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ABBREVIATIONS

*         ASV         : Anterior saphenous vein .

*         AVCs       : Arterio venous communications.

*         EVLA      : Endovenous laser  ablation.

*         EVLT      : Endovenous laser therapy.

*         FDA         : Food and drug administration.

*         RFA         : Radio frequency ablation.

* CFV : Common femoral vein.

* CVD : Chronic venous disease.

* DVT : Deep venous thrombosis.

* GSV : Great saphenous vein.

* POL : Polidocanol.

*        SF : Sclerosing foam.

* SFJ : Sapheno – femoral junction.

* SPES : subfascial endoscopic perforator surgery.

* SPJ : Sapheno –popliteal junction.

* SSV : Short (small) saphenous vein.

* STS : Sodium tetradecyl sulphate.

*        TIPP         : Transilluminated power phelebectomy.

* UGFS : Ultra sound guided foam sclerotherapy.

* UGS : Ultra sound guided sclerotherapy.
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INTRODUCTION

Chronic venous disease (CVD) is the most common vascular

disorder. It is caused by venous hypertension due to either

reflux, outflow  obstruction, or both (Criqui MH, 2003).

The  quality of life of  patients  with CVD may  be  impaired

because  of  pain , physical  limitation  , immobility , and

social  seclusion (Evans CJ,1999).

The spectrum of CVD varies from varicose veins to more

advanced manifestations such as skin pigmentation,

lipodermatosclerosis, and ulceration. Recent studies have

shown the importance of superficial venous incompetence

in the progression of venous insufficiency and the eventual

development of venous ulcers (Magnusson MN, 2001).
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General agreement exists with regard to the need for treatment

of great saphenous vein (GSV) reflux in patients with CVD.

However, there remains considerable controversy regarding

the necessity of treating short saphenous vein (SSV),

perforator, or deep venous insufficiency (Labropoulos N,

2000).

Enthusiasm for surgically treating SSV reflux is further

diminished by cumbersome  repositioning of the patients,

variability  in  location of the  saphenopopliteal  junction ,

and  the  possibility  of  sural  nerve  injury (Cestmir Recek ,

2004).

"Trendelenburg" recognized about a century ago (in 1891)

that GSV reflux caused venous congestion in the lower limb;

he was the first to ligate the incompetent saphenofemoral

junction, his noteworthy publication appeared in 1891.

A considerable number of his patients were suffering  from

varicose ulcers, which healed quickly after the operation

(Cestmir Recek, 2004).
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The second landmark in the surgical treatment of varicose

veins was the publication by "Babcock", who introduced

stripping in 1907 (Cestmir Recek, 2004).

These 2 components of surgical treatment supplemented by

extirpation and avulsion of varicose veins are routinely used

till now. With the advancement of arterial reconstructions

and coronary artery bypass surgery (Cestmir Recek , 2004).

The demand for venous grafts has considerably increased

and the saphenous vein-saving surgery has become an

important issue.

In 1917,"Homans" commented on the relationship between

deep vein  thrombosis and vein valve destruction following

recanalization of a thrombosed vein. This was followed by the

development of a venous ulceration, which he called a

"varicose ulcer" and said that it was "a poor man's

disease."(Baron H, 2004).
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"Linton" in 1938 recognized the role of incompetent

perforator veins with regurgement flow in the pathogenesis of

venous ulcers. As a result he advocated subfascial ligation of

these veins. Access to the perforator veins was of necessity

through long vertical skin incisions, with the removal of the

deep fascia, exposing the subfascial space. (Baron H, 2004).

The incisions were often made through diseased skin and

subcutaneous tissues, resulting in prolonged healing and post

operative wound problems. This was accompanied by long

periods of hospitalization. Owing to the operative morbidity

often associated with the Linton procedure it was generally

looked on with disfavor. (Baron H, 2004).

In the mid 1980s a German dermatologist, G. Hauer,

developed a subfascial endoscopic perforator surgery (SEPS)

method for identifying and ligating incompetent perforator

veins. This technique proved to be a more practical method for

accessing the subfascial space. There are currently many

reports relating to the SEPS procedure and long-term results



Introduction

X

achieved with it (Hauer G, 1985).

Sclerotherapy represents another therapeutic possibility that

found wide acceptance thanks to the pioneering works of

Sigg, Tournay, and Fegan.  Surgery and sclerotherapy were

often compared with each other as competing procedures. (De

Roos KP, 2003).

Lasers have been used to treat leg telangiectasias since the

early 1970. Early results were often unsatisfactory, and

pain, scarring, hypopigmentation, hyperpigmentation, and

recurrence after treatment were common, the development

of newer lasers over the last 20 years has eliminated many

of these problems and allows for safer, more effective

treatment. (Chess C, Chess Q, 1993).

Duplex scanning has become the method of choice for the

investigations of venous reflux. It combines the assessment

of anatomic structure and the functional evaluation of blood

flow to enable quantification of reflux duration in specific

superficial and deep vein segments. In addition, as a
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noninvasive and repeatable method of measurement, it is

suitable for use in epidemiological studies (Evans C, 1998).

AIM OF THE WORK

The aim of this work is to review and discuss the advances in

the treatment of primary varicose veins and their advantages

over traditional methods in an attempt to choose the best

method of treatment with least complications and highest

success rate of cure.



Anatomy of the Lower Limb Veins

- 1 -

Anatomy of the Lower Limb Veins

The venous system of the lower limb can be subdivided into

superficial and deep groups with communicating and perforating system.

The superficial veins being subcutaneous in the superficial fascia, the

deep veins (Beneath the deep fascia). Both have valves, more in the deep

veins (Gabella, 1995).

Superficial veins of the lower limbs

The superficial veins lie in the fat between skin and the deep

fascia, being closer to the latter (Figure 1).

1) Subcuticular veins:

Post capillary venules run horizontally in the dermis, rang in size

from 12 to 35 µm, and empty into collecting venules twice as large in the

mid-derm . One-way valves are found in venules at the dermis-adipose

junction. These valves serve to direct blood flow toward the deeper

venous system (Bergan, 1993).

2) Subcutaneous veins:

It is the most superficially located vein network of the lower

extremities; it called the reticular subdermal venous network. Their

plexus is the most poorly supported and is the source of the earliest

subcutaneous varicosities (Braveman, 1989).


