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Recurrent varicose veins of the legs. Analysis of a social problem
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SUMMARY: Recurrent varicose veins of the legs. Analysis of a social
problem.

G. CARDIA, G. CATALANO, 1. ROSAFIO, M. GRANATIERO, M. DE FAzIO

The present study was aimed at assessing the experience of a single
referral center with recurrent varicose veins of the legs (RVL) over the
period 1993-2008. Among a total of 846 procedures for Leg Varices
(LV), 74 procedures were for RVL (8.7%).

The causes of recurrence were classified as classic: insufficient cros-
sectomy (13); incompetent perforating veins (13); reticular phlebecta-
sia (22); small saphenous vein insufficiency (9); accessory saphenous
veins (4); and particular: post-hemodynamic treatment (5); incomple-
te stripping (1); Sapheno-Femoral Junction (SF]) vascularization (5);
post-thermal ablation (2).

For the “Classic” RVL the treatment consisted essentially of comple-
ting the previous treatment, both if the problem was linked to an in-
sufficient earlier treatment and if it was due to a later onset. The most

common cause in our series was reticular phlebectasia; when the simple
sclerosing injections are not sufficient, this was treated by phlebectomy
according to Mueller. The ‘particular’ cases classified as 1, 2 and 4 we-
re also treated by completing the traditional stripping procedure (+ cros-
sectomy if this had not been done previously), considered to be the gold
standard. In the presence of a SEJ neo-vascularization, with or without
cavernoma, approximately 5 cm of femoral vein were explored, the af-
ferent vessels ligated and, if cavernoma was present, it was removed.

Although inguinal neo-angiogenesis is a possible mechanism, some
doubr can be raised as to its importance as a primary factor in causing
recurrent varicose veins, rather than their being due to a preexisting
vein lefi in situ because it was ignored, regarded as insignificant, or
poorly evident.

In conclusion, we stress that LV is a progressive disease, so the treat-
ment is unlikely to be confined to a single procedure. It is important to
plan adequate monitoring during follow-up, and to be ready ro reope-
rate when new problems present that, if lefl, could lead the patient to
doubt the validity and efficacy of the original treatment.
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Introduction

Recurrent varicose veins of the legs (RVL) is an im-
portant health problem. The reported incidence ranges
between 20 and 25% (1-3), although recent studies based
on prospective evaluations and/or specific research have
revealed a higher incidence (1,4).

In the 1950s, the principles of efficacious treatment
were defined but the risk of recurrence has since un-
dermined the faith not only of patients but also of doc-
tors indirectly involved in this problem, leading to a com-
mon view that all types of treatment are really useless.

To study this phenomenon we decided to review all
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the cases at a single surgical center where varicose vein
surgery is among the major activities. A retrospective study
was made of all cases of Legs Varices (LV) surgically treat-
ed in the operating room, considering all cases of re-
currence. In this way, only surgically relevant cases of re-
currence were identified, excluding all outpatient treat-
ments. However, up to the end of the study period
(2008), due to organizational problems no true outpa-
tients treatment of this disease was available and even mi-
nor cases treated under local anesthesia were taken to the
operating room. For this reason, we believe that our sam-
ple reflects the true bearing of this clinical issue of Vari-
cose Veins (VV) recurrence.

Patients and methods

A retrospective analysis was made of all RVL observed in our Unit
in the period 1993-2008, subdivided into primary or (a much small-
er group) secondary varices of the legs. Because this disease has a strong
esthetic impact, it is difficult to make an objective definition of “re-
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currence”. In general, this may be regarded as the “presence of evi-
dent venous ectasia of the legs, of trunk-like or reticular type, appearing
sometime after the first treatment procedure and not present im-
mediately after the conclusion of the latter” (otherwise they would
be defined as “residual varicose veins”).
A total number of 846 procedures were performed during the
study perlod consisting of:
uni- or bilateral saphenectomy: 600 cases (70.9%);
e hemodynamic procedures preservng the saphenous vein: 74
cases (8.7%);
* isolated crossectomy: 25 cases (2.9%);
*  short great saphenous vein stripping: 45 cases (5.3%);
e phlebectomy according to Miiller not associated with oth-
er types of procedure: 19 cases (2.2%);
* stripping of the small saphenous vein: 1 case (0.1%);
* ligation of the sapheno-popliteal ostium: 8 cases (0.9%);
e redo surgery: 74 procedures (8.7%).
The data on each redo procedure for recurrence were closely re-
viewed and the causes specified, and finally the treatment performed
in each patient were detailed.

Results

In 61 out of 74 redo procedures for recurrent vari-
cose veins (82.4%), the cause of recurrence was defined
as classic, namely:

« insufficient crossectomy: 13 cases (17.6%);

« incompetent perforating veins: 13 cases (17.6%);

« reticular phlebectasia: 22 cases (29.7%);

« small saphenous vein insufficiency: 5 cases

(6.8%);
+ dilated accessory saphenous vein: 4 cases (5.4%);
« recurrence of a small saphenous vein insufficien-
cy after previous ligation: 4 cases (5.4%).
In the remaining 13 patients (17.6%) a particular sit-
uation was observed that required specific attention. These
cases were subdivided as follows:
« recurrence after hemodynamic treatment: 5 pa-
tients (6.8%);

+ incomplete previous stripping: 1 patient (1. 4%);

« sapheno-femoral junction neo-vascularisation
(SFJNV), distal to the previous one: 3 patients
(4.1%);

« SFJNV with inguinal cavernoma: 2 patients
(2.7%);

» complete recurrence after endoluminal laser
treatment: 2 patients (2.7%).

In 13 cases of insufficient crossectomy (all previously
operated at other centres) the treatment consisted of com-
pleting the femoral crossectomy, in some cases associated
with distal phlebectomy.

In 13 cases in which incompetent perforating veins
developed, they were sutured at the fascia level. The small
saphenous vein was ligated at its outlet in 4 of the 5 cas-
es in which venous insufficiency developed after the first
procedure on the great saphenous vein; in the other case,
stripping was judged necessary. In recurrences due to ec-

tasia of an accessory saphenous vein, this vein was

stripped.

Discussion

It should be pointed out that complete crossectomy
of the small saphenous vein (SSV) is apparently a sim-
ple procedure but in practice it can be quite delicate, both
because of the great variability of the level of junction
with the popliteal vein and of the presence of important
branches of ischiatic (medial sural cutaneous nerve), and
gluteal nerves (satellite nerve of the small saphenous vein
itself).

Some further considerations need to be made about
the 13 cases in which the recurrence was due to partic-
ular situations unlike the c/assic cases. In 1 case we found
incomplete stripping, due to the previous therapeutic
choice to perform short stripping above the knee. This
was treated by completing the stripping down to the
malleolus. Since the end of the 1990s, we have also opt-
ed for short stripping (generally below the knee), when
the distal saphenous was not in a very impaired condi-
tion (45/846: 5.3% of cases). The fact that in only a sin-
gle case, in our experience, did recurrence occur due to
incomplete stripping does not, in our opinion, sound a
“warning bell” when choosing this procedure as a first
treatment.

The case of hemodynamic treatment is quite differ-
ent. Like other surgeons, despite initial doubts, we have
also undertaken this type of treatment, that first appeared
around the beginning of the 1990s. Our experience con-
sists of 74 cases out of 846 (8.7%), since we limited the
indications to less severe cases (5). The 5 cases of re-
currence of this type are all referred to previous proce-
dures performed by our group. In the overall follow-
up, we also were noticed about other patients not entirely
satisfied with the long term results, and presented to oth-
er Centers for further treatment. Moreover, in the con-
text of the postoperative sclerotherapy treatment that most
patients operated for varices of the legs have to under-
go (6,7), we have observed that patients who received he-
modynamic treatment, in general, required more cycles
and more sessions than patients undergoing other types
of treatments.

For all these reasons, over the years we have reserved
this type of treatment to a progressively smaller number
of patients. This is in line with the general trend for “he-
modynamic” treatment, that has gradually been aban-
doned even by the early proponents, as the long term re-
sults became more evident.

The appearance of a SFJNV and complete recurrence
after laser-photocoagulation is a particularly interesting
point, although the figures in our series (7 of a total of
74 recurrences: 9.4%) are not particularly significant. The
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pathophysiology of the former phenomenon is presumed
to be a neo-vascularization process, since prospective stud-
ies have documented recurrence even when there were
no doubts as to the completeness and adequacy of the
initial procedure. In any case, some authors have doubt-
ed the attribution of this phenomenon, and rather at-
tribute it to collaterals of the saphenofemoral junction
(SEJ) or directly of the femoral vein, left during the first
procedure (1,8,9).

In our experience we have observed three types of
anatomical situation:

1) the formation of a SEJNV below the cross that was
completely interrupted, with clear signs of in-
sufficiency, supplying a distal varicose circulation
consisting of large branches that then supply oth-
er dilated veins below;

2) the presence of a SFJNV at the site of the
crossectomy, from which a bundle of veins of cav-
ernomatous type, creating an inguinal mass,
originates and connects up with other peripher-
al veins with a smaller caliber;

3) the presence of an inguinal cavernoma strictly
linked to the scar area of the primary crossecto-
my, with no evidence of a clear direct connection
with the femoral vein.

Histology performed in case of “cavernoma” did not
identify any peculiar aspect, apart from the extensive area
involved and the fibrotic interference with the muscle
tunica, yielding a similar picture to that of other cases
of varicose veins of the legs. Therefore, the differences
are only macroscopic, as regards the aberrant and hy-
perplastic appearance of the venous bundle. It is like-
ly, as suggested by other Authors, that local growth fac-
tors play a role, due to the remarkable regenerative po-
tential of the vascular structures, and especially the veins.
How and why these factors are activated in some situ-
ations and not in others remains to be clarified. This type
of cavernoma is often associated with a NSFV; indeed,
both situations could originate from the same etiopath-
ogenic mechanism.

In such cases a correct surgical procedure to solve the
recurrence requires, in our view, an ample longitudinal
exposure of the femoral vein, to clearly demonstrate the
extravasation point.

Finally, we have recently performed redo procedures
with great saphenous vein stripping (GSVS) and crossec-
tomy in 2 patients previously treated by laser ther-
moablation. This sample is too small for valid consid-
erations to be made but it shouild be noted that in both
cases the state of the veins was comparable to that of the
common varicosities.

Our investigation can be useful to assess the true sit-
uation of the various types of varicose vein recurrence.
It is clear that the classic basis on which an efficacious
treatment of varicose veins depends is still valid today
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(9,10). This is still true even after the advent, and later
decline, of hemodynamic treatments, of which one of
the drawbacks is that they fail to eradicate frankly ecta-
sic veins (11,12).

As underlined by Van der Stricht, varicose vein treat-
ment is unlikely to be confined to a single procedure; this
is particularly true in young female patients. For this rea-
son, we continue to advocate the association of surgery
and sclerotherapy. After the initial treatment, the patient
needs to undergo close follow-up, and the surgical team
needs to be ready to perform further procedures to block
recurrences, particularly of reticular type, before they
spread and the patient gains the impression that the first
treatment “didn’t work”. Experts in the field of varicose
vein surgery are aware of the negative situation in eld-
erly patients, when the disease spreads to the entire leg,
after various other specialists have dissuaded them
from undergoing treatment of their varicose veins “be-
cause they will re-form in any case”.

Against this background, in which insufficiency of
the superficial peripheral veins may develop, as well as
new incompetent perforating veins or a NSFV (this lat-
ter is difficult to predict since it is generally attributed
to neoangiogenesis), the importance of the first patient
visit must not be underestimated: it must be clearly ex-
plained a progressive disease is faced and surgery, although
essential, may not offer a final, permanent solution to
the problem.

Recurrent varicose veins is a common part of the nat-
ural history of the disease evolution and there is at least
an 8.7% rate of redo surgery after a variable period of
follow-up (13-15). An analysis of the time between the
first surgery and recurrence was outside the scope of this
study, since an accurate scientific follow-up of such a large
group of patients would be difficult to achieve. In any
case, such patients come to the surgeon’s attention only
when they have already decided to undergo further treat-
ment; this may be some time after the real appearance
of the “new” varicosities.

It is very important to comply with the treatment
guidelines that were formulated long ago, in the 1950s,
especially thanks to the assessments made by the Mayo
Clinic, that have surely limited the incidence of recur-
rence. Nevertheless, the patient should be warned,
right from the first course of treatment, about the risk
of development of reticular phlebectasia, at least, with
a greater or lesser tendency to evolve.

Apart from this aspect, but again related to the pres-
ence in these patients of greater or lesser degrees of
etiopathogenic factors that predispose to varicose veins
(13), other forms of evolution must also be expected, that
may be absent or masked at early controls, such as new
incompetence of the perforating veins, or small saphenous
vein or other veins of the pudendal or gluteal districts.

As stated above, one aspect that has not yet been clar-
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ified is the neoangiogenetic capacity of the venous cir-
culation of the legs. The opinion that the flow of saphe-
nous vein is restorated via a neovascularization mecha-
nism was first described by Sheppard in 1978 (16) on
the basis of histological studies. Later, Glass demonstrated
the possibility of reconnection of an interrupted venous
system thanks to the development and growth of new
interposed vessels (8). This was further studied by oth-
er Authors, who performed histological studies showing
that this phenomenon is implicated in the formation of
many cases of SFJ reflux (1,17,18). Some researchers have
claimed that the tortuous veins that recreate the saphe-
nofemoral junction are not actually of neoangiogenet-
ic origin, but rather are small preexisting veins that in
some way suffer from the venous hypertension situation
at that level, become hypertrophic and thus give rise to
new varicose veins (9-19). Other Authors, although they
do not deny the possibility of neovascularization at the
SEJ level, do not regard this as essential in the genesis of
varicose vein recurrence (2). In fact, even granting the
scientific basis for the possibility of neo-revascularization
of the SFJ, in individual cases it is difficult to establish
whether this was the underlying mechanism or else it was
venous branches, even very small, in direct connection
with the femoral vein, left in situ during the first pro-
cedure (3,20).

In our experience we have observed a lower incidence
of varicose vein recurrence (8.7%) than is generally re-
ported in the literature. This may be because our is a
local referral center for VV treatment and so a greater
number of primary cases have come to our attention. On
a total of 74 cases of recurrences, 17 were caused by in-
sufficiency of the saphenofemoral junction, and 4 by in-
competent perforating veins, accounting together for
28.4% of the total. This figure is lower than the one re-
ported by other Authors (1,2 4-20), this may also be due
to a methodological problem, in the sense that among
the cases undergoing redo surgery we have also includ-
ed simple phlebectasia treated in the outpatients clinic.

All the cases of recurrence for insufficiency of the SF]
had undergone the first treatment in another center. We
cannot therefore establish how complete these first pro-
cedures were. Nevertheless, in 15 of these cases we gained
the impression, later corroborated by surgical re-explo-
ration, that this was in fact the problem. In 5 patients
it may have been due to neovascularization, although we
nearly always found a NSFV directly on the femoral vein,
below (up to 2.5 cm) the previous, correct ligation. In
only 1 patient, that we treated with hemodynamic ther-
apy and complete traditional crossectomy (5), we found
a large inguinal cavernoma, with the typical tortuous, spi-
dery vessels due to neovascularization supplying a great
saphenous vein (GSV) left in situ, lacking any connec-
tion with the femoral vein but dependent on the pudendal

and epigastric veins.

On the basis of our experience, although we agree that
neovascularization as an expression of reactive neoan-
giogenesis in patients treated for varicose veins is one pos-
sible mechanism, in agreement with other Authors
(2,9,19) we believe that it may have a minor importance
as compared to other possible causes of varicose veins.

Conclusions

In 1992, Darke identified three fundamental types
of situation in which varicose vein recurrence occurs:
I: the appearance of varicosities due to incompe-

tent perforating veins;

II: an insufficient second saphenic collector vein af-
ter treatment of the first (e.g. varicosity of the small saphe-
nous vein after treatment of the GSV);

III: a new insufficiency at the saphenofemoral (or
saphenopopliteal) level.

As regards the scheme we propose, it can be said that
a later appearance of further reticular phlebectasia
could be included in Darke type I, even if this is inde-
pendent of the presence of incompetent perforating veins
(ex-novo or left during the first procedure). This type of
situation belongs to the evolution of the natural histo-
ry of varicose veins, that comes under the heading of the
disease of a system not just a single vein. Therefore, the
most important thing is to recognize the situation and
explain it clearly to the patient, illustrating the available
treatment so that the idea that the treatment of varicose
veins is useless is not further perpetuated.

By affinity, we would include the long term appear-
ance of an accessory great saphenous vein in Darke type
11; this will ultimately prevail, during recurrence, as the
main incompetent collector vein from which other vari-
cosities will develop.

As regards this Darke classification, our experience
indicates that a type IV recurrence of varicose veins should
also be included, linked to an incomplete planning of
the original procedure. Recurrence after an isolated
crossectomy belongs to this category, but we believe that
Darke did not take this possibility into account because
in 1992 it seemed to be clear that the gold standard treat-
ment for varicose veins of the legs included stripping of
the GSV, even if it cannot be evinced from his work
whether all patients with recurrence had undergone pri-
mary stripping. Nowadays recurrences are observed that
are linked to “new” treatments that have been proposed
or reproposed: we refer to recurrences after hemodynamic
treatment, after incomplete previous stripping and af-
ter endoluminal treatment (21).

Are there any certain elements that need to be tak-
en into account when planning the first procedure for
LV, in order to avoid or at least limit the onset of re-
currence?
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It cannot be denied, not only on the basis of the ear-
ly results reported (10) but also of later comparative as-
sessments (9,22,23), that stripping of the GSV provides
a better guarantee of success, making a later recurrence
less likely. This probably applies to all complete long strip-
ping procedures as compared to the shorter procedure.

It is not known whether taking a greater care of the
saphenofemoral stump, as proposed by various Authors
using protective devices of various natures, is the best way
to prevent the growing of incompetent neo-vessels. In
our view, a "flat” ligation of the femoral vein, to prevent
either a slight restriction of the lumen or a cul-de-sac,
is the best technical solution to achieve a stable resolu-
tion of the SFJ. This also allows a greater exposure of the
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