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ARE THERE STILL ANY INDICATIONS FOR TREATING PATIENTS WITH TRADITIONAL SURGERY?

➤BELGIUM



?



?



AULUS CORNELIUS CELCUS (25BC - 14 AD)

➤ “De medicina” 

➤ recommended cleanliness and urged that wounds be washed 
and treated with substances now considered to be somewhat 
antiseptic, such as vinegar and thyme oil 

➤ ligation surgery, surgical excision and their possible 
complications



GALEN OF PERGAMON (129 - 210 AD)

➤ phlebectomies with a hooked tool



CAIUS MARIUS (157 - 87 BC)

➤ “the “cure” wasn’t worth the pain”
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OPEN OR TRADITIONAL SURGERY

➤ gold standard surgical procedure for treating venous 
incompetence and leg ulcer for many years 

➤ high ligation and stripping (HL/S) of the great or small 
saphenous vein, combined or not with the excision of segments 
of varicose veins  

➤ general anaesthesia  

➤ hospitalisation  

➤ surgical complications, often caused by the (sometimes long) 
immobilisation  

➤ good results, but should be: local anaesthesia, day-care, 
immediate mobilisation



ENDOVENOUS TECHNIQUES - THERMAL OR CHEMICAL

➤ 20 years ago: scientific proof or “gut feeling”? 

➤ result of the advances of endovascular and minimally invasive 
procedures in arterial surgery 

➤ reduce the inconveniences and complications associated 
with traditional surgical procedures 

➤ better QOL right after the intervention



“
word of Middle English origin, 
meaning nonsense…

Sir Peter Bell



“
Bollocks…

Sir Peter Bell



What is the Future of Surgery in the UK? 2003 
Peter Bell Sir


Peter R F Bell is the Foundation Professor of Surgery at Leicester University, 
Leicester, UK. He qualified from Sheffield University and trained in surgery in 
Sheffield, Glasgow, UK, and Denver, USA. His interests are vascular surgery 
and transplantation.


Abstract

Surgery is an invasive form of treatment and must be a ‘last resort’. Research 
into conditions that can be treated by surgery aims to make it extinct, by 
discovering the basis for various disease processes and treating them 
medically.
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TRADITIONAL OR EV

➤ many RCTs on the short-term efficacy of EVLA or RF  

➤ comparison with HLS and ablation 

➤ significant improvement in venous clinical severity score in 
all techniques 

➤ but with less pain, less postoperative haematomas and 
infection, faster recovery and earlier return to normal 
activity with the endovenous techniques in most studies 

➤ EVLA and RF are estimated more expensive than open 
surgery, but that does not take into account the cost of a 
longer leave of absence after HLS



RCT ON THE LONG-TERM EFFICACY OF EV AND TRADITIONAL SURGERY





RECURRENCE OR PROGRESSION OF THE DISEASE?

➤ technique? 

➤ chronic disease! 

➤ neovascularization  

➤ progression of disease  

➤ perforating veins  

➤ recanalized GSV 

➤ AAGSV reflux



RECURRENCE OR PROGRESSION OF THE DISEASE?

➤ Etiology and Pathophysiology of Varicose Vein Recurrence at 
the Saphenofemoral or Saphenopopliteal Junction: an Update 

Marianne De Maeseneer



NEOVASCULARIZATION - RECANALIZATION

➤ neovascularization: presence of multiple small tortuous 
veins in anatomic proximity to a previous intervention 

➤ more frequent after HLS, even with correct flush SFJ ligation 

➤ EVTA: neovascularization at the SFJ or SPJ is very exceptional 

➤ recurrence due to recanalization of a previously obliterated 
trunk more frequent after chemical ablation with sclerosant 
foam than after thermal ablation







OPEN SURGERY?



COMPLICATIONS FOLLOWING RE-EXPLORATION OF THE GROIN

➤ technically difficult due to previous surgery 

➤ time-consuming 

➤ local anaesthesia?  

➤ outcome is worse than after primary surgery 

➤ access to the SFJ facilitated by approaching the veins indirectly 
(subfascially) by first exposing the common femoral artery 

➤  complications occur in 40% of all procedures (significantly more 
common following indirect surgery) 

lymphatic damage  

wound infection



AVOIDING RE-EXPLORATION OF THE GROIN / POPLITEAL FOSSA

➤ depending on the cause of recurrence (Duplex scan!) 

phlebectomies without reopening the groin combined 
with foam sclerotherapy 

EVLA/RF of residual refluxing saphenous trunk/AASV 

isolated foam sclerotherapy 

embolization treatment of pelvic vein incompetence  

investigate and treat underlying deep-venous problems



AVOIDING RE-EXPLORATION OF THE GROIN / POPLITEAL FOSSA

➤ phlebectomies without reopening the groin 

2010 Pittaluga et al  compared classic redo surgery, with 
a minimally invasive procedure under tumescent local 
anesthesia focusing on the varicose reservoir without 
reopening the groin (limited to multiple phlebectomies) 

good midterm results after 3 years, fewer complications, 
and a much lower cost for this minimally invasive 
procedure



AVOIDING RE-EXPLORATION OF THE GROIN / POPLITEAL FOSSA

➤ phlebectomies without reopening the groin, combined with 
foam sclerotherapy 

Creton and Uhl: phlebectomies with or without a limited 
reintervention in the groin (transection or ligation of the 
GSV at the SFJ) and additional foam sclerotherapy 

good short-term outcome (after 40 days) in 100 cases of 
GSV recurrence and 29 cases of small saphenous vein 
(SSV)  

asymptomatic deep-vein thrombosis was observed in 2 
cases at duplex scan evaluation 3 days postoperatively



AVOIDING RE-EXPLORATION OF THE GROIN / POPLITEAL FOSSA

➤ EVLA/RF of residual refluxing saphenous trunk/AAGSV 

rectilinear refluxing segment of GSV, AAGSV, or SSV can 
be obliterated by EVA with excellent outcome 

less pain and bruising 

lower complication rate   

faster than redo surgery



AVOIDING RE-EXPLORATION OF THE GROIN / POPLITEAL FOSSA

➤ isolated foam sclerotherapy  

technique most widely used nowadays  

excellent immediate results 

more than 1 session



AVOIDING RE-EXPLORATION OF THE GROIN / POPLITEAL FOSSA

➤ Pelvic congestion syndrome 

embolization treatment of pelvic vein incompetence 

often undiagnosed



AVOIDING RE-EXPLORATION OF THE GROIN / POPLITEAL FOSSA

➤ underlying deep-venous problems  

investigate and treat underlying deep-venous problems 

May-Thurner syndrome, popliteal vein entrapment 

unexplained persisting tendency for recurrence of 
varicose veins



ADVANTAGES AND DISADVANTAGES OF VARICOSE VEIN STRIPPING

➤ no advantages at all to vein stripping… 

more pain and bruising, hence longer leave of absence 

general anaesthetic – higher cost 

deep-vein thrombosis due to dehydration and 
immobilisation  

nerve damage 

high rate neovascularization 



OPEN SURGERY INDICATED?

➤ very large dilated and tortuous saphenous veins, located 
immediately under the skin  

➤ aneurysmal enlargement at the saphenofemoral junction  

➤ vein is partially thrombosed up to the SFJ, from a past 
thrombophlebitis or acute and ascending to the junction            
PE 

➤ skinny patient, but give adequate tumescence and EVTA is 
possible



? TRADITIONAL SURGERY ?

➤ more complications and lower early QOL 

➤ recurrences whatever technique used, so choose less invasive 

➤ avoid re-exploration of the groin / popliteal fossa 

➤ combination technique 

➤ local / tumescent anaesthesia 

➤ day-care 

➤ duplex US!



? TRADITIONAL SURGERY ?


