
7.10 Peripheral vascular disease

· Recognise the possibility of aortic aneurysm and initiate appropriate investigations
An aortic aneurysm is a focal dilatation of all three layers of the aorta by at least 50% (or to above 3.5-4.5 cm in the abdominal section)– below this size the lesion is called an ectasia.

An aneurysm involving the whole diameter of the vessel is called fusiform while one that only involves part of the diameter is saccular.

The abdominal is most often affected, next is the descending thoracic – 90% of these aneurysms are caused by atherosclerosis – they are rare under 50 years of age. Lifestyle factors include smoking, hypertension and dyslipidaemia.

The ascending aorta is uncommonly affected and the cause is usually not atherosclerotic – in these cases the cause is most often degeneration of the media (cystic medial degeneration) secondary to e.g. hypertension, Marfan’s syndrome or Ehler-Danlos syndrome.

Presentation may be:

· A pulsatile abdominal mass

· Back pain (via erosion of vertebrae)

· Dysphagia (pressure from aneurysm upon the oesophagus)

· Dyspnoea, wheeze, haemoptysis (pressure from aneurysm upon the trachea)

· Hoarse voice (pressure from aneurysm upon the recurrent laryngeal nerve)

· Incidental finding on plain film or other imaging

Investigations:

· Ultrasound

· CT / MRI

· Arteriography

· Recognise claudication and rest pain, and be able to explain the causes and management and lifestyle changes to patients
Claudication is the peripheral vascular equivalent of angina – it is a pain that typically comes on with exercise and remits with rest, felt in the arm(s) or, more commonly, the leg(s).

	Site of pain
	Artery

	Buttocks, hips, thighs, or calves
	Distal aorta or iliac

	Calves
	Femoral-popliteal

	Arms
	Subclavian or axillary


It is very common with 0.3% prev (5.2% over the age of 70). About half of these patients will also have clinically significant coronary artery disease.

Claudication arises when blood flow is not sufficient to supply the muscle with oxygen. As oxygen demand rises with exercise a point comes when the muscle concerned runs out of energy. As the disease progresses the amount of exersise that can be tolerated becomes less and less and eventually blood flow may not be sufficient even at rest – this is critical limb ischaemia – a surgical emergency.

To measure the extent of obstruction the ankle:brachial pressure index is often used. The BP of both ankle and arm are measured with cuff and Doppler probe and compared as a ratio.

· 1+ indicates normalcy

· <0.9 may be associated with claudication

· <0.5 is often seen with rest pain and severe arterial compromise

Treatment is surgical – angioplasty or bypass grafting.

As with coronary artery disease, there are modifiable lifestyle factors that contribute – patients should be advised to:

· Stop smoking

· Keep good control of diabetes

· Keep cholesterol low (with statins if necessary).

· Maintain appropriate levels of exercise – these help develop a collateral supply

· Recognise venous disease of the lower limb and discuss with patients the treatment options including the indications for surgery
· See Vicky’s excellent notes :)
· Recognise Raynaud's Phenomenon, initiate basic investigation and give appropriate advice to patients
Primary Raynaud’s phenomenon is a vasospastic disease of the digital arteries – most commonly the fingers but affecting the toes in 40% of sufferers. In cool conditions or in times of stress vasoconstriction occurs that produces a triphasic colour response.

· First the fingers go white as blood flow stops.

· Then blue due to accumulation of deoxygenated haemoglobin as tissue uses carried oxygen.

· Then ruddy red as blood flow resumes (hyperaemia).

· This may be accompanied by pain or parasthesiae.

The disease is most common in women, usually between 20-40 years of age and seems not to have a genetic component. Treatment involves avoiding cold environments, dressing in warm clothes and using insulated gloves or footwear when necessary.

Calcium channel blockers and  adrenergic blockers may prevent the vasospasm.

Secondary Raynaud’s phenomenon follows the above presentation but results from another condition, commonly a connective tissue disease such as SLE or scleroderma. 

Other possible causes are carpal tunnel syndrome, blood dyscrasias, and thermal or vibration injury.



















