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Plain English Summary

Why we undertook the work: Varicose veins and venous disease (veins in the legs that do not return blood
properly) affect many people through a range of symptoms including complications such as bleeding,
clotting and the development of wounds that are difficult to heal (venous leg ulcers). Early assessment and
early access to surgical treatment can improve people’s lives and help to heal venous leg ulcers more
quickly. Early access to this type of surgery can be difficult in the UK due to a lack of resources within the
NHS. The aim of this report is to describe innovative delivery of a venous service through advanced nursing
practice.

What we did: A specialist nurse was trained to deliver this type of surgical procedure to overcome difficulties in
accessing care at one UK hospital. A range of data around this practice and the patients treated was collected
for a period of 12 years.

What we found: It was found that this type of surgical procedure can be safely delivered by a trained specialist
nurse. Patients experienced shorter waiting times (average 53 weeks reduced to 17 weeks) and positive
outcomes that were comparable to surgeon-delivered procedures.

What this means: Access to care and patient waiting times can be improved through specialist nurse care.
Services for this patient group may become more sustainable by embracing specialist nurse-delivered
procedures.

Abstract

Background: Despite new evidence supporting early assessment and intervention for patients
with venous disease, there remain significant barriers to service delivery in the UK. The aim of
this report is to describe the innovative delivery of a venous service through advanced nursing
practice. Single-centre data are presented from 12 years of nurse-delivered venous
interventions.

Methods: An existing nurse specialist was trained to (1) receive and vet referrals, (2) assess
patients and (3) perform endovenous laser ablation (EVLA) and foam sclerotherapy.
Consultant surgeons provided mentoring and assessment over a 10-month period, with
ongoing team support thereafter. Qualifications were obtained in medical ultrasound and
prescribing. Procedures were performed under local anaesthesia in a clinical treatment room
setting. Audit data were maintained throughout. Complications were reported via risk
management systems.

Results: Between 2012 and 2023, 6655 referrals were vetted and, of these, 3710 (56%) were
seen and assessed. Of the 3710 assessed, 2148 (58%) patients (median (IQR) age 51
(40-53) years, 55% female) underwent nurse-delivered EVLA of the great (84%) or small
(16%) saphenous vein. Complications were recorded for 25 cases (1.2%). Median waiting time
before the nurse-delivered service was 53 weeks (2011). Across the reported period of nurse-
delivered service, this reduced to a median of 17 weeks. In 2023, median (IQR) waiting time
for the venous leg ulcer cohort was 7 (3—11) weeks. Early follow-up showed vein closure rates
of 95%. High levels of patient satisfaction were recorded: where a score of 10 was most
satisfied, the median (IQR) satisfaction score for clinical outcome was 8 (6-8) and satisfaction
with a nurse-delivered service was also 8 (7-8).
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Conclusions: The venous service within this single UK centre is being delivered through
advanced nursing practice, improving waiting times and access to intervention. A significant
efficiency in consultant surgeon time is being realised, increasing the capacity of the vascular
unit. A low complication rate and positive patient satisfaction suggests that nurse-delivered
EVLA is a safe innovation in service delivery.

Key words: venous, leg ulcer, nurse, endothermal, early intervention

Introduction

Attention is currently being directed towards the care of patients
with venous disease in the UK. Contemporary research supports
early intervention of incompetent superficial truncal veins, especially
beneficial to patients suffering from venous leg ulceration (VLU).
However, there are significant difficulties in the delivery of venous
services impeding the implementation of best practice.

In 2012 a group of consultant vascular surgeons at a single UK
centre aspired to improve the delivery of their venous service.
Unable to increase their medical workforce and faced with
expanding workloads of increasing complexity, the capacity to
deliver timely venous interventions was failing; median (IQR) referral
to treatment time (RTT) in 2011 had risen to 53 (45-59) weeks.

This report aims to describe innovative practice designed to
address barriers to service delivery through the development of
advanced nursing practice at a single UK vascular surgery unit.
Data are presented from 12 years’ experience of nurse-delivered
venous interventions.

Background

Assessment and treatment

The assessment and treatment of patients presenting to vascular
services with symptomatic varicose veins and the consequences of
chronic venous insufficiency represents a high-volume workload;
more than 30,000 procedures per year are carried out in England
alone." Varicose veins affect 10-40% of the adult population in the
UK and are associated with a wide range of symptoms including
significant complications such as bleeding, superficial
thrombophlebitis and VLU.? VLU is the most severe manifestation of
chronic venous insufficiency and is associated with a significant
impact on quality of life through pain, impaired mobility, foul smelling
exudate, depression, loss of self-esteem, social isolation,
employment difficulties and the need for long-term clinical support.®
It is no surprise that the management of this chronic recurring
condition carries a significant financial burden to the National
Health Service (NHS) in the UK, thought to consume over £2.7
billion of funding per year.*

The traditional paradigm in the treatment of this condition has
consisted of high ligation and stripping of the superficial truncal
veins, often combined with phlebectomies of truncal tributaries.®
In the case of VLU, the classic narrative has been to treat with
compression therapy until wound healing is achieved, only
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addressing underlying aetiology surgically at this late stage.
Referral and treatment pathways have been shown to be poorly
established and poorly understood; often patients with VLU are
never considered for surgical management of their underlying
venous insufficiency.®

The advent of endovenous approaches, in particular
endothermal ablation of the superficial truncal veins, has led to a
phasing out of traditional high ligation and stripping in all but the
most complex of cases.” Current National Institute for Health and
Care Excellence (NICE) guidance recommends endothermal
ablation as the first choice for intervention, where clinically and
technically appropriate.? The advantages over open surgery are
numerous and include short recovery time, fewer complications,
treatment under local anaesthesia and shorter hospital stay.®

Evidence and barriers to best practice
The potential for surgical treatment of incompetent superficial
truncal veins to benefit and improve VLU treatment are best
summarised in the results of several studies challenging traditional
rationale. The ESCHAR trial, published in 2007, concluded that
most patients with VLU would benefit from superficial venous
surgery as an adjunct to compression through significantly
improved ulcer-free time post wound healing.'® More recently, the
EVRA trial has demonstrated accelerated healing times of venous
leg ulcers alongside increased ulcer-free time through early ablation
of underlying incompetent superficial truncal veins."" It was
concluded that an early intervention strategy was highly likely to be
cost-effective and associated with long-term improvements to
patients’ quality of life.'? By its own merit, the results of the EVRA
trial alone ask for a change in behaviour to facilitate early venous
assessment and intervention.*®

Actual and anticipated barriers to early assessment and
intervention were identified in a post EVRA trial study. These
included lack of operating space or time, theatre capacity, lack of
trained staff, duplex scanning capacity, primary/secondary care
integration/referral, financial reimbursement, resistance from
colleagues, cost of change, local and national guidelines.™ Vascular
surgery services in the UK do not appear to have the capacity,
workforce or financial ability to implement the evidenced changes
required to improve access to venous interventions for this patient
group. This has been demonstrated through sequential Vascular
Society of Great Britain and Ireland (VSGBI) reports showing an
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ever-increasing burden of vascular disease upon the population,
resultant year on year rises in service demand and consistent
deficits in the number of both vascular consultants and trainees to
meet current and future requirements. %16

An inability to surpass these barriers will result in a missed
opportunity to improve access to treatment and patient outcomes;
success, as the title of one post EVRA study suggested, could
provide a “new hope for people with venous ulcers”."”

A 2023 All-Party Parliamentary Group on Vascular and Venous
Disease report, addressing the future of venous disease,
recognised the condition as a growing problem being addressed by
a shrinking workforce.'® The same document realises that there
exists a workforce shortage of vascular surgeons and of trainee
posts in the UK, resulting in the prioritisation of some vascular
conditions over others, potentially impacting negatively upon the
wellbeing of those suffering from venous disease.®

Both the All-Party Parliamentary Group and VSGBI reports
recommend innovation at service level and change in how clinicians
practice to better use limited resources.'>16:18

Nurse-delivered surgical procedures

A recent series of papers published between 2022 and 2024
examined the worldwide phenomenon of nurse-delivered surgical
procedures. They found a near 70-year modern history of nurses
performing surgeries across 26 countries, spanning most surgical
specialties including urology, oncology, cardiothoracic, orthopaedic
and vascular surgery.'?' The reasons for development of nurses to
deliver surgical procedures varies; however, one common theme,
recognised by the World Health Organisation (WHO), is task
shifting in response to supply and demand deficits.?

This report presents data from 12 years of innovative venous
service delivery through nurse-delivered surgical procedures at a
single UK centre, conceived by vascular consultant surgeons and
developed as a solution to vascular service delivery supply and
demand deficits.

Methods
Patient pathway
The reporting vascular unit is a tertiary referral centre and university
teaching hospital serving a population of more than 500,000 across
a large geographical area. Primary care referrals are received from
a network of 70 GP practices across this area.?®

In 2018, NHS Scotland issued a protocol for access to varicose
vein surgery where indications for treatment equated to CEAP
C4-C6 symptoms.?* In accordance, patients referred with
uncomplicated varicose veins (CEAP C0-C3) are not offered
treatment at this centre. Referrals are returned to primary care at
the vetting stage where referral criteria are not met; similarly,
patients who do not meet referral criteria when assessed in
outpatient clinic are not offered treatment. Prior to nurse delivery of
the venous service, there was no accelerated pathway for patients
suffering C6 symptoms (active VLU).
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Development

An existing vascular nurse specialist (VNS) was trained to deliver
the unit’s venous service, accounting for approximately 20% of the
VNS job plan. This comprised receiving direct referrals, delivery of
‘one-stop’ assessment clinics and venous interventions
(endovenous laser ablation (EVLA) and foam sclerotherapy). This
initiative was conceived and driven by consultant surgeons to
improve patient access to venous interventions, release medical
workforce capacity and ensure continued delivery of a venous
service at this centre.

The VNS was mentored by two vascular consultant surgeons.
Nurse practice education facilitators (PEFs) were employed in the
production of a locally agreed capability and competency
framework, informed by mentors, using best available evidence and
developed alongside hospital and nursing management teams.

At first, the VNS shadowed venous assessment clinics, building
the experience and competence to deliver this part of the service
with autonomy. In assessment, all patients were physically
examined, verbally discussed their condition and underwent duplex
ultrasound imaging performed by the VNS. Ultrasound skills were
taught locally by resident vascular sonographers before
undertaking a formal postgraduate qualification in medical
ultrasound with a vascular focus. A record was maintained of all
assessments and ultrasound investigations completed in the
compiling of evidence towards competency.

EVLA was taught by one mentor. The procedure and skills
required were broken down into component parts and progressively
taught over a six-month period. An additional four months of
supervised practice was completed where the VNS was observed
and assessed as competent in delivering the procedure in its
entirety. A prospective audit was maintained of all patients treated.
Patient group directions were originally used in the prescribing of
procedural medications; over time this was superseded by a
qualification in non-medical prescribing and entry onto the Nursing
and Midwifery Council registry of nurse prescribers.

EVLA was initially performed by the VNS in a day case
operating suite under local anaesthesia, with intraoperative
ultrasound performed by the VNS. In 2014 the transition was made
to EVLA delivered in a clinical treatment room. Local anaesthesia
(1% lidocaine) and tumescent saline were used in every case.
Ultrasound-guided foam sclerotherapy (UGFS) of varicose
saphenous tributaries was considered and performed in selected
EVLA cases either concomitantly or within 8 weeks post EVLA.?
The decision to treat tributaries, either concomitantly or staged,
was made on a case-by-case basis, considering the ability to treat
the saphenous vein beyond the origin of the tributary, the size of the
tributary and the potential impact on symptomatic relief.?6-2"

Compression stockings (Class Il) were fitted immediately after
the procedure with instructions to remain in situ for 7 days;
additional compression bandaging was applied over the treated
area with instructions to remove after 48 hours. In the delivery of
EVLA, a 1470 nm diode laser was employed, operated in
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continuous mode between 5W and 7W power, delivering 30-50
Joules of energy per cm, dependent upon the vein being treated
and vein diameter, in accordance with manufacturer guidance. In
the delivery of UGFS, foam sclerosant was produced using either
1% or 3% sodium tetradecyl sulfate liquid converted to foam
sclerosant via the Tessari technique.

In the first 24 months of practice (2012-2013), procedures
were listed under the mentoring consultant vascular surgeon’s
name alone and clinical correspondence signed by both mentor
and VNS, constituting 2 years of close supervision. From 2014
onwards, following continued audit, review and discussion with the
wider clinical and management teams, procedures were listed
under the name of the VNS and clinical correspondence conveyed
independently. Similarly, consent to treatment was observed and
co-signed throughout the development period; a standard
operating procedure for VNS obtained consent was developed by
the PEF team alongside the capability and competency framework.

Although the VNS delivered EVLA independently once
competent, support from consultant vascular surgeon colleagues
was always available if required; this supportive team approach was
integral to the clinical governance of this service development.
Where complications occurred, they were reported via the DATIX
risk management system, discussed at service level clinical
governance meetings and escalated as appropriate.

Post-procedure evaluation

Within this centre, post-EVLA follow-up is not routine practice.
However, in the evaluation of nurse-delivered treatment efficacy,
a selection of patients received post-procedure ultrasound
imaging in year 1 (2012) and year 2 (2013), performed by a
vascular sonographer independent of venous service delivery

6 months post-procedure. Sonographer capacity restricted post-
procedure ultrasound evaluation to 40 patients in 2012 and a
further 40 in 2013; these were selected at random by the
sonographer. Successful vein closure was defined as non-
compressibility and absence of flow signal/colour filling along the
full length of the treated saphenous vein on duplex ultrasound;
proximal occlusion of the saphenous vein was expected to be
within 5 cm of the saphenofemoral/popliteal junctions.

Evaluation of patient satisfaction was performed by
questionnaire across the 2014/2015 period and again during
2016/2017. Main questions consisted of Likert scale responses,
with 10 representing most satisfied; visual analogue pain scores
ranked 10 as highest level of pain experienced. Full recovery was
reported as time to return to work and/or return to normal daily
activities. The questionnaire was of local design and did not use a
validated assessment tool.

Identification of complications

Intraoperative complications were identified and recorded at the
time of procedure delivery. Postoperative complications were
identified following re-referral to the service from primary care or
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by direct contact with the service, instigated by the patient. It is
likely that the incidence of minor to moderate postoperative
complications, such as superficial thrombophlebitis of saphenous
tributaries, has been under-reported in the absence of routine
follow-up.

Data collection

Quantitative data were collected prospectively by the VNS for the
purpose of audit, professional development and local clinical
governance. VNS logbook entries were cross-checked against local
health intelligence data for completeness.

Results

Referral and cases delivered

Over a 12-year period (2012-2023) 6655 referrals were received
and vetted by the VNS. Of these, 3710 (56%) were seen and
assessed; the remainder did not meet referral criteria. Of the 3710
assessed, 2148 patients (58%) underwent EVLA performed by the
VNS. Of the remaining patients assessed, 441 (12%) underwent
UGFS alone, 26 (0.7%) were listed for high ligation with or without
phlebectomies under a vascular surgeon and 1095 (29%) were not
offered treatment as symptoms were either below treatment criteria
or was contraindicated.

EVLA of the great saphenous vein was performed in 1813
cases (84%) and of the small saphenous vein in 335 cases (16%).
EVLA cases included 956 men (45%) and 1192 women (55%) with
a median (IQR) age of 51 (40-53) years. UGFS was administered
either concomitantly or within 8 weeks of EVLA to saphenous
tributaries in 337 cases (16%). EVLA results by year are shown in
Table 1.

Median (IQR) time spent per year delivering EVLA was 189
(91-105) hours and delivering outpatient assessment clinics was
108 (105-113) hours, a combined average of 297 hours per year.

Waiting times (RTT)

In 2011, prior to the service being nurse delivered, median (IQR)
RTT for this patient group was 53 (45-59) weeks. Median (IQR)
RTT across the reported 12-year period of nurse-delivered service
was 17 (12-26) weeks, a 68% reduction. Of the 183 EVLA cases
performed in 2023, 40 (22%) had active venous leg ulcers; the
median (IQR) RTT for this subgroup in 2023 was 7 (3-11) weeks.

Complications

Complications were recorded for 25 cases (1.2%); these
comprised three cases of endothermal heat-induced thrombosis,
two intraoperative complications arising from equipment failure, one
case of thermal injury and 19 presentations of postoperative
superficial thrombophlebitis (see Table 2).

Follow-up and patient satisfaction
In 2012, 40 patients received duplex ultrasound follow-up at 6
months post EVLA and 36 patients were found to have successful
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Year Cases, n RTT weeks* GSV, n SSV, n Male, n Female, n Age years* + UGFS, n
2012 269 16 (13-20) 208 (77%) 61 (23%) 87 (32%) 182 (68%) 51 (39-62) 49 (18%)
2013 275 15 (11-20) 241 (87%) 34 (13%) 102 (37%) 173 (63%) 50 (39-62) 43 (16%)
2014 258 18 (15-28) 221 (86%) 37 (14%) 102 (40%) 156 (60%) 50 (38-60) 36 (14%)
2015 329 17 (14-31) 280 (85%) 49 (15%) 156 (47%) 173 (53%) 51 (39-63) 52 (16%)
2016 299 17 (12-23) 257 (86%) 42 (14%) 150 (50%) 149 (50%) 51 (40-62) 32 (11%)
2017 195 17 (11-23) 164 (84%) 31 (16%) 93 (48%) 102 (52%) 51 (39-63) 38 (19%)
2018 105 29 (13-36) 90 (86%) 15 (14%) 51 (49%) 54 (51%) 54 (43-68) 17 (16%)
2019 90 27 (16-32) 78 (87%) 12 (13%) 50 (56%) 40 (44%) 55 (39-71) 1 (12%)
2020 28 41 (15-65) 23 (82%) 5 (18%) 13 (46%) 15 (54%) 62 (44-75) 3 (11%)
2021 26 43 (17-65) 23 (88%) 3 (12%) 18 (69%) 8 (31%) 54 (42-64) 5 (19%)
2022 91 14 (7-26) 73 (80%) 18 (20%) 50 (55%) 41 (45%) 55 (42-68) 19 (21%)
2023 183 14 (6-19) 155 (85%) 28 (15%) 84 (46%) 99 (54%) 52 (42-62) 32 (17%)
Cumulative totals
2012- 2023 Cases, n RTT weeks* GSV, n SSV, n Male, n Female, n Age years* + UGFS, n
2148 17 (12-26) 1813 (84%) 335 (16%) 956 (45%) 1192 (55%) 51 (40-63) 337 (16%)

*Median (interquartile range).

EVLA, endovenous laser ablation; GSV, great saphenous vein; RTT, referral to treatment time; SSV, small saphenous vein; UGFS, ultrasound-guided foam sclerotherapy.

Table 2 EVLA complications by year

Year  Cases, Phlebitis, EHIT, Thermal Equipment Total,

n n n injury, n fail, n n
2012 269 5(1.8%) 1(04%) O 0 6 (2.2%)
2013 275  5(1.8%) 1(04%) 0 1 (0.4%) 7 (2.5%)
2014 258  2(08%) O 0 0 2 (0.8%)
2015 329 0 0 0 0 0
2016 299 0 0 0 0 0
2017 195 (12%) 0 0 0 (2.0%)
2018 105 0 0 0 0 0
2019 90 0 0 0 0 0
2020 28 (36%) O 1(3.6%) 0 (7.1%)
2021 26 0 1(38%) 0 1(3.8%) (7.7%)
2022 91 0 0 0 0 0
2023 183 2(11%) O 0 0 (1.1%)
Cumulative totals
2012- Cases, Phlebitis, EHIT, Thermal Equipment Total,
2023 n n n injury, n  fail, n n

2148 19 (0.89%) 3 (0.13%) 1(0.05%) 2 (0.1%) 25 (1.2%)

EVLA, endovenous laser ablation; EHIT, endothermal heat-induced thrombosis.
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vein closure (90%). A further 40 patients were followed up in the
same way in 2013, all of whom were found to have successful vein
closure (100%).

Patient satisfaction questionnaires were assessed in 2014/2015
and again in 2017/2018; of the 300 questionnaires distributed, 217
responses (72%) were received. Median (IQR) visual analogue pain
score for the intraoperative period was 2 (2-3), with median time to
full recovery 3 (2—4) days. Median satisfaction score for clinical
outcome was 8 (6-8) and with a nurse-delivered service it was also
8 (7-8).

Discussion
The cases described represent a significant workload across the
12-year period. Time spent per year delivering EVLA combined with
time spent delivering outpatient assessment clinics released a
compelling amount of consultant surgeon time. This is a significant
efficiency in a surgical speciality where lack of medical workforce
capacity is recognised to be negatively impacting the clinical
outcomes of this patient group.'®

The types of complications encountered were not unexpected
and mirrored those described by other authors outlining EVLA
experience.?® Of the complications reported, six were procedural
complications occurring during treatment; this is conservatively
comparable to the surgeon-delivered EVLA reported in studies
such as the CLASS trial (1%).2° However, lack of routine clinical
follow-up has almost certainly resulted in under-reporting of
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postoperative complications, which were far more commonplace at
6 months within the CLASS trial (48.6%).2°

Efficacy of vein closure during the initial years of practice was
also reassuring and was comparable to several studies reporting
closure rates of 93-96% in surgeon-delivered EVLA.*3! The safety
of nurse-delivered EVLA is further demonstrated by patient-
reported low intraoperative pain scores alongside high overall
satisfaction described in patient feedback.

Early access to both venous assessment and intervention is
clearly beneficial to the patient group and is desired by those
delivering venous services. RTT data for NHS England has
previously been reported over a comparable 12-year period
(2006/7 to 2017/18). Average waiting times ranged from 64 to 125
weeks, illustrating the extent of difficulty vascular services are
experiencing in the delivery of timely venous assessment and
intervention across the largest parts of the UK.!

Waiting times at this single UK centre were positively affected by
nurse delivery. Across the reported period, RTT was consistently
lower than the peak 53-week RTT recorded prior to this innovation;
a 68% reduction in waiting time is a considerable improvement.
Predictably, RTT rose significantly during the period of COVID-19
restrictions; however, data show that recovery post restriction was
swift. The ability to recover waiting times rapidly post COVID-19
restriction is largely attributable to a nurse-delivered service not
having to compete for resources. The VNS has a focused well-
defined scope of practice that does not encroach upon other
surgeon-delivered activity nor the resources allocated to that
activity such as theatre space, time or workforce — barriers to early
access identified in post EVRA trial studies.'® Designing a venous
service in this way would appear to be a more sustainable method
of delivering assessment and intervention to this patient group.

In the time since the EVRA trial was published, the Royal
Society of Medicine Venous Forum has published
recommendations for the treatment of patients with venous leg
ulcers. Their guidance includes the goal of venous intervention
delivered within 2 weeks of assessment.?! Through active
promotion of early intervention, this nurse-delivered venous service
made significant steps toward this goal, managing the VLU
subgroup with priority and achieving RTT of 7 weeks in 2023.

Limitations
These data and the narrative describe the development of a venous
service in a previously untested and innovative direction. There was
no preconception of analysis beyond local audit; as such, this
report lacks the rigour of formal research design and methodology.
Clinical follow-up was limited to a small percentage of reported
cases (15% in 2012/2013, only 4% of total cases reported). The
implication of incomplete follow-up could be overestimation of
treatment efficacy and under-reporting of post-procedure
complications. Prospective studies should aim to integrate
comprehensive clinical follow-up within the study design to avoid
the potential risk of study bias and ensure complete reporting of
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post-treatment complications as a patient-related outcome
measure (PROM).

This report would be greatly enhanced by the inclusion of data
derived from validated outcome measures of quality of life, PROMs
and patient satisfaction/feedback. Evaluation of patients perceived
(venous) health before and after treatment would help in the
evaluation of VNS-delivered treatment efficacy. Validated tools such
as the Aberdeen Varicose Vein Questionnaire and the Venous
Clinical Severity Score would be ideally placed to achieve this.*?

Impact upon surgical trainees

In 2024 the Association of Surgeons in Training released a joint
statement raising concern following the publication of a case series
of laparoscopic cholecystectomy performed by a surgical care
practitioner.®® Of the three concerns raised, one is pertinent to this
report of nurse-delivered venous practice — a worry raised in
various forms and forums that nurse-delivered surgeries deprive
surgical trainees of training opportunities.

Evidence reporting the impact of nurse-delivered activity upon
the development of surgical trainees is lacking. However, factors
detrimentally impacting their training in general are well reported.
The Rouleaux Club (Vascular Trainees’ Association for Great Britain
and Ireland) published a report in 2021 examining stressors
resulting in vascular trainees resigning a National Training Number
(15% attrition 2013-2019). Of the contributors cited, loss of
training opportunities due to nurse-delivered activity or
interprofessional task shifting does not feature. Key detrimental
factors included impact of geographical relocation, poor work/life
balance, unpredictable working hours, fatigue and lack of rest post
on-call. Trainees expressed that they did not believe these factors
would improve as their careers progressed.®*

Within the reporting vascular centre, maintaining the ability to
deliver a venous service for the benefit of the patient group was a
core service priority; this was severely threatened, predominantly by
woefully diminished workforce capacity. Prior to the service being
nurse-delivered, surgical trainees rarely had the opportunity to
experience EVLA/UGFS due to irregularity of lists and prioritisation
of other vascular surgical procedures from the arterial workload.
The question that should be asked is: If there is an impact on
surgical trainees, does that impact outweigh the detrimental blow to
patients who are unable to access venous services and benefit
from best practice?

Scarcity of vascular curriculum surgical trainees and
subsequent rota pressures contribute heavily to the issue. At the
reporting centre there are periods where the vascular unit is without
a vascular trainee and the accepted norm is to host but one trainee
from the vascular programme per rotation. The VSGBI Vascular
Surgery Workforce and Wellbeing Survey 2021 confirms that
vascular services in the UK have experienced increases in activity,
admissions and waiting lists year-on-year from 2012, with projected
increases beyond 2030. The same report shows a UK-wide deficit
of both established consultant vascular surgeons and of vascular
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specialty trainees (29% increase required), consistently increasing KEY MESSAGES
activity and consistently too few surgeons and trainees.'® This is not

conducive to maintaining the full spectrum of vascular services «  Workforce shortage, capacity and financial restrictions
needed to care for patients. The goal of ‘best practice’ becomes are barriers to the delivery of best practice.
even less attainable when patient ‘demand’ continues to outstrip » Endovenous interventions have been safely performed
our ability to ‘supply’ services. by a trained nurse specialist at this centre.

As recruitment to interventional radiology declined and * Venous services could be developed and sustained by
emphasis on endovascular approaches to vascular surgery incorporating nurse-delivered venous interventions.
increased, trainees sought greater access to endovascular * Reduced waiting times can be achieved through nurse
training.® It has been the experience of this reporting centre and specialist service delivery.

VNS that varicose veins and chronic venous disease are rarely a

training priority for incumbent vascular surgical trainees. The

exception was found to be in the learning of percutaneous access inclusivity and cooperation across professions could help to achieve
skills to augment arterial endovascular training. These were more a new higher standard of care for this in-need patient group.

easily taught in venous cases, where procedures are of shorter

duration, use smaller access devices conducive of early-stage Conflict of Interest: Committee member, Society of Vascular Nurses (SVN).
learning and were performed in a more relaxed environment. For

) ) o Funding: This research received no specific grant from any funding agency in the
this reason, nurse-delivered EVLA had a positive effect on the public, commercial or not-for-profit sectors.

training opportunities of vascular surgical trainees within the
: : - . Reviewer acknowledgement: JVSGB/ thanks Leanne Atkin, Vascular Nurse
reporting centre. The VNS and regular EVLA list became a fixture in ’
P 9 9 Consultant Mid Yorks NHS Trust/University of Huddersfield, Paris Cai, Academic

trainees’ educational regimen. The quality and value of this Vascular Surgery Unit, Hull York Medical School, and Mr Manj Gohel, Consultant
experience should be studied further, as should the overall impact Vascular & Endovascular Surgeon, Cambridge University Hospitals, for their
on training opportunities and the real-world experiences of vascular ~ contribution tothe peer review of this work.
surgical trainees and specialist nurses alike. References
1. Michaels JA, Nawaz S, Tong T, Brindley P, Walters SJ, Maheswaran R.

Conclusion Varicose veins treatment in England: population-based study of time trends
. o . . and disparities related to demographic, ethnic, socioeconomic, and
A new gold standard of care is emerging in the UK for patients with geographical factors. BJS Open 2022:6(4):zrac077.
venous leg ulcers and symptomatic chronic venous disease, https://doi.org/10.1093/bjsopen/zrac077
delivering improved clinical outcomes through early assessment 2. Bvans CJ, Fowkes F, Ruckley CV, Lee AJ. Prevalence of varicose veins and
) . . ) chronic venous insufficiency in men and women in the general population:
and early intervention. The potential exists to heal wounds faster Edinburgh Vein Study. J Epidemiol Community Health 1999;53(3):149-53.
and reduce recurrence, improving quality of life and easing the https://doi.org/10.1136/jech.53.3.149
burden placed upon healthcare systems. However, current vascular 3. Maddox D. Effects of venous leg ulceration on patients’ quality of life. Nurs
, , - ) , ) : Stand 2012;26(38):42-50.
services have self-identified barriers preventing optimum delivery of https://doi.org/10.7748/ns2012.05.26.38.42.c9111
this care, including workforce shortage, overall capacity and 4. Heatley F, Saghdaoui LB, Salim S, Onida S, Gohel MS, Davies AH. UK primary
financial restriction. A greatly increased number of clinicians must care survey of venous leg ulceration management and referral-Post-EVRA
) ) ) ) trial. Phlebology 2021;36(1):48-53.
be found to deliver venous services if the gOld standard is to be https://doi.org/10.1177/0268355520944102
achieved and sustained. 5. Bootun R, Onida S, Lane TR, Davies AH. Varicose veins and their
Nurse-delivered surgical procedures are far from novel and are :anfge?esm'fé”ge_r{ 50;6?4(;)363_7; Dovies AL P
well reported across the globe for multiple surgical specialties.™ - Heatley T, Baghdacul LB, Salim 8, Onida 5, bavies ATl rimary care sunvey
p g p 9 p : of venous leg ulceration management and referral pre-EVRA trial. Br J
The data reported suggest that endovenous interventions can be Community Nurs 2020;25(Sup12):S6-10.
safely performed in the outpatient clinical setting by a suitably https:/doi.org/10.12968/bjen.2020.25.5up12.56 , , ,
. . . Whiteley MS. Current best practice in the management of varicose veins. Clin
trained and mentored VNS and that the patient group can be Cosmet Investig Dermatol 2022:15:567—83.
satisfied and accepting of this innovation. https://doi.org/10.2147/CCID.S294990

Given the barriers to service provision described, the increasing 8 ©'Flynn N, Vaughan M, Kelley K. Diagnosis and management of varicose veins
in the legs: NICE guideline. Br J Gen Pract 2014,64(623):314-5.

UK venous caseload and diminishing medical workforce, there https://doi.org/10.3399/bjgp14X680329
should be ample opportunity for trainee exposure to venous cases 9. Nesbitt C, Bedenis R, Bhattacharya V, Stansby G. Endovenous ablation
regardless of which experienced professional delivers the (radiofrequency anq Iaser) and foam sclerotherapy versus open surgery for
. great saphenous vein varices. Cochrane Database Syst Rev 2014;(7):
education. CD005624. https://doi.org/10.1002/14651858.CD005624.pub3
Multiple UK centres have since developed similar nurse- 10. Barwell JR, Davies CE, Deacon J, et al. Comparison of surgery and
delivered venous practice. Prospective audit and multicentre compression with compression alone in chronic venous ulceration (ESCHAR
. study): randomised controlled trial. Lancet 2004;363(9424):1854-9.
research should be undertaken as the evolution of modern https://doi.org/10.1016/S0140-6736(04)16353-8
sustainable venous services continues. Fostering a culture of 11. Gohel MS, Heatley F, Liu X, et al. Early versus deferred endovenous ablation of

JOURNAL OF VASCULAR SOCIETIES GREAT BRITAIN & IRELAND



ORIGINAL RESEARCH

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

superficial venous reflux in patients with venous ulceration: the EVRA RCT.
Health Technol Assess 2019;23(24):1-96. https://doi.org/10.3310/hta23240
Gohel MS, Mora J, Szigeti M, et al. Long-term clinical and cost-effectiveness
of early endovenous ablation in venous ulceration: a randomized clinical trial.
JAMA Surg 2020;155(12):1113-21.
https://doi.org/10.1001/jamasurg.2020.3845

Cai PL, Hitchman LH, Mohamed AH, Smith GE, Chetter |, Carradice D.
Endovenous ablation for venous leg ulcers. Cochrane Database Syst Rev
2023;(7):CD009494. https://doi.org/10.1002/14651858.CD009494.pub3
Salim S, Heatley F, Bolton L, Khatri A, Onida S, Davies AH. The management
of venous leg ulceration post the EVRA (early venous reflux ablation) ulcer trial:
management of venous ulceration post EVRA. Phlebology 2021;36(3):203-8.
https://doi.org/10.1177/0268355520966893

VSGBI. The VSGBI Workforce and Well-being Report 2021 [Internet]. 2021
[cited 2024]. Available from:
https://www.vascularsociety.org.uk/professionals/news/184/the_vsgbi_workfor
ce_and_wellbeing_report_2021

VSGBI. Vascular Surgery United Kingdom Workforce Survey 2018 [Internet].
2018 [cited 2024]. Available from: chrome-
extension://efaidnbmnnnibpcajpcglclefindmkaj/https://vascularsociety.org.uk/_
userfiles/pages/files/workforce%20surveys/vs-workforce-survey-2018.pdf
Davies HO, Bradbury AW. The EVRA trial: new hope for people with venous
leg ulcers? Eur J Vasc Endovasc Surg 2019;57(2):163-4.
https://doi.org/10.1016/j.ejvs.2018.07.030

All-Party Parliamentary Group on Vascular and Venous Disease. Future of
Venous Disease: Growing Problems, Shrinking Workforce. [Internet]. 2023
[cited 2024]. Available from: https://www.vvappg.com/news/2023/6/6/vvappg-
launches-report-at-national-venous-forum

Grota T, Betihavas V, Burston A, Jacob E. Impact of nurse-surgeons on
patient-centred outcomes: a systematic review. Int J Nurs Stud Adv 2022;4:
100086. https://doi.org/10.1016/).ijnsa.2022.100086

Grota T, Betihavas V, Burston A, Jacob E. Roles of nurse-surgeons in global
surgical care: a scoping review. J Adv Nurs 2024;80(8):3006-36.
https://doi.org/10.1111/jan.15906

Grota T, Betihavas V, Burston A, Jacob E. Current methods of nurse-surgeon
training and education: systematic review. Int J Nurs Stud Adv 2021;3:
100048. https://doi.org/10.1016/}.ijnsa.2021.100048

World Health Organization. Task shifting: rational redistribution of tasks among
health workforce teams: global recommendations and guidelines. 2007.
Available from: https://iris.who.int/handle/10665/43821

Scottish Government. Health Board Area: Grampian [Internet]. 2020. Available
from:

https://statistics.gov.scot/atlas/resource?uri=http%3A%2F %2Fstatistics.gov.sc
ot%2Fid%2Fstatistical-geography%2FS08000020&inactive=false

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Nurse-delivered endothermal venous ablation. Cooper B

NHS Scotland. Protocol for access to varicose vein surgery [Internet]. May,
2019. Available from:
https://www.publications.scot.nhs.uk/files/dc20190522varicose.pdf

De Maeseneer MG, Kakkos SK, Aherne T, et al. European Society for Vascular
Surgery (ESVS) 2022 clinical practice guidelines on the management of
chronic venous disease of the lower limbs. Eur J Vasc Endovasc Surg 2022;
63(2):184-267. https://doi.org/10.1016/j.ejvs.2021.12.024

Aherne TM, Ryan EJ, Boland MR, et al. Concomitant vs. staged treatment of
varicose tributaries as an adjunct to endovenous ablation: a systematic review
and meta-analysis. Eur J Vasc Endovasc Surg 2020;60(3):430-42.
https://doi.org/10.1016/j.ejvs.2020.05.028

National Institute for Health and Care Excellence (NICE). Varicose veins:
diagnosis and management. Clinical guideline [CG168] [Internet]. 2013 [cited
2024]. Available from:
https://www.nice.org.uk/guidance/cg168/chapter/Recommendations-for-
research

Van Den Bos RR, Neumann M, De Roos K-P, Nijsten T. Endovenous laser
ablation-induced complications: review of the literature and new cases.
Dermatol Surg 2009;35(8):1206—14. https://doi.org/10.1111/j.1524-
4725.2009.01215.x

Tassie E, Scotland G, Brittenden J, et al. Cost-effectiveness of ultrasound-
guided foam sclerotherapy, endovenous laser ablation or surgery as treatment
for primary varicose veins from the randomized CLASS trial. Br J Surg 2014;
101(12):1532-40. https://doi.org/10.1002/bjs.9595

van den Bos RR, Proebstle TM. The state of the art of endothermal ablation.
Lasers Med Sci 2014;29:387-92. https://doi.org/10.1007/s10103-013-1448-5
Belramman A, Bootun R, Lane TR, Davies AH. Endovenous management of
varicose veins. Angiology 2019;70(5):388-96.
https://doi.org/10.1177/0003319718780049

Lattimer CR, Kalodiki E, Azzam M, Geroulakos G. The Aberdeen varicose vein
questionnaire may be the preferred method of rationing patients for varicose
vein surgery. Angiology 2014;65(3):205-9.
https://doi.org/10.1177/0003319712474953

Association of Surgeons in Training. Joint statement in response to the
recently published case series report: ‘Laparoscopic cholecystectomy
performed by a surgical care practitioner: a review of outcomes’. [Internet].
2024. Available from: https://www.asit.org/resources/statements

Atkins E, Kandola S, Kent F, McBride O, Rouleaux Club, the UK Vascular
Surgery Trainee Association. Vascular surgery trainee retention in the UK: how
many leave and why? A survey of trainee and Training Programme Directors’
perceptions. BMC Med Educ 2021;21:241. https://doi.org/10.1186/s12909-
021-02668-x

Hamilton G, Shearman C. Vascular surgical training. Ann R Coll Surg Engl
2008;90(2):95-6. https://doi.org/10.1308/003588408X261681

ONLINE AHEAD OF PUBLICATION



