyo, IL 60612

Tel: 312-996-7595

Fux: 312-996-2704
mjmouw@uic.edu

Seabrook, Gary R (Nancy)
Medicul College of Wisconsin
9200 W Wisconsin , Vlasc Surgery
Milwaukee, W1 53226

Tel: 414-456-8296

Fax: 414-456-6216
yseubroo@muil.mcw.edu

Shafique, Shoaib

Indiana University School of Medicine
1001 W. 10th Street

OPE 303

Indianapolis, IN 46202

Tel: 317-630-7879

Fax: 317-639-0271

sshafiqu@iupui.edu

Shamma, Asad R (Lina)
Arfery & Vein Institute

P.O. Box 11-1666

Sodeco Sy; 8th Floor, Block B
Beirut, Other 111666
Lebunon

Tel: 96-1-3750806
shamuu@sovein.net

Shields, Raymond C (Opal)
Mayo Clinic

200 Tst Street SW

Rochester, MN 55905

Tel: 507-266-9737

Fax: 507-266-1617
shields.raymond@mayo.edu



Shortell, Cynthia K

Duke University Medicul Center
Box 3538

Durhum, NC 27710

Tel: 919-681-2915

Fax: 919-681-3563
short018@mc.duke.edu

Sidawy, Anton N (Mary)
7320 Yutes Court
McLean, VA 22101

Tel: 202-745-8295

Fax: 202-745-8293
ansidawy@uol.com

Silva, Michael B (Colleen)

TX Univ Hedlth Sci Ctr, Dept Sury
3601 4th Street, Room 3A124
Lubbock, TX 79430

Tel: 806-743-1306

Faux: 806-743-2359
mbs2@uol.com

* Simonian, Simon J (Arpi)
3301 Woodburh Rd, 102
Annandale, VA 22003
Tel: 703-573-5500
Fux: 703-573-3620
veininstitute@netzero.net

§ Simons, Glen W
Kentucky Vein Cure
125 East Maxwell, Suite 102
Lexington, KY 40508
Tel: 859-455-8346
Fax: 859-455-8866
gsimons@kyveincare.com

* Sladen, Joseph G (Jill)
3204 W, 26th Ave.,
Vancouver, BC V6L TW1
Cunudu
Tel: 604-731-4085
Fax: 604-731-4081
jsladen@inferchange.ubc.ca
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Sobel, Michael (Catherine)

VA Puget Sound Heulthcare System
1660 S. Columbiun Way, SS (112)
Seuttle, WA 98108-1597

Tel: 206-764-2255

Fax: 206-764-2529
michuel.sobel@med.va.gov

Sottiurai, Vikrom S (Christine)
Center for Vein Hedlth

Advocute Lutheran General Hospit
1775 Dempster Street

Park Ridye, IL 60068

Tel: 847-732-7200

Fux: 847-696-3394
sottiuraiv@comcust.net

Spence, Richard K (Claire)

St Agnes Medicul Ctr

900 Cuton Ave, 207, Dept Surgery
Bailtimore, MD 21229

Tel: 410-368-2712

Fax: 410951-4007
rspence@stagnes.ory

Stanley, Andrew C (Mary)
MCHVY Campus Smith

111 Colchester Ave
Burlington, VT 05401

Tel: 802-656-8474

Fax: 802-656-0680
undrew.stunley@uvm.edu

Steed, David L (Linda)

UPMC Shudyside

5200 Centre Avenue, Suite 307
Pittsburgh, PA 15232

Tel: 412-623-8437

Fux: 412-623-8440
steeddl@upmc.edu

Stonerock, Charles

SC Curdiovascular Surgery
805 Pumplico Highway
B-300

Florence, SC 29505

Tel: 843-676-2760

Fux: 843-676-2762
therock.8@excite.com



Stoughton, Julianne

(Mark N. Nawrocki)

Vein Solutions

92 Montvale Ave, Ste 3200
Stoneham, MA 2180

Tel: 781-438-8117

Fux: 781-438-8116
doctor@veinsolutionsma.com

Suh, Bo Yang

Yeunghum Medicul Center
Dept. of Surgery

317-1 Duemyung-Dony, Num-Gu
Dueyu, 703-035

Koreu

Tel: 82-5-36203583

Fax: 82-5-36241213
bysuh@yumail.ac.kr

§ Sullivan, Cornelius A
Vasculart
200 Griffin Rd., Suite 6
Portsmouth, NH 03801
Tel: 603-436-2002
Fux: 603-436-2006
sullycumd@hotmail.com

* Sumner, David $ (Martha)
2324 W, Lakeshore Drive
Springfield, IL 62707
Tel: 217-5629-2910
dsumnerl@uol.com

* Taheri, Syde A (Rose Ann)
268 Dun Troy
Williumsville, NY 14221
Tel: 716-633-1838
Fux: 716-634-4164
staheri268@uol.com

Taylor, David C (Irene)

750 West Broudwuy, 708
Vancouver, BC V5Z TH6
Canudu

Tel: 604-876-2211

Fax: 604-874-7806
dctaylor@interchunye.ubc.cu
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Thorpe, MD, Patricia E
Venous Cenfer

5 Woodlund Heights

lowa City, IA 52240

Tel: 319-688-5080

Fux: 319-688-5073
putricia-thorpe@venous.com

Towne, Jonathan B (Sandra)
Medicul College of Wisconsin
9200 West Wisconsin Ave
Milwaukee, WI 53226

Tel: 414-456-6966

Fax: 414-456-6216
jfowne@muil.mcw.edu

Tretbar, Lawrence L

8787 Bullentine, 1200
Shawhee Mission, KS 66214
Tel: 913-677-1776

Fux: 913-888-4081

Turnipseed, William D (Sandy)
Univ Wisconsin Clinical Sciences
600 North Highlund Ave., H4-730
Mudison, W1 53792

Tel: 608-263-1388

Fax: 608-263-7652
turnip@surgery.wisc.edu

Tzilinis, Argyrios

Anchor Vascular Surgery
800 Goodletfte Rd., Suite 380
Nuples, FL 34102

Tel: 239-643-8794

Fux: 239-262-8129
jizilinis@nhotmail.com

Valentin, Marlene D

Good Sumaritun Hospital

375 Dixmyth Ave, Vascular Lab, Lvl §
Cincinnati, OH 45220-2489

Tel: 513-872-2769

Fax: 513-872-1549
vdlentinmd@hotmail.com



Van Bemmelen, Paul $ (Daphne)
Temple University

3401 No Broud St, Parkinson 4th Fir
Philudelphiu, PA 19140

Tel: 215-707-3622

Fax: 215-707-5901
vanbemp@tuhs.temple.edu

# Vamagy, David
UMDNJ
Bergen Street
Newark, NJ 03140
Tel: 305-904-8149
davidvarnagy@hotmail.com

Vasquez, Michael (Melissa Ann)
Michael A. Vasgyues, MD

350 Alberta Drive, Suite 202
Amherst, NY 14226

Tel: 716-836-7292

Fax: 716-836-3310
mvusyuezmd@uadelphia.net

Vazquez, Richard M
Northwestern Memorial Hospital
201 E. Huron St, Galter,

Ste 11-250

Chicugo, IL 60611

Tel: 312-649-6562

Fax: 312-649-9027
drv@veincure.com

* Villavicencio, J. Leonel (Susy)
USUHS, Prof Surgery
4301 Jones Bridge Rd
Bethesda, MD 20814
Tel: 202-782-6592
Fux: 202-782-3371
jvillavicencio@usuhs.mil

Wakefield, Thomas W (Mary)
Univ of Michigun Medicul Ctr
1500 E Medical Ctr Dr, THCC 2210
Ann Arbor, MI 48109-0329

Tel: 734-936-5820

Fax: 734-647-9867
thomusww@umich.edu
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Walsh, Daniel B (Teri)
Durtmouth-Hitchcock Med Cir
One Medicul Center Dr
Lebunon, NH 03756

Tel: 603-650-8191

Fux: 603-650-4973
duniel.wulsh@hitchcock.ory

Wasserman, Dean H (Regina)
Vein Treuttent Cir of NJ

1 West Ridgewood Ave
Paramus, NJ 07652

Tel: 201-612-1750

Fax: 201-612-1760
cufter2d@uol.com

Webster, Marshall W (Bonnie)
Univ of Pittsburgh Medicual Center
200 Lothrop St, 9019 Forbes Tower
Pittsburgh, PA 15213

Tel: 412-647-1912

Fux: 412-647-1919
webstermw@msx.upmc.edu

Weingarten, Michael § (Carol)

Drexel University College of Medicine /
Huhnemann Hospital

245N, 15" Street 7150

Muil Stop 413

Philudelphia, PA 19102

Tel: 215-762-4005

Fax: 215-762-8699
michuel.weingarten@drexelmed.edu

Weiss, Robert A (Margaret)
Aspen Mill Professionul Bldy

54 Scott Adum Rd, 301

Hunt Valley, MD 21030

Tel: 410-666-3960

Fax: 410-666-3981
ksorenson@mdluserskinvein.com

Welch, Harold J (Cynthia)

Lahey Clinic

41 Mall Rd, Peripheral Vasc Surgery
Burlington, MA 01805

Tel: 781-7448193

Fax: 781-744-5744
harold.j.welch@luhey.ory



Wennberg, Paul W (Julie)
Mayo Clinic

200 First Street SW
Rochester, MN 55905

Tel: 507-266-7231

Fax: 507-266-1617
wehnbery. paul@mayo.edu

Wheeler, H. Brownell (Betty)

Univ of Muss Medicul School

55 Lake Ave North, S3-810, Surgery
Worcester, MA 01655

Tel: 508-856-2201

Fax: 508-856-6941

Williams, David

University of Michigun B1-D530
1500 E. Medical Center Drive
Ann Arbor, MI 48109-0030

Tel: 734-662-2717
davidwms@med.umich.edu

Williams, G. Melville (Linda)
Johns Hopkins Hospital

600 No Wolfe St, Harvey 611
Baltimore, MD 21287-8611
Tel: 410-955-5165

Fux: 410-614-2079
melwill@erols.com

Wolk, Seth W (Ruthanne)
Restorution Vein Care

5333 McAuley Dr., Suite 4016
Ann Arbor, MI 48106

Tel: 734-712-4310
wolksw@trinity-hedalth.ory

Yamaki, Takashi

Tokyo Women's Medical University
8-1, Kuwaudu-cho, Shinjuku-ku
Tokyo, 162-8666

Japan

yamaki@prs.twmu.ac jp
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* Yoo, James S. T. (Louise)

Northwestern University Med. School

201 Eust Huron St, 10-105
Chicuyo, IL 60611

Tel: 312-695-2716

Fax: 312-695-4955
jyao@nmh.ory

* Yellin, Albert E (Elissa)
59-415 Kawowo Roud
Haleiwa, HI 96712
ueyellin@hawdii.rr.com

# Yunus, Tahir
Willium Beaumont Hospitdl
3601 W. 13 Mile Roud
Royul Ouk, MI 48073
Tel: 248-854-7972
tahirey@yuhoo.com

§ Zakaria, Aamir M
SIU School of Medicine
PO box 19438
Springfield, IL 62794-9638
Tel: 217-545-8444
Fax: 217-545-2563
azakaria@siumed.edu

Zatina, Michael A (Katie)
3350 Wilkens Ave, Ste 100
Bultimore, MD 21229-4615
Tel: 410-368-2712

Fux: 410-368-3569
mzatinu@stugnes.ory

# Zayyat, Elie J (Tracy)
Good Sumaritun Hospital
375 Dixmythave-Med Edu 3rd FI
Cincinnati, OH 45220
Tel: 513-844-1000
Fax: 513-895-1254
etzuyyut@uol.com

Zierler, Brenda K

University of Washington

1959 NE Pucific St, Box 357266
Seuttle, WA 98195-7266

Tel: 206-616-1910

Fux: 206-616-7495
brenduz@u.wushington.edu



Zierler, R. Eugene
University of Washington
1959 NE Pucific Street

Box 356410

Seuttle, WA 98195

Tel: 206-543-3095

Fux: 206-616-7495
yzierler@u.wushington.edu

Zimmet, Steven

1801 N. Lumar Blvd.
Suite 103

Austin, X 78701

Tel: 512-485-7700
zimmet@skin-vein.com

Zubicoa, Santiago Ezpeleta
Hospital Ruber Internacional
¢/ laMuso N. 38

Mudrid, 28034

Spain

Tel: 34-9-13875157

Fax: 34-9-13875158
und.b.romero@uexp.com
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INTERNATIONAL MEMBERS

Arfvidsson, Berndt

University Hospital of Orebro
Orebro 70185

Orebro, 70185

Sweden

Tel: 46-1-96021000

Fax: 46-1-9125439
berndt.arfvidsson@orebroll.se

Balas, Panayiotis E
Hiruclitou 4

Athens, GR-1067
Greece

Tel: 30-1-6801209

Fax: 30-1-6712055
balusgr@compulink.gr

Carpentier, Patrick H

Grenoble University Hospitdl
Vascular Medicine

Grenoble, F38043

France

Tel: 33-4-76768859

Fax: 33-4-76768735
patrick.h.curpentier@wanudoo. fr

Christenson, Jan T (Suzy)
University of Genevu, Dept,
Cardiovascu

24 rue Micheli-du-Crest
Gehevu, CH-1292
Switzerland

Tel: 41-2-23727872

Fax: 41-2-23727634
jan.christenson@hcuge.ch

Cigorraga, Jorge Raul (Maria Isabel
Trapaglia)

Av Lus Herus 2223 5°A

Buenos Aires, 1425

Argentinu

Tel: 80-40248

Faux: 80-38496
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Cornu-Thenard, Andre M

cubinet medical

113 uvenue Churles de Guulle
Neuilly / Siene, 92200

France

Tel: 33-1-42891050

Fax: 33-1-40098054
andre.cornuthenard@wanudoo. fr

Davies, Alun Huw

Charing Cross Hospital

Fulham Paluce Rd, Surgery, 4th Floor
London, W6 8RF

UK

Tel: 44-2-088467320

Fax: 44-2-088467362
u.h.davies@ic.uc.uk

di Marzo, Luca

Depurtment of Surgery «Pietro Vuldonin
University of Rome «Lu Supienzan

Vidle del Policlinico, 155

Rome, 161

Italy

Tel: 39-0-649970794

Fax: 39-0-649972203
lucu.dimarzo@uniromal.it

Disselhoff, Ben

Mesos Medicul Center

Van Heuven Goedhartlaan 1
Utrecht, 3527CE
Netherlunds
disselhoff@planet.nl

Farmache, Alejandro H (Rosa Imes)
FOundution

Jose Vicente Zuputu 60

Mendozu, 5500

Argentinu

Tel: 54-2-614203372

Fax: 54-2-614203372
farmuche@infovia.com.ur



Fegan, Williom G
PO Box 100
Lamu,

Kenyu

Guex, Jean-Jerome (Genevieve)
Angiology Clinic

32, Boulevard Dubouchuyge

Nice, F-06000

France

Tel: 33-4-93859926

Fux: 33-4-93854130
j.guex@wunudoo.fr

Gupta, Prem C (Laxmi)
Medwin Hospital

#311 Muruti Sudun, 6-3-1117
Beyumpet

Hyderbud, 500-016

Indliu

Tel: 91-4-0234105622

Fax: 91-4-023201120
pcyuptalo@nhotmail.com

Hartung, Olivier

Service de Chirurgie Vusculaire,
CHU Nord

Chemin des Bourrelys

Marseille, 13015

France

Tel: 33-4-91968704

Fax: 33-4-91968370
olivierhartung@up-hm.fr

Hoshino, Shunichi (Hiroko)
Fukushima Duiichi Hospital
16-2 Nuriide, Kitusauwumatu
Fukushima-city, 960-8251
Japan

Tel: 81-2-45575111

Fux: 81-2-45575064
nol_sh@d8.dion.ne jp
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Ishimaru, Shin

Tokyo Med College, Surgery
6-7-1 Nishi-shinjuku, Shinjuku-ku
Tokyo, 160-0023

Japan

Tel: 81-3-33426111

Fax: 81-3-33422827
ishimaru@tokyo-med.dc.jp

Kim, Young-Wook (SeonMin Park)
Sumsuny Medicul Center

50, lwon-Dony, Gungnum-Gu
Seoul, 135-710

Koreu

Tel: 82-2-34103461

Fux: 82-2-34100040
ywkim@smc.samsung.co.kr

Komlos, Pedro P

Pedro Publo Komlos Vus Sury Clinic
ruu Dr Florencio Ygartuu St, 131rmé05
Porto Aleyre- RS, 90430-010

Bruzil

Tel: 55-5-132225065

Fux: 55-5-133302315
ppkomlos@terra.com.br

Kompf, Boguslaw
Klinika Zdrowych Noy
ul. Reduty Ordona 54/1
71-202 Szczecin
Polund

Tel: 48-9-14874598
dr@kompf.com

Lamesch, Alfred J (Christa)
Clinic Dr Bohler

30 Rue de Luxemboury
Goetzingen, L-8360
Luxemboury

Tel: 44-9-06455

Matsubara, Junichi (Junko)
Kunuzawa Med Univ, 1-1 Duigaku
Uchinudu-Machi, Kuhoku-gun
[shikawa-Ken, 920-02

Japan

Tel: 81-0-762862211

Fux: 81-0-762862322
matsujun@kunazawda-med.dc.jp



Milleret, Rene
Veih Center

2 Rue de Verdun
Montpellier, 34000
France

Tel: 33-4-67659898
rmilleret001@rss.fr

Ogawa, Tomohiro

CV Diseuse Ctr/Fukushima Duaiichi
Hosp

16-2 Kitusawumata Nariide
Fukushima City, 960-8251

Japan

Tel: 81-2-45575111

Fax: 812-4-5575064
fomo-oguwu@msb.biglobe.ne.jp

Osse, Francisco

Cudlcudu Dos lpes, 59

Centro Comerciul De Alphaville
Barueri

SGo Paulo, 06453-000

Bruzil

Tel: 55-1-141916127

Fax: 55-1-138313527
fiosse@uol.com.br

Papendieck, C. M. (Laura)
Universidad del Salvador
Cutumarcu 3179 - 1636 Olivos
Buenos Aires, 1636

Argentinu

Tel: 54-1-147907957

Fax: 54-1-147990740
cpupen@intrumed.het.ar

Pietravallo, Antonio F. R

Inst Privado de Fleboloyiu

Av Culluo 1243, 10 B

Buenos Aires, 1023

Argentinu

Tel: 54-1-8135172

Fax: 54-1-8144496
flebologiupietravallo@hotmail.com
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Rasmussen, Lars H (Birgit)
Kirurgisk Center Nuestved
Eskadronvej 4 A
Nuestved, 4700
Denmurk

Tel: 45-5-5700038

Fux: 45-5-5723038
|hr@varix.dk

Richardson, Graeme D (Dianne)
Rural Clinical School UNSW

PO Box 5695

Wagyu Wagygu, 2650

Austrdlia

Tel: 26-9-335125

Fux: 26-9-335100
richo2@uupt.net.uu

Sakuda, Hitoshi

Second Depurtment of Surgery,
University of the Ryukyus

207 Uehary, 2nd Dept of Surgery
Nishihara Okinawa, 903-0215
Jupun

Tel: 81-9-88951168

Fax: 81-9-88951422
sukudu-h@med.u-ryukyu.uc ju

Schapira, Armando E (Estela)
Clinicu de Flebolinfologia
Buenos Aires 1013

Rosurio, 2000

Argentinu

Tel: 54-3-414242634

Fax: 54-3-414242634
schapira@cimero.org.ar

Schultz-Ehrenburg, Ulrich (Helga
neeDehnke)

Berlin-Weissensee Heulth Cir

Schonstr 5, Dermatology & Phlebology
Berlin, 13086

Germuny

Tel: 49-3-305682211

Fux: 49-3-305622654
u.schultz-ehrenburg@t-online.de



Scurr, John H

Lister Hospital, Lister House
Chelseu Bridge Rd

London, SW1W 8RH

UK

Tel: 44-0-2707309563

Fax: 44-0-2702599938
jscurr@uk-consultants.co.uk

Segal Halperin, Boris M (Monica)
Av Luis Maria Campos 1575, PB «C
Buenos Aires, 1426

Argentinu

Tel: 54-1-7849111

Fax: 54-1-7849111
borisegul@fibertel.com.ar

Simkin, Roberto

Univesrsity of Buenos Aires Argentinu
Talcuhuano 1155, P. Baju Dto.5
Buenos Aires, 1013

Argentinu

Tel: 54-1-148126098

Fax: 54-1-148064774
robsim@ciudud.com.ar

Uhl, Jean-Francois

Vanuse Veins Surgicul Center
113 Av ch de Guulle
Neuilly-sur-seine, 92200
France

Tel: 33-1-47472211

Fax: 33-1-47472060
jf.uhl@wanadoo.fr

Vandendriessche-Hobbs, Marianne
Vein Clinic

288 Mudltebrugye St

Gent, B9000

Belgium

Tel: 32-9-2454306

Fax: 32-9-2200781
mvundendriessche@hotmuil.com

Vanhoutte, Paul M

(Jacqueline Vandenberghe)

Univ of Hong Kong, Pharmacology
21 Sussoon Rd, 2/F Laboratory Block
Hony Kony,

Chinu

Tel: 85-2-28199251

Fux: 85-2-28170859
vanhoutte.hku@hku.hk

Wittens, Cees H. A. (Janny)
Sint Franciscus Gusthuis
Kleiwey 500

Rotterdum, 3045 PM
Netherlunds

Tel: 31-1-04616161

Fax: 31-1-04616769
c.wittens@sfy.nl

Zamboni, Paolo (Elena)

Univ Degli Studi Di Ferrara
203 Corso Gioveccu, Surgery
Ferraru, 44100

[taly

Tel: 39-0-532236524

Fax: 39-0-532237443
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AMERICAN VENOUS FORUM

Geographical Roster

ALABAMA

Birmingham
Passman, Marc A

ARIZONA

Scottsdale
Morrison, Nick

ARKANSAS

Little Rock
Ferris, Ernest J

CALIFORNIA

Agoura
Barker, Wiley F

Baldwin Park
Murray, Jumes D

Beverly Hills
Grudman, Wayne S

Dana Point
Cannon, Juck A

Fresno
Elmore, Frederick A

Irvine
Kanter, Alun

La Jolla
Bergun, John J
Deldariu, Giucomo A
Fronek, Arhost
O’Byrne, Margaret M.

Schmid-Schonbein, Prof G. W.

Pascuarelly, Luigi
Loma Linda

Hasaniya, Nahidh W.
Newport Beach

Arata, Michuel

Orange
Flanigan, D. Preston

Panorama City
Cerveiry, Jouyuim J

Portola Valley
Fogarty, Thomus J

Rancho Palos Verdes
Donuyre, Curlos E

Roseville
Mondhan, Daniel L.

San Francisco
Denbo, Howard E
Lony, John B
Messind, Louis M

San Mateo
Harris, Edmund J

Santa Barbara
McKittrick, Jumes E

Santa Monica
Suamuels, Peter B

Seal Beach
Guspur, Mux R

Stanford
Harris, E. John

Torrance
Duffy, David M

Walnut Creek
Isaucs, Mark

COLORADO

Aurora
Hammond, Sharon L

Fort Collins
Kaufman, Steven L.

Palisade
Bernhurd, Victor M

CONNECTICUT

Hariford
Ruby, Steven T



DC

Washington
Depulmu, Rulph G
Gillespie, David L
Giorduno, Joseph M

DELAWARE

Newark
Gomes, Mario N

Wilmington
Kerstein, Morris D

FLORIDA

Boca Raton
Meretei, Attilu

Jacksonville
Hakaim, Albert G
Miami
Almeidu, Jose Ignhucio
Ginzbury, Enriyue
Kang, Steven S

Naples
Tzilinis, Argyrios

Palm Beach Gardens
Miskin, Barry M

Sarasota
Samson, Russell H

Tampa
Kerr, Thomus M

West Palm Beach
Lynn, Richard A

Weston
Fernundez, Bernardo B

GEORGIA

Atlanta
Ferrier, Frank
Kasirgjan, Karthikeshwar

Gainesville
Procter, Charles D

Savannah
Alpert, Joseph

HAWAII

Haleiwa
Yellin, Aloert E

Honolulu
Kisther, Robert L
Lurie, Fedor
Masudu, Elna M

IOWA

lowa City
Thorpe, MD, Putriciu E

ILLINOIS

Arlington Heights
Forrestal, Mark

Chicago
Bussiouny, Hisham S
Durhum, Joseph R
Matsumura, Jon S
McCuarthy, Walter J
Morasch, Mark D
Pearce, Willium H
Schuler, Jumes J
Vuzyuez, Richard M
Yao, Jumes S. T.

Evanston
Schneider, Joseph R

LaGrange
Gocke, John

Maywood
Leon, Luis
Littooy, Fred N

Park Ridge
Buckman, Jeffrey
Softtiurai, Vikrom S

Skokie
Caprini, Joseph A

Springdfield
McLufferty, Robert B
Sumner, David S
Zakaria, Aamir M

INDIANA

Carmel
Finkelmeier, Willium R

Indianapolis
Dulsing, Michuel C
Goodson, Spencer F
Lalky, Stephen G
Shafique, Shodib
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West Lafayette
Rolley, Ronald T

KANSAS

Shawnee Mission
Tretbar, Lawrence L

KENTUCKY

Lexington
Simons, Glen W

LOUISIANNA

Baton Rouge
Frusha, John D
Schelluck, Jon V

New Orleans
Hollier, Larry H
Schmidt, Frank E

Shreveport
Phifer, Travis J

MAINE

Bangor
Hallett, John W

Portland
Eldrup-Jorgensen, Jens

MARYLAND

Baltimore
Flinn, William R
Spence, Richard K
Williams, G. Melville
Zatina, Michael A

Bethesda
Rich, Norman M
Villavicencio, J. Leonel

Hunt Valley
Weiss, Robert A

Rockville
Beuvers, Frederick P

Towson
Buchbinder, Dale

MASSACHUSETTS

Arlington
Flynn, Willium F
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Abbott, Willium M
Buldwin, John C
lafrati, Mark D
Menzoiun, Jumes O
O’Donnell, Thomus F
Poluk, Joseph F

Brighton
Razvi, Syed A

Burlington
Welch, Harold J

Framingham
Donualdson, Magruder C

Plymouth
Roupeniun, Armen L

Stoneham
Cuntelmo, Nunhcy L
Stoughton, Juliunne

Wellesley
Persson, Alfred V

West Roxbury
Ruffetto, Joseph D

Westport
Cuarney, Wilfred |

Worcester
Wheeler, H. Brownell

MICHIGAN

Ann Arbor
Greenfield, Lazar J
Henke, Peter K
Myers, Jr., Duniel
Wukefield, Thomus W
Williams, David
Wolk, Seth W
Bingham Farms
Brown, O. Willium

Detroit
Mattos, Mark A
Nypaver, Timothy J

Grand Rapids
Manhsour, M. Ashraf
Livonia
Engle, Jennifer S
Pfeifer, John R



Petoskey
Kazmers, Andris
Royal Ouk
Yunus, Tahir

West Bloomfield
Elliott, Joseph P
Granke, Kenneth

MINNISOTA

Rochester
Agarwal, Gautam
Bjurnuson, Haraldur
Felty, Cindy
Gloviczki, Peter
Kalra, Manju
Ldll, Purandath
Lofgren, Eric P
Lofgren, Karl A
Noel, Audra A
Oderich, Gustavo
Pugyioni, Alessundru
Rooke, Thom W
Shields, Ruymond C
Wennbery, Paul W

MISSISSIPPI

Flowood
Neglen, Peter
Raju, Seshudri

MISSOURI

Columbia
Gurdner, Glenn P

St Louis
Binnington, H. Bradley
Kloecker, Richurd J
Rubin, Briun G

NEBRASKA

Omaha
Lyhch, Thomas G

NEVADA

Reno
Dadke, John W,
Merchant, Robert F

NEW HAMPSHIRE

Lebanon
Beebe, Hugh G
Walsh, Daniel B

Manchester
Furey, Patricia C

Portsmouth
Sullivan, Cornelius A

NEW JERSEY

Belleville
Sabety, Adrian M
Sules, Clifford M

Denville
Araki, Clifford T
Mintz, Bruce

Englewood
Elias, Steven

Highland Park
Konigsbery, Stephen F

Long Branch
Haser, Paul B

Morristown
Kabnick, Lowell S
Oliver, Mark A

Newark
Abui, Bubak
Hobson, Robert W
Jumil, Zafar
Labropoulos, Nicos
Ldl, Brajesh K
Padbery, Frank T
Puppus, Peter J
Varnugy, David

Paramus
Wasserman, Deun H

Somerset
Deuk, Steven T

NEW MEXICO

Albuquerque
Corson, John D

Clovis
Paladugu, Rumesh

Santa Fe
Martin, Alfred J
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NEW YORK

Albany
Chany, Behjumin B
Darling, R. Clement
Roddy, Seun P

Ambherst
Vasyuez, Michael
Brooklyn
Ascher, Enrico
Hingorauni, Anil P
Rui, Dinker B
Buffalo
Harris, Lihdu M

New York
Adelman, Mark A
Baron, Howard C
Guagne, Paul
Green, Richard M
Kent, K. Craig
Min, Robert J.
Mulcure, Robert
Olin, Jeffrey W
Sadick, Neil
Schanzer, Harry R

Rochester
Deweese, Jumes A
llig, Karl A
Rhodes, Jeffrey

Roslyn
Chany, John B

Schenectady
Blumenbery, Robert M

Staten Island
Fodera, Maria Elenu

Stony Brook
Criaudo, Enrigque
Guspuaris, Antonios P
Ricottu, John J

Williamsville
Taheri, Syde A

NORTH CAROLINA

Chapel Hill
Johnson, George
Marston, Willium A

Charlotte
Robicsek, Francis

Durham
O’Sheu, Susan |
Shortell, Cynthiu K

Greenville
Powell, C. Steven

OHIO

Cincinnati
Crunley, Robert D
Kempczinski, Richard
Lohr, Jouhn M
Muck, Patrick E
Pringle, Timothy C
\Vlentin, Marlene D
Zayyat, Elie J

Cleveland
Carman, Teresu L
Ouriel, Kenneth

Columbus
Franz, Raundall

Dayton
Lemmon, Gury W

Steubenville
Ramnauth, Subhash C

Toledo
Balkuny, Louis
Comerotu, Anthony J
Dosick, Steven M
Gule, Steven S
Kritprachu, Boonprasit
Nazzal, Munier M.S.
Robbins, Mark R
Salles-Cunhu, Sergio X

Westlake
Navarro, Felipe

Willoughby
Rollins, David L

OREGON

Portland
Edwards, Jumes M
Monetu, Gregory L
Pavehik, Dusun

SPENNSYLVANIA

Bethlehem
Rosenfeld, Joel C
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Camp Hill
Cdlcugno, David
Easton
Bailshi, Jumes D
Fisher, Juy B

Philadelphia
Blebeu, John
Cudlliguro, Keith D
Merli, Geno J
Van Bemmelen, Paul S
Weingurten, Michuel S

Pittsburgh
Cho, Jue-Suny
Jarrett, Fredric
Steed, David L
Webster, Marshall W

Wayne
Ernst, Calvin B

Wilkesbarre
Gruneiro, Laura A

York
Custronuovo, John J

PUERTO RICO

San Juan
Rodriguez, Agustin A

RHODE ISLAND

Providence
Pautterson, Robert B

SOUTH CAROLINA

Aiken
Ratliff, Jack L

Florence
Stonherock, Charles

Spartanburg
Rubin, Jeffrey R

TENNESSEE

Knoxville
Goldman, Mitchell H

Memphis
Rohrer, Michuel J

TEXAS

Austin
Dilling, Emery
Zimmet, Steven

Beaumont
Rodman, Charles

Corpus Christie
Rutherford, Robert B

Dallas
Clugett, G. Putrick

Galveston
Hunter, Glennh C
Killewich, Lois A
Pounds, Lori C

Houston
Bush, Ruth
Lin, Peter
Lumsden, Alun B
Peden, Eric

Lubbock
Silva, Michuel B

McKinney
Proctor, Mary C

Temple
Bohunnon, W. Todd

Victoria
Johnston, Robert H

VERMONT

Burlington
Ricci, Michuel A
Stanley, Andrew C

VIRGINIA
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Alexandria
Cordts, Puul R

Annandale
Simoniun, Simon J

Charlottesville
Cherry, Kenneth J
Owens, Lewis

MclLean
Siduwy, Anton N

Norfolk
Bonawitz, Cara A



Portsmouth
Arbid, Elius J

Reston
Lee, Byuny-Boony

Williamsburg
Delaurentis, Dominic A

WASHINGTON

Seattle
Meissher, Mark H
Nich olls, Stephen
Sobel, Michuel
Zierler, Brendu K
Zierler, R. Eugene
Mewissen, Mark W
Sedbrook, Gury R
Towhe, Jonathan B

WEST VIRGINIA

Charleston
AbuRuhma, Ali F
Bolund, Jumes P

WISCONSIN

Madison
Cuarr, Sundra C
Turnipseed, Willium D

Milwaukee
Brown, Kellie
Cumbria, Robert A
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INTERNATIONAL MEMBERS

ARGENTINA

Buenos Aires
Enrici, Ermeneyildo A
Cigorraga, Jorge Raul
Papendieck, C. M.
Pietravadllo, Antonio F. R
Seyul Halperin, Boris M
Simkin, Roberto

Mendoza
Farmache, Alejundro H

Rosario
Schapira, Armando E

AUSTRALIA

Wagga Wagga
Richurdson, Grueme D

AUSTRIA

Vienna
Partsch, Hugo

BELGIUM

Gent
Vundendriessche-Hobbs, Marianne

BRAZIL

Porto Alegre, RS
Komlos, Pedro P

Sdo Paulo, SP
Osse, Francisco

CANADA

Calgary
Hill, Douglus

Vancouver
Salvian, Anthony J
Sluden, Joseph G
Taylor, Duvid C

Winnipeg
Louridus, George

Hamilton
Hirsh, Jack

Quebec
Dion, Yves M

CHINA

Hong Kong
Vanhoutte, Paul M

CYPRUS

Nicosia
Nicolaides, Andrew N

DENMARK

Naestved
Rasmussen, Lars H

FRANCE

Cagnes sur ner
Pittaluga, Paul
Chassieu
Perrin, Michel

Grenoble
Cuarpentier, Putrick H

Marseille
Hartuny, Olivier

Montpellier
Milleret, Rene

Neuilly / Siene
Cornu-Thenard, Andre M
Uhl, Jeun-Francois

Nice
Guex, Jeun-Jerome

Paris

Cuzaubon, Nichele
Natdli, Jeun P

Villeneuve St. Georges
Schudeck, Michel P

GERMANY
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Noppeney, Thomas

Berlin
Schultz-Ehrenbury, Ulrich

Bonn
Rabe, Eberhard

Heidelberg
Proebstle, Thomas



Kassel
Gruss, Jorg D

GREECE

Athens
Balus, Punayiotis E

INDIA

Hyderbad
Gupty, Prem C

ITALY

Ferrara
Zamboni, Puolo

Roma
Allegra, Claudio
Cuyyiuti, Alberto
Allegra, Claudio
di Marzo, Lucu

JAPAN

Fukushima City
Oguwu, Tomohiro
Hoshino, Shunichi
Ishikawa-Ken
Matsubara, Junichi
Nishihara Okinawa
Sakudu, Hitoshi

Tokyo
Ishimaru, Shin
Yamaki, Takashi

KENYA

Lamu
Fegan, Willium G

KOREA

Daegu
Suh, Bo Yuny

Seoul
Kim, Youny-Wook

LEBANON

Beirut
Shammu, Asud R

LUXEMBOURG

Goetzingen
Lamesch, Alfred J

MEXICO
Mexico
Paramo-Diuz, Marcelo

NETHERLANDS

Rotterdam
Wittens, Cees H. A.

Utrecht
Disselhoff, Ben

POLAND

Szczecin
Kompf, Boguslaw

SPAIN

Madrid
Monedero, Juvier Leul
Zubicou, Suntiugo Ezpeletu

SWEDEN

Helsingborg
Eklof,Bo G

Linkoping
Thulesius, Olav

Orebro
Arfvidsson, Berndt

Uppsala
Berygyvist, David

SWITZERLAND

Lucerne
Lauber, Andre F.

Geneva
Christenson, Jan T

Strafa
Bollinger, Alfred

UK

Birmingham
Bradbury, Andrew W
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Channel Islands
Browse, Norman L

Edinburgh
Ruckley, C. Vaughah

London
Burhand, Kevin G
Hobbs, John T
Davies, Alun Huw
Scurr, John H

Wexham
Coleridge Smith, Philip D

WEST INDIES

Trinidad
Mahardj, Dale A
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THE AMERICAN VENOUS FORUM
BY-LAWS

ARTICLE | - NAME
The nume of this orgunization shall be THE AMERICAN VENOUS FORUM.
ARTICLE Il - OBJECTIVES

The objectives of this orgunization shall be (1) to promote the study of or research in venous
diseuses; (2) to contribute to the uctive continuing educution of its membership; (3) fo hold
unnudl meetings; und (4) to encouruge the development und dissemination of knowledye
regurding venous diseuse.

Notwithstunding the foregoing, (u) no purt of the orgunization’s net eurnings or ussets shall
inure to the benefit of uny member, officer, or other person, except thut the orgunization shull
be authorized und empowered to puy reusonauble compensation for services rendered und to
muke other puyments und distributions in furtherance of the purposes set forth ubove, und (b)
the orgunization shall not carry on uny uctivity not permitted to un organization exempt from
Federulincome tux under Section 501 (¢) (6) of the Internul Revenue Code of 1954, us umended
(the “Code") or the corresponding provision of uny future United Stutes revenue stutute,

ARTICLE IIl - MEMBERSHIP

Membership in the Venous Forum may include physiciuns certified by one of the Americun
Certifying Bourds or by one of the Royul Colleges who have demonstrated an interest in und
contribution to the munugement of venous problems und who ure in good stunding in their
Stute or Provinciul Medicul Societies in the United Stutes or Cunudu. From time to time, the
Membership Committee muy recommend membership to scientists who ure hot M.D.’s und/or
do not possess u doctorul degree but huve demonstruted u mujor commitment to issues of
venous diseuse.

1. Active members: usidentified ubove und limited to 300 uctive members. Active members
shull puy dues und huve full voting privileges. Attendunce ut the Annudl Scientific Program
shull be expected of ull Active members. A member muy be dropped from the Forum
by action of the Executive Committee ufter three (3) consecutive yeurs of unexcused
dbsence from the Annual Meeting.

2. Seniormembers: included will be uctive members who have reuched the uge of 65 yeurs;
ormembers for whom, for reasons of hedlth or other just cause, the Executive Committee
recommends this cutegory. They shdll hot be bound by uttendunce or dues paying
requirements.

3. Honorury members: individudls who huve mude outstunding contributions in the field of
vuscular science. They shull not puy dues hor shull they have voting privileyes.

4, Internationdl Members: The orgunization, from fime to time, may elect physiciuns or
surgeons from outside the United Stutes or Cunudu who meet the equivalent yudlificutions
us outlined in Paragraph 1 of Article lll. The election process shull be the sume us that for
cundidutes us outlined in Article IV. An International Member must huve Americun Bourd
of Medicul Specidlties recoynition or its eguivalent. An International Member must puy
dues und attend two of five Anhuadl Meetings.

5. Associute Members: Individuuls who have un inferest in und have mude u contribution to
the munagement of venous problems, but who do hot hecessurily hold u doctorul deyree.
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Associute members must meet ull other membership reyuirements us outlined in Article |ll.
Associate members will pay membership dues determined by the Executive Committee.
Associate members ure hot eligible to vote or hold elective office. An Associate member
representutive shull be appointed to sit on the Executive Committee us u honvoting
member.

Cundidute Members: Physiciuns who ure currently serving in u cupucity of u resident or
fellow in u post-doctoral training programs und have demonstrated interest in und have
maude u contribution to the munugement of venhous diseuse. Cundidute members ure
not eligible to vote or hold elective office und are reyuired fo puy Membership dues us
set by the Executive Committee. A Cundidute representutive shull be uppointed to sit
oh the Executive Committee us u hon-voting member.

ARTICLE IV - ELECTION OF MEMBERS

1.

The process of election of Active members of the Society shull be us follows:

u. Applicution forms for membership shall be avdiluble only by request of u member.
Applications must be uccompunied by letters from the sponsor und two endorsers
ull of whom should be members of the Americun Venous Forum.

b.  Applicution forms presenting the curricula vitue of the cundidutes und sighed
by them shdll be in the hunds of the Secretary ut leust four (4) months before
the executive session ut which it is desired that the cundidute be considered for
election.

c.  The Secretury shull send to the Chuirman of the Membership Committee these
applications with dll pertinent dutu ut leust two (2) months before the unnual
meeting. The Membership Committee shull review the professional qualificutions of
the cundidutes.

d.  The Chuirmun of the Membership Committee shull meet with the Executive
Committee of the Venous Forum for the purpose of presenting the recommendations
of the Membership Committee.

e.  Thenhames of the cundidates recommended by the Executive Committee for election
shull be submitted by the Secretury to the membership in his unnual report.

f. Election to membership shull be by secret bullot, by u three-fourths uffirmutive vote
of those members present und voting ut the unnual executive session.

d. A cundidute who fuils of election ut one meeting muy be presented to the
membership ut the next two (2) unhudl meeting of the Forum. The hame of u
cundidute who fuils of election u third time shall be dropped from the list of
upplicutions for membership. Such cundidute’s upplication muy be resubmitted
uffer an interval of two (2) yeurs,

h.  New Member Aftendunce: Cundidutes, followiny their election to membership at
the Annual Business Meeting of the orgunizution, will be required to attend the next
Annudl Meeting of the Forum to be formally introduced to the membership.

The process of election of Honorary members of the Forum shall be as follows:

u.  Any Active or Senior member mauy hominute un individual for Honorary membership.
The hume und u brief description of the uccomplishments of the hominee must be
submitted to the Secretary ut leust four months before the Executive Session ut which
it is desired the hominee be considered for honorury membership. The Secretary
shull distribute this information to the Honorary Membership Committee consisting of
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three (3) immediute pust Presidents of the Executive Committee ut leust two months
before the unhual meeting.

b.  The Honorury Membership Committee shull muke its recommendations to the
Executive Committee.

c. Followiny its deliberation, the Executive Committee muy recommend thut the
cundidute’s nume be submitted by the Secretury to the membership in the unnudl
report at the Annual Business Meeting of the Forum.

d.  Election to membership shull be by secret bullot by three-fourths uffirmutive vote of
the membership present and voting at the Annual Business Meeting.

ARTICLE V - EXECUTIVE COMMITTEE
1. The Executive Committee of the Forum shalll direct ifs uctivities.

2. The Executive Committee shull be composed of the President, the President-Elect,
the Secretury, the Treusurer, the Recorder, three Councilors und the immediute three
Pust-Presidents und the Archivist.

3. The Executive Committee shull be the yoverning body of the Forum und shall have full
power to manuge und uct on dll uffairs on the Forum except s follows:

d,  Itmay not, without the upproval of the Forum membership at an annudl executive
session, ulfer the inifiution fees or unhudl dues, or levy uny ussessment against
the membership, except that it may, in individudl cases, waive unhual dues or
ussessments.

b. It may hot umend the By-Laws.

c. It may neither elect hew members nor ulter the stutus of existing members, other
than to apply the provisions of Article XI.

4. The President of the Forum shall serve us Chairman of the Executive Committee und the
Secretury of the Forum us its Secretary.

5. Meeting of the Executive Committee shall be held ut the call of the President of the Forum
und euch member of the Executive Committee must be hotified in writing of the time und
pluce of euch such meeting ho less thun ten (10) days prior to the Meeting.

6. The unnuul meeting of the Executive Committee shull precede the executive session of
the Forum membership.

7. Amdijority of the voting members of the Executive Committee shall constitute a quorum
for the frunsuction of business.

8. The uct of u muijority of members of the Executive Committee present ut a duly culled
meeting at which u quorum is present shall be the uct of the Executive Committee unless
the uct of a greater number is required by upplicable statute or these By-Laws,

9. Any uction which is reyuired by law of the Articles of Incorporation or these By-luws to be
tuken ut a meeting of the Executive Committee, or uny other uction which may be taken
without u meeting if a consent in writing, setfting forth the action taken shall be sighed
by dll of the members of the Executive Committee entitled to vote with respect to the
subject matter thereof, Any such consent signed by dll of the members of the Executive
Committee shall have the sume force und effect us u ununimous vote at u duly culled
und constituted Mmeeting of the Executive Committee.
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Americun Venous Forum Foundution: At its Anhuul Meeting, the Executive Committee
shall elect up to eight (8) individuuls to serve us members of the Bourd of Directors of the
Americun Venous Forum Foundation. These eight individuals shall include the Secretary,
Treusurer, und Immediate Pust President of the Americun Venous Forum. Euch elected
Director, other thun the Secretary und Treusurer, shull serve u stuygered term of up to
three (3) yeurs und shall be eligible for un additional reappointment of one (1) three-year
term for a muximum of six (6) yeurs of service to the Bourd.

ARTICLE VI - COUNCILORS AND OFFICERS

1.

The officers of the Forum shull be u President, u President-elect, u Secretary, u Treusurer
und u Recorder, ull fo be elected us provided in the By-Laws. Suid officers shull serve ex
officio us voting members of the Executive Committee.

Al officers of the Forum, except the Secretary, the Recorder, the Archivist, und the Treusurer,
shull be elected for terms of one (1) yeur euch und until their successors ure elected und
yuulified. The President may not serve more thun one (1) consecutive ferm. The Secretary,
Recorder und Treusurer will serve three yeurs euch und until their successors ure elected und
yuulified. Three Councilors shall be elected serving overlupping terms of three yeurs euch,

A Councilor, Archivist, aund the officers of the Forum shull be hominuted by the Nominating
Committee, which shall present the slate to the Executive Committee dt its unnudl meeting
und to the members ut the executive session. Additiondl hominations may be made from
the floor ut the executive session euch yeur. The election shull tuke pluce ut the executive
session.

Election of officers shull be by u mdjority of the votes cust, The three cundidutes for
Councilor who receive the most votes shull be elected, provided thut euch member may
vote for three cundidutes for Councilor und muy not cumulate his or her votes.

The President shull preside u the meetings of the Forum und the Executive Committee,
preserve order, regulate debates, unnounce results of elections, uppoint committees
not otherwise provided for, sigh certificates of membership, und perform dll other duties
normally dppertaining fo his office.

The President-elect in the dbsence orincupucity of the Chairman shall perform the duties
of the President’s office.

In the dbsence of both the President aund the President-elect, the chair shall be taken
by a chairman pro tem, elected by such members of the Executive Committee us are
present.

The Secretary shall keep the minutes of the meetings of the Forum and the executive
Committee; uttest dll officiul ucts reyuiring cerificution; notify councilors, officers und
members of their election und tuke charge of ull pupers not otherwise provided for, At leust
thirty (30) duys but not more than forty (40) duys prior to euch unhudl or special meeting the
Secretury shullissue to ullmembers of the Society u progrum of the forthcoming meeting.
The Secretury shull compile u written report to be reud ut the unnudl executive session
of the Forum in which shall be included the list of cundidutes proposed for membership,
us upproved by the Executive Committee.

The Treusurer shall receive dll monhies und funds belonging fo the Forum to pay dll bills;
render bills for dues und ussessments ds soon s possible ufter the annudl meeting; and
report to the Executive Committee ut euch unhual meeting the numes of dll members
in urreurs us to dues.

The Recorder shall receive dll papers und reports of discussions on puper presented before
the Forum or reud by fitle.
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10.  The Archivist shall serve for three yeurs und until u successor is elected und yudlified. The

Archivist shall be hominuted by the Nominuting Committee.

ARTICLE VII - COMMITTEES

1.

The Stunding Committees of the Forum shull consist of a Membership Committee, u
Nominuting Committee, u Progrum Committee, u Committee on Arrangements of
the Annudl Meeting, un International Relations Committee, a Committee on Issues,
Committee on Reseurch, und un Honorury Membership Committee.

The By-Laws Committee shall consist of three members to serve overlupping ferms of
three yeurs euch with the (secretury of the Forum) serving us Chuir, A hew member shall
be uppointed unnuully by the President. They will review the By-Laws from time to time
us directed by the Executive Committee.

The Membership Committee shull consist of three (3) elected members, who shall serve
overlupping terms of three (3) yeurs euch, plus the Secretary us un ex-officio member.
The senior member in terms of service on this committee shall be the chuirman. The
Nominating Committee shall present, unnually, one or more cundidute(s) to serve us u
member of the Membership Committee us purt of ifs slute to the Executive Committee
at its aunnuul meeting. Election shall be by the members ut large at the executive session.
Election shull be by u mdjority of the votes cust, The functions of the Committee shull be
fo puss upon the professiondl und ethical yudlifications of the upplicunts und to advise
the Executive Committee of the recommendutions of the Committee.

The Nominuting Committee shall consist of the three (3) most recent uvailuble Pust
Presidents und shall be appointed by the President one (1) month before the unnudl
meetiny. Its function shall be to Muke up u slute of officers und u member or members
of the Membership Committee to be presented ut the unnuul meeting to the members
ut the Executive Session. The Senior Member in terms of service on this Committee shall
be the Chairman,

The Program Committee shull consist of three (3) members who shall be uppointed, one
in euch yeuar, by the President to serve overlapping ferms of three (3) yeurs euch. The
senior member in terms of service on this committee shull be the chairman. The Secretary
und Recorder shull be ex officio members of the Program Committee. The function of the
Program Committee shull be to solicit pupers und other presentations from members und
other individudls und to muke up the program for the unnual meeting.

The Committee on Arrungements for the Annudl Meeting shull be uppointed by the
President und consists of members resident in the generdl locdlity in which the unnudl
meeting is to be held, together with President, Secretary und Recorder ucting ex officio.
The function of this committee shall be the muking of yeneral arrangements for the unnual
meeting.

The Interhational Relations Committee shall consist of at least three (3) members who shall
be uppointed, one in euch yeur, by the President fo serve overlupping terms of three years
edch. The senior member in terms of service on this committee shall be the chairman,
The Secretury of the Forum shull serve us Ex-Officio of the Committee. The functions of
the International Relations Committee shall be to establish und maintain communications
with venous forums und other reluted vuscular orgunizations outside of the United Stutes
for the purposes of the exchunge of information,

The Committee on Issues shall consist of ut leust four (4) members who shullbe uppointed,
ohe in euch yeur, by the President fo serve overlupping terms of four (4) yeurs euch. The
senior member in terms of service on this committee shull be the chairman. The Secretary
shall serve us un Ex-Officio member of this Committee. The Committee on Issues will have,
us one of its responsibilities, the monitoring und interpretation of hedlth care related issues.
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The Committee shull present its observations und recommendations for uction to the
Executive Committee.

The Reseurch Committee shall consist of five (5) members who shull be uppointed, one in
euch yeur, by the President to serve overlupping terms of five (5) yeurs euch, The senior
member in terms of service on this committee shull be the chairman. The Secretury of the
Forum shalll serve us an Ex-Officio member of this Committee. The responsibilities of this
Committee shull be to promote opportunities in reseurch in venous diseuses; to define
areus of clinicul research that require multicenter clinical efforts; and, fo promote research
investment in venous diseuse by hationul yrunting ugencies.”

The Honorury Membership Committee shall consist of the three (3) most immediate pust
Presidents on the Executive Committee of the Forum. The most senior member shull serve
us Chairmun. The Committee shall be responsible for reviewing cundidutes for Honorary
Membership status uhd recommending uctions to the Executive Committee,

The Executive Committee may from time to time estublish such other committees us
it deems udvisable. Euch such committee shall consist of such persons und shall have
such duties und powers us may be designuted by the Executive Committee upon
estublishment of the committee or from time fo time thereufter. Unless otherwise provided
by the Executive Committee, the President shall appoint the members of euch such
committee.

Any vacuncy occurring umong the members of uny elected committee of the Forum shall
be filled by uppointment by the President, the dppointee to serve until the next aunnudl
meeting of the Forum membership.

Members of the Executive Committee or u Committee muy purticipute in uny meeting
thereof with u conference telephone or similur communicutions eguipment by meuns of
which dll persons participating in the meeting cun hear each other, und such paricipation
in u Committee meeting shall constitute presence in person ut the meeting.

ARTICLE VIII - MEETINGS

1.

The annual meeting of the Forum shall be held atf d time and place to be determined by
the Executive Committee.

The Executive Committee shull meet in the week prior to the unnuul meeting, ut u time
und pluce designated by the President, The Chairman of the Membership Committee,
the Nominuting Committee und the Committee on Arrungements shall meet with the
Executive Committee in un udvisory cupucity,

Twenty-five (25) voting members present in person shall constitute a quorum at a meeting
of members.

The vote of u mdjority of members present und voting ut u duly culled meeting ut which
U yuorum is present shull be necessary for the udoption of uny mutter voted upon by the
members, uhless u gredter proportion is reyuired by the dpplicable statute, the Articles of
Incorporation, or these Bylaws,

Members may not cust their votes by proxy.

The executive session of the Forum shull be held dt u time und place to be set by the
President. The business of the Forum shall be conducted dt this time.

The scientific sessions ut the unnuul meeting shull consist of presentutions of posters und

pupers und the discussion of these pupers. An Active or u Senior member must be u
purticipunt, co-uuthor or sponsor of euch presentution selected.
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8. From time to time when deemed udvisuble by the Execufive Committee, eminent
investigutors in the field of vehous diseuse or dllied sciences muy be invited fo present u
specidl lecture during the unnuul meeting. Euch speuker who presents such alecture shall
receive un uppropriate hohorarium und a certificate of appreciation from the Forum.

ARTICLE IX - INVITED GUESTS

1. Any member of the Forum may invite one or more guests to uttend the annual meeting
of the Forum.

2. The numes of ull guests uttending the unnuul meeting shull be entered under u sepurate
heuding in the uttendunce list,

3. Allinvited guests shull be given the privilege of the floor by the President but shall not be
present ut the executive session.

ARTICLE X - FEES AND DUES

1. Initiution fees, dues und ussessments shull be proposed by the Executive Committee und
approved by the membership at an annual executive session.

2. Any member of the Forum in urreurs us to dues for one (1) yeur shall be nofified of thut
fuct by the Treusurer, by reyistered letter, which shall contuin a copy of this Section 2. If
the dues ure not puid before the hext unnudl Executive Committee meeting or if some
reusondble explanation of the delinquency is not forthcoming, the nume of the delinguent
member shall be presented ut that Executive Committee meeting und, on u majority
vote of the Executive Committee, the hume may be stricken from the membership list.
The Executive Committee muy reinstute the delinguent member upon his puyment of
the dues in urreurs.

ARTICLE XI - RESIGNATIONS AND DISCIPLINE

1. Resignutions of members hot in drredrs s to dues muy be accepted ut uny unhual
meeting of the Forum by u mdjority vote of the members present.

2. Churyes of unprofessional or unethical conduct may be brought against uny member of
the Forum by written compluint signed by three (3) members of the Forum und delivered
to the Secretary. The rules governing disciplinary proceedings bused upon such charges
shull be us estublished from time to time by the Executive Committee.

ARTICLE XII - PAPERS AND REPORTS

1. All pupers und reports reud before the Forum shall be delivered to the Recorder ut the
fime of their presentations.

2. No puper shull be published us having been reud before the Forum unless it hus been
reud by title or otherwise before the Forum.,

ARTICLE XIIl - PROCEDURE

The proceedinys of the Forum shall be conducted under Robert’s Rules of Order Newly
Revised.

ARTICLE XIV - CERTIFICATE OF MEMBERSHIP

Every elected member of the Forum shall be entitled to u certificute of membership sighed by
the President und Secretary.
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ARTICLE XV - FISCAL YEAR

The fiscul yeur of this corporation shall begin on the first of Junuary in euch year und shall run
through the 31st duy of December in that year,

ARTICLE XVI - NOTICE AND WAIVER OF NOTICE

1. Whenever under upplicuble luw, these By-luws, or uresolution of the Executive Committee,
nofice is reyuired to be ygiven to any member, Executive Committee member or officer,
such notice muy be yiven ih writing, by muil, uddressed to such member, Executive
Committee member or officer ut his or her address s it appears on the records of the
Forum. Such muiled hotice shull be deemed to huve been yiven when deposited in the
United States mail in u sedled envelope so uddressed, with postage thereon prepuid.

2. Whenever, under upplicuble law, these By-luws or u resolution of the Executive Committee,
uny hotice is reyuired to be given, u waiver thereof in writing, signed by the person or
persons entitled to such notice, whether before or ufter the time stuted therein, shall be
deemed eyuivdlent to the yiving of such hotice. In uddition, the uttendunce of umember
or Executive Committfee member ut uny meeting shall constitute u wuiver of hotice of
such meeting, except where uh individual uttends the meeting for the express purpose
of objectiny fo the trunsuction of uny business becuuse the meeting is not luwfully culled
or convened.

ARTICLE XVII - INDEMNIFICATION

1. To the full extent specificully uuthorized by, und in uccordunce with the procedures
prescribed in Section 108,75 of the lllinois General Not for Profit Corporation Act of 1986 (or
the corresponding provisions of uny future stutute upplicuble to corporations orgunized
under the Act), the Forum shullindemnify uny und ll members of the Executive Committee
(which members shall hereinufter in this Arficle be referred to us *Directors”) und uny
and dll of its officers, committee members, employees, ugents and other uuthorized
representutives for expenses und other umounts puid in connection with leyul proceedings
(whether threutened, pending or completed) in which uny such person becume involved
by reuson of serving in uny such cupucity for the Forum.

2. Upon specific authorization by the Executive Committee, the Forum muy purchuse
und maintain insurance oh behulf of any or ull directors, officers, employees, ugents or
representutives of the Forum uguinst any lidbility usserted against any such person und
incurred in uny such cupucity, or arising out of the stutus of serving in uny such cupucity,
whether or hot the Forum would have the power to indemnify them against such liability
under the provisions of Section | of this Article.

ARTICLE XVIII - AMENDMENT

These By-laws may be umended by u three-fourths vote of the members present and voting
ut u properly culled und convened executive session of un annudl or special meeting of the
Forum provided thut the proposed umendment hus been submitted to the Secretary by utleust
three (3) voting members of the Forum ut leust three (3) months prior fo the executive session
of the Forum. The Secretary shall mail the proposed umendment fo ull voting members ut leust
thirty (30) days prior fo the executive session, uccompunied by hotice thut such umendment
will be ucted upon ut thut executive session.
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THE AMERICAN VENOUS FORUM

PROVISO TO THE BY-LAWS

ARTICLE |
Effect of Proviso

This Proviso to the By-luws (the "By-luws”) of the Americun Venous Forum, un lllinois hot-for-profit
corporution (the “Forum”), shull control und supersede the rules und regulutions for the
goverhance of the Forum contained in the By-luws us of the dute on which they are udopted.
Except us specifically modified by this Proviso, dll other provisions of the By-laws shall remain
in full force und effect,

ARTICLE Il
Officers

The initial members of the Executive Committee of the Forum, which members are named in
the Articles of Incorporation of the Forum us filed with the lllinois Secretary of State on February
7, 1989 shall elect the initial officers of the Forum from amony the members of the Executive
Committee. The officers so elected shall serve until the hext annual executive session of the
members of the Forum und until their successors shall have been elected und yudlified.

DRAFTED: October 23, 1988

ADOPTED: February 22, 1989
AMENDED: February 19, 1999
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AMERICAN VENOUS FORUM

19™ Annual Meeting
February 14-18, 2007

AVF EXHIBITING COMPANIES

ACI MEDICAL

www.acimedical.com 760-744-4400

ACI's featured product, APG®...The Air Plethysmograph™, is o non-invusive diagnostic
device thut yuuntifies ull components of venous diseuse. APG® meusures ubsolute limb
blood volume changes. Secondly, ArtAssist®...The Artericl Assist Device™, is u therapeutic
device thut increuses urteriul blood flow in ischemic limbs, by applying u uniyue form of
pheumutic compression to the foot, unkle und culf,

ANGIODYNAMICS

www.dngiodynamics.com 518-798-1215

AngioDynamics, Inc. is uleading provider of innovative medical devices used by interventional
radiologists, vascular surgeons und other physicians for the minimally invasive diagnosis
und freutment of peripheral vascular diseuse. AngioDynamics, Inc. designs, develops,
manufactures und markets u broud line of therapeutic und diagnostic devices thut endble
interventional physicians, such us inferventional rudiologists, vascular surgeons und others, to
fredt peripherdl vascular diseases und other non-coronary diseuses. The Compuany’s diverse
product line includes ungiographic products, didlysis products, vascular access products, PTA
products, oncology products, thrombolytic products und venous products.

BACCHUS VASCULAR INC.
www.bucchus-vascular.com 408-980-8300

BAUERFEIND USA, INC.
www.buuerfeindusu.com 770-429-8330

Bauerfeind, one of the worldwide leading companies in medical compression stfockings, is
committed fo support patient’s hedlth and overdll well-being. 75 years of Europedn expertise
is how avdildble in the US! The VenoTrain medical compression stockings incorporates the
best in Europeun yudlity while addressing the heeds of the Americun market.

BOSTON SCIENTIFIC
www.bostonscientific.com

Boston Scientific Corpordtion is a world’s largest medical device compuany dedicuted to
less-invasive therapies. The Compuny'’s products and technologies ure desighed to reduce
risk, fraumu, cost, procedure time und the heed for uftercure.

BSN JOBST
www jobst-usa.com 704-554-9933

Jobst is the worldwide leader in venous and lymphdatic health products. For 50 years, Jobst
hus combined innovation and yudility fo offer a complete range of gradient compression
products, providing solutions for patients with various vuscular disorders. When you think
of comfort, hedlth und style - think of JOBST!
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CAROLON COMPANY Booth No.
www.curolon.com 336-969-6001

Cuarolon Compuny is a North Carolina based manufacturer of lower extremity vascular
compression garments. Compliunce und cost und edasy to apply, good looking garments
are our stock in frade. Free sumples upon request. 800 334 0414 X 1021 for Scott Wilson

CIRCAID MEDICAL PRODUCTS
www.circaid.com 800-247-2243

COOK MEDICAL
www.cookgroup.com 812-339-2235

Cook Mediculhus the complete line of interventional products from stick fo stent. Cook offers
uccess products like needles, Micropuncture, wire guides, cutheters, dilutors, introducers
und sheuths. Our therapeutic devices include Zilver und Formulu stents, Zenith stent-graft,
Advance PTA balloon, Tulip IVC Filter, and a complete line of embolization coils.

COOL TOUCH
www.coolfouch.com 916-677-1900

CoolTouch Inc. develops and supplies udvanced technologies to medical professiondls.,
CoolTouch offers the CoolTouch CTEV™ 1320 nm luser for endovenous freatment of varicose
veins, the CoolTouch CT3PLUS™ 1320 nm luser for wrinkle, uche und uche scar freatment
with ¢ puinless CoolBreeze mode und the CoolTouch VARIA™ 1064 hm luser with exclusive
Thermul Quenching (pulsed post-cooling) for vascular freatments und hair removal,

DIOMED
www.diomedinc.com 978-475-7771

Diomed s the industry leader in Endovenous laser freatment (EVLT®) for suphenous vein reflux,
Visit ourbooth to leurn how Diomed cun help you build und expund your practice with reliuble
eyuipment, one-time-use kits, truining und pructice enhuncement programs, Diomed owns
the exclusive putent rights to venous luser ublation for treatment of varicose veins.

DORNIER
www.dorhier.com/umericus/ 770-514-6160

Dornier MedTech sells und services lithotripters, urotables, orthopedic shockwave devices,
and the D940 Laser; the first laser system proven to be effective in frecting both spider
und varicose veins, us well us having the only luser in the market which fedtures u unique
lightguide protection system (LPS).

EKOS CORP.
www.ekos-corp.com 217-356-7162

FARROW MEDICAL INNOVATIONS
www.farowmedicul.com 877-417-5187

Farrow Medicdl Innovations munufuctures eusy to don compression garments for the
lower und upper extremities using short stretch fechhology. Short-strefch provides safer
and smarter compression. FarowWrap™ is better Compression Made Simple™.
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GE HEALTHCARE

www.gehedlthcare.com 800-272-3737

GE is dedicuted to helping you trunsform hedlthcure delivery by driving critical
breukthroughs in biology und technology. Our expertise in medicul imuyging und
informution technologies, medicul diugnostics, patient monitor systems, drug discovery,
und biophurmuceutical manufacturing technologies is enubling healthcare professionals
around the world discover hew ways to predict, diugnose, und treut diseuse eurlier. For
udditional information visit www.geheulthcure.com

H K SURGICAL

www.hksurgical.com 949-369-0101

The HK Klein Infiltration Pump is the solution you've been wuiting forl The HK Klein Infiltration
Pump is an excellent new und faster method for dll your infilfration needs. It is reliuble
und effective in reducing physicians infiltrating time; the Klein Pump cun be used in
conhjunction with most vascular procedures, such us Closure, EVLT, TriVec und Ambulatory
Phlebectomy.

HUNTLEIGH HEALTHCARE

www.huntleighhedlthcare.com 800-223-1218

From intensive cure to homecure, Huntleigh Hedlthcare manufactures und distributes
un extensive runye of high yudlity specidlty muttresses, bed frames, putient moving
und handling eyuipment, intermittent pneumatic compression, and medical diagnostic
eyuipment,  With our value-udded services und commitment to customer service, we
are u market leader in our field.

Juzo

www juzousa.com 800-222-4999

Since 1912, JUZO hus eurned u reputation of excellence in manufacturing aund patient
compliance within the compression therapy industry. Producing high yudlity two-way
strefch materials and covered compression threads, JUZO garments are durable, extremely
comfortuble to wedr und latex free . Euch garment is designed to maintain natural mobility
while improving venous circulation.

LASER PERIPHERALS
www.luserperipherals.com 763-525-8460

Luser Peripherdls designs, manufactures, OEMs, distributes und sells medicual luser fibers
for use in Diode bused endovuscular saphenous vein ublation, We market ut leust eight
different fiber options for this upplicution. We dlso manufacture fibers for use in Holmium,
KTP and Nd:YAG upplications. Bare, contact and lateral emitting fibers are avdilable.

LASERPRO DIRECT
www.luserproi.com 610-594-9950

Diode lusers for endovenous treattments avdiluble via the Internet. Allows doctors and
hospitals to suve $10,000 or more on the purchuse of u hew diode laser. Does hot reyuire
u contfract o buy fibers or other consumables. Avdiluble in 810 nm or 980 nm for use in
fredting varicous veins.
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MEDI USA

www.mediusu.com info@mediusu.com

Medi is the worldwide leuder in medicul compression therupy und prevention of
venous ulcers. We ure dedicuted fo innovative Phlebology und Lymphology product
development, conscientious quality control and total customer satisfaction. When asked
how physicians cun provide therapeutic compression in product putients will actually
wedr, Physicians answer with Med.

POSSIS MEDICAL, INC.

www.possis.com 800-810-7677

Possis is the fechnology leader in mechanical thrombectomy for removal of blood clots
throughout the body. The AngioJet® Rheolytic™ Thrombectomy System uses miniaturized
wuterjet technology to rapidly restore blood flow in minutes. Our system has been used to
freat coronary and peripheral arteries and graffs in over 250,000 patients worldwide.

SANOFI-AVENTIS

www.sanofi-aventis.com 800-981-2491

Sanofi-aventis is the world’s third largest pharmaceutical company, ranking number one
in Europe. Backed by u world-class R&D orgunization, sanofi-aventis is developing leading
positions in seven major therapeutic ureus: cardiovuscular, thrombosis, oncology, metabolic
diseuses, central hervous system, internal medicine, ahd vaccines. Sanofi-aventis is listed in
Paris (EURONEXT: SAN) und in New York (NYSE: SNY).

SCITON

www.sciton.com 650-493-9155

The Sciton Pro-V™ features afiber-delivered 1319nm infrared laser for fust und comfortable
endovenous ley vein freutments. The revolutionary open platform dllows the use of luser
fibers from general suppliers. The Pro-V uses water as the target chromophore to thermally
occlude the yreut suphenous vein for the treuttent of varicose veins. A BBL™ broudbund
pulsed light and a 1064nm Nd:YAG laser can be udded to the Pro-V to extend the rahge
of avdiluble vascular und uesthetic procedures.

SIGVARIS
www.sigvarisusu.com 770-631-1778

SIGVARIS® medicul compression stockings offer putients the most effective medicul
comypression therapy avdiluble, Munufuctured to strict specificutions, stockings are offeredin
various fabrics, colors, and compression ranges. SIGVARIS® products are desighed fo freat afull
range of veno-lymphdatic disorders und ure prescribed by physicians throughout the world.

SMITH & NEPHEW WOUND MANAGEMENT
http://wound.smith-nephew.com/us/Home.usp 800-876-1261

With an emphasis on customer-driven technology and innovation, Smith & Nephew's godl is
fo continue unticipating the future of excisional debridement. VersaJet™is a specidlized fluid
jet instrument enabling surgeons to precisely und sufely grasp, cut and remove dumaged
fissue und confuminunts from surgicdl, fraumatic und chronic wounds und burns.
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SONOMARK

www.sonomarking.com 941-544-2640

Introducing the Sonomark® Marking Device, u simply better way fo map veins. Sonomark
uttaches to virtudlly any linear transducer und dllows technologists to quickly und precisely
mark while keeping their eyes on the image und the transducer on the patient. Booth 13.
Sonomurk - See it. Murk it. Done. 866.477.7601 www.sonomarking.com

TERASON

www.terason.com 781-270-4143

The Terason t3000™ Ultrasound System delivers image gudlity, networking und workflow
benefits not previously possible in small systems.  Its world-cluss imuging performunce
leverages the power of putented chip technology, 256-chunnels und u high performance
laptop computer. The Windows interfuce makes the system intuitive und eusy to use.

TOTAL VEIN SOLUTIONS

www.totdlvein.com 713-863-1600

Totdl Vein Systems offers the most extensive line of Custom and Universal Procedure Packs
for Endovenous Surgery und other procedures ussociated with Varicose Vein Diseuse. Totdl
Vein dlso markets u complete line of Premium luser fibers, uccess devices und venous
surgicdl supplies.

TYCO HEALTHCARE/KENDALL

www.tycohedlthcure.com 508-261-8000

As uleuderin vascular compression, Kenddllis committed to helping providers identify und
significantly reduce the risk of deep vein thrombosis and pulmonary embolism. Kendall
offers u full complement of devices, such s the SCD Express™ Compression System with
Vascular Refill Detection und the A-V Impulse System® foot pump.  Also featured is the
Kambiu™ Sleeve with its uhigue Tear-uway* design und the T.E.D.® Anti-embolism Stockings
that are proven lifesuvers in the fight uguinst DVT/PE. Stop by the Kendull booth to see
the complete line of Vuscular Therapy products.

UNITED MEDICAL INSTRUMENTS

www.umiultrusound.com 408-383-9700

United Medicdl Instruments (UMI) is u dedicuted worldwide Ultrasound company bused in
Sun Jose, Cdliforniu. For the pust ten years, UMI has been providing Phlebology practitioners
with high qudlity new Siemens ultrasound systems und certified, pre-owned ultrasound
eyuipment by ull mujor munufacturers ut competitive prices. UMI has u reputation for
delivering the finest yudlity in ultrasound.

VNUS MEDICAL

www.vhus.com 408-360-7200

VNUS® Medicul Technologies is u proven leuder in the minimally-invasive freutment of
venous insufficiency, the underlying cuuse of varicose veins. The VNUS Closure® System
combines u proprietary rudiofrequency (RF) yenerator with a family of disposuble
cutheters to occlude diseused veins using temperature-controlled RF energy. The hew
VNUS ClosureFAST™ catheter makes procedures faster and easier than ever before, while
continuing to offer the rapid und mild patient recovery physicians expect from RF.
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VOLCANO
www.volcunocorp.com 800-228-4728

Volcuno is focused on the discovery und development of products for the complete
diagnosis of atherosclerosis and vulnerable plagues. Volcano productsinclude a full line of
[VUS and physiology systems, catheters, and guide wires. Volcuno is a provider of innovative
diagnostic technhologies to the interventional curdiology und vascular fields.

WAGNER MEDICAL
www-wugher-medicul.com 304-7568-2370
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