· 
	[image: Couverture]
	0 AvisRédiger un commentaire


Rutherford's Vascular Surgery and Endovascular Therapy, E-Book
De Anton N Sidawy, Bruce A Perler
Haut du formulaire

	
	 
	



Bas du formulaire
À propos de ce livre
Ma bibliothèque
Mes livres sur Google Play
Favoris
En cours de lecture
À lire
Lus
Livres pour vous
Mon historique
Achetés
Évalués
Consultés
Historique de navigation
Livres sur Google Play
Conditions d' utilisation
	[bookmark: pub_info_anchor]Pages affichées avec l'autorisation de Elsevier Health Sciences. Droits d'auteur. 


Effacer la recherche[image: ]Résultat 2 sur 3 dans ce livre pour rutherford chiva-  Trier par: pertinence | pagespertinence | pages-  ‹ Précédent  Suivant ›  -  Tout afficher
Chargement en cours...
Chargement en cours...

		Les pages 2031 à 2032 ne font pas partie de la section consultable.





Chargement en cours...
Chargement en cours...
[image: ]
		La page 2029 ne fait pas partie de la section consultable du livre.





Chargement en cours...
Chargement en cours...
[image: ]
		Les pages 2034 à 2035 ne font pas partie de la section consultable.





Chargement en cours...
Chargement en cours...
[image: ]

Mes livres sur Google Play
Favoris
En cours de lecture
À lire
Lus

image3.wmf


lFBUDwAAQBAJ


image4.wmf


rutherford chiva


image5.wmf


H7sVCi8oFF


image6.wmf



image7.wmf
OK


image8.gif




image9.png
2030

SECTION 23 Chronic Venous Disorders

the subcutaneous tissue through a small incision and moved
forward and backward over as much area as possible to disrupt
and remove the varicosities.

‘The technique has the proposed advantages of decreasing
the number of incisions and reducing operative time. Aremu
and colleagues’ randomized controlled trial (RCT) of 141 patients
and 188 limbs compared TriVex with conventional stab phle-
bectomy.* The TriVex group had fivefold fewer incisions (5 vs.
29), whereas postoperative pain and other patient-reported
measures were comparable. There was a nonsignificant trend
toward a shorter operative time with the TriVex group. A
subsequent RCT of similar design carried out in Australia showed
that fewer incisions were required but reduced operative time
was not seen.” In contrast to the Aremu study, early postoperative
bruising, pain, and quality of life were worse in the TriVex
group. Finally, a meta-analysis conducted by Luebke and associ-
ates of five RCTs noted that the reduced operating time for
TriVex applied only for large and extensive varicosities—and
at the expense of more hematoma formation and a higher mean
pain score than with standard hook phlebectomy.” This tech-
nique in rarely employed in current practice.

Saphenous-Sparing Operations

Routine use of duplex ultrasound to map flow dynamics within
the great and small saphenous veins, as well as in associated
varicosities, has led to the development of hemodynamic-based
“saphenous-sparing operations.” These procedures challenge the
hypothesis, initially promulgated by Trendelenburg, that an
incompetent saphenous vein is the cause of varicosities. This
thesis holds that reflux from the deep to the superficial system
at the saphenofemoral or saphenopopliteal “connections”
produces incompetence in the saphenous trunk, which descends
proximally to distally, then outward to form superficial varicosi-
ties. The detailed duplex studies of Labropoulos and others
challenged this theory and supported an “ascending” cause of
varicose veins, which is initiated in the “distal superficial venous
network.” Proponents of this theory remove only refluxing
segments, concentrating on the varicosities of the peripheral
venous network rather than the saphenous vein, thus sparing
it. Two groups of procedures accomplish this approach: the
Cure Conservatrice et Hémodynamique de I'Insuffisance veineuse
en Ambulatoire (CHIVA)*** and ambulatory selective varices
ablation (ASVAL)®" techniques.

Conservatrice et Hémodynamique de l'Insuffisance
veineuse en Ambulatoire

A detailed preoperative duplex ultrasound study determines
where the reflux starts, the entry point, and where it reenters,
with the goal of promoting normal superficial-to-deep flow
through reentry perforating veins during muscular diastole.
Determination of the competence of the terminal and preterminal
valves of the saphenous guides the decision of whether it should
be ligated. The tributaries are assessed for competence (low
into saphenous) or incompetence (flow into tributaries and
associated varicosities). Incompetent tributaries are ligated and
the varicosities removed. Franchesci classified several types of

communications between the superficial and deep system, which
dictate the required surgical steps: type I, with reentry by a
venovenous shunt at the saphenous trunk; type II, with no
reflux from the deep system but with reflux from the superficial
venous network, not surrounded by the superficial fascia or
through a communicating superficial vein; type III, with reentry
on an extrasaphenous superficial perforator; and type IV, with
reflux from the pelvic circulation. Carandina and associates™
compared CHIVA with standard high-ligation and stripping
(HLS) in an RCT of 150 patients. Outcome measures at 10
years were as follows: recurrence of varicose veins (VVs) by
objective clinical and duplex criteria; clinical outcome (Hobbs
score), as judged by an independent observer; and patient-
reported subjective symptoms. Although there was no difference
in the Hobbs score between the two groups, recurrence of VVs
at 10 years was lower in the CHIVA group (18%) than in the
HLS group (35%) (P <.04).

The definitive large RCT on CHIVA conducted by Parés
and colleagues™ compared CHIVA with two control groups:
HLS as marked clinically and HLS as marked by duplex. The
primary outcome was recurrence of VVs as observed by inde-
pendent physicians. In this RCT, “cure” of VVs was twice as
frequent in the CHIVA group as in the two HLS groups, whereas
the OR favoring the CHIVA group was 2.64 (95% CI, 1.76-3.97;
P <.001) over the HLS clinical and 2.01 over the HLS duplex
group. Several criticisms, however, have been leveled at the
study: (1) the study had a high incidence of patients with mild
disease, C2; (2) a significant number of patients underwent
treatment for cosmetic purposes in the absence of symptoms;
and (3) no patient-reported outcome measure was used—an
important consideration in mild disease and particularly when
cosmesis is the indication. Finally, in a small RCT, Zamboni
and associates showed superiority of CHIVA over compression
treatment in CEAP C6 patients.”” This RCT, however, had
narrow inclusion/exclusion criteria, no postthrombotic limbs,
and no deep venous reflux/obstruction. Time to ulcer healing
was shortened, and the 38% recurrence rate in the compression
group was reduced to 9% in the CHIVA group. CHIVA has
shown excellent results in lowering the recurrence of varicose
veins; however, despite increasing facility with intraoperative
DUS and minimally invasive techniques, this approach has not
found widespread adoption its pure form (see Table 154.1,
VVGL 10.5).

Ambulatory Selective Varices Ablation

This procedure is performed under local and tumescent anesthesia
with removal of the venous varicose reservoir (multiple varicosi-
ties) through multiple stab incisions (average, 30), generally using
Muller phlebectomy hooks.” In Pittaluga and associates’ large
contemporaneous and comparative trial, which was conducted in
831 limbs, ASVAL was performed in 303 limbs of 221 patients
and HSL in the remainder.”' The extent of varices to be treated
was divided into 32 zones on the limb. Follow-up was at 1 and
6 months and then yearly for 4 years, reporting the following:
duplex presence of reflux as well as CEAP clinical class, recurrent
VVs, venous disability score, and patient reported outcomes for
symptoms and esthetics. At 4 years following ASVAL, saphenous
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We use a combination of 40 mL of 1% lidocaine with epi-
nephrine, 10 mL of sodium bicarbonate, and 450 mL of normal
saline in the tumescent mixture, which is administered under
duplex scanning using an infusion pumyp. This technique provides
excellent anesthesia and allows vein stripping to be performed
under straight local anesthesia in the office. In addition, the
vasoconstriction from the epinephrine and the direct compressive
effects of the instilled volume result in rapid hemostasis from
the avulsed tributaries and a marked decrease in postoperative
ecchymosis and pain.

Minimization of Accumulation of Blood in the
Stripping Tunnel

If blood is left in place in the stripping tunnel, a firm palpable
cord, sometimes called pseudothrombophlebitis, results. This
will eventually reabsorb but contributes to the significant early
discomfort traditionally associated with vein-stripping procedures.
In addition to the use of tumescent anesthesia, we recommend
that stripping be performed as the last step of the procedure if
concurrent tributary varices and/or perforator disease are to be
addressed at the same setting. In this way the leg can be
immediately wrapped in a compressive dressing and elevated
after the vein stripping is performed. If the vein is to be removed
from the knee incision, the groin incision can be closed with
the stripper head in place and only the distal incision at the
knee left to close after stripping. Alternatively, one may tie a
length of roller gauze soaked in lidocaine with epinephrine to
the end of the stripper (sce Fig. 154.7). This provides direct
compression, absorption of blood in the tunnel, and application
of epinephrine to the avulsed tributary sites.”** The gauze is
then removed before closure.

Leg Elevation Before and During Stripping

Elevation of the leg reduces the venous bleeding and ecchymosis
associated with stripping. The leg should be elevated before the
actual stripping procedure is performed. Postoperatively, the
patient should ambulate as soon as possible. Most varicose vein
surgery is currently performed cither on an outpatient basis or
as an office-based procedure.

Proximal Tourniquet

This technique is usually reserved for patients with massive
varices in the calf or thigh, as is common in Klippel-Trenaunay
syndrome, to prevent major hematomas. Esmarch bandage
drainage of the limb is followed by placement of a proximal
sterile pneumatic tourniquet, which is inflated to 200 mm Hg.
The tourniquet is deflated once the GSV is stripped and its
branches removed.

Surgery on the Small Saphenous Vein and
Veins of the Popliteal Fossa

SSV disease is often neglected or incompletely treated by
surgeons. This problem may be explained in part by the following
factors: (1) the paucity of studies emphasizing a significant
contributory role of SSV incompetence to CVI; (2) the lower
proportion of limbs with SSV reflux compared with GSV/

incompetence; (3) technical considerations, such as the need
to reposition the patient if both GSV surgery and SSV surgery
are being performed in the same treatment session; and (4) the
intimate and variable neurovascular relationships of the SSV,
which can present significant potential for morbidity. However,
the few papers that have addressed the role of the SSV in CVI
have described a strong association of SSV reflux with (1)
posterior calf varicosities,” particularly in individuals with
recurrent varicosities after superficial venous surgery; (2) isolated
lateral malleolar ulcers™; and (3) ulcer recurrence after subfascial
endoscopic perforating surgery."'

A survey conducted among members of the Vascular Surgical
Society of Great Britain and Ireland, which was motivated by
the poor outcomes and high litigation rates associated with
SSV surgery, characterized surgeons’ attitudes toward SSV/
surgery.*” Although nearly 90% of surgeons carried out preopera-
tive duplex imaging, only 50% added preoperative skin marking
of the saphenopopliteal junction. In an effort to avoid damage
to neurovascular structures and DVT, few surgeons (10%)
exposed the popliteal vein during this procedure, which would
make identification and treatment of gastrocnemius or popliteal
area veins less difficult.

An understanding of the relationship of the SSV to other
veins of the popliteal fossa—the gastrocnemius veins, the
intersaphenous vein, and popliteal area veins—is important to
achieve optimal results with SSV surgery. If these veins are
ignored, they can be a factor in the persistence of reflux.'”*
“These veins are particularly well suited to open surgery as opposed
to EVA or sclerotherapy, particularly when they enter the
popliteal vein directly.

Operative Technique for Small Saphenous
Vein Procedures

After the induction of general, regional, or local anesthesia,
patients are positioned prone with care taken to pad bony areas
and breasts. To provide laxity of the neurovascular structures
in the popliteal fossa, the limb is slightly flexed at the knee.
Preoperative marking guided by DUS allows a small transverse
skin incision to be made just distal to the saphenopopliteal
junction. The length of the incision is dictated by the thickness
of the subcutancous tissue (shorter incision for thinner legs).
The fascia is opened along the line of the skin incision and the
SSV is identified. The SSV is traced distally to its position
between the fascia and calf muscles. Because of the effects of
sustained venous hypertension, the SSV can resemble an artery
(popliteal), so continuous-wave Doppler may be used to provide
the surgeon with assurance that the structure is indeed venous
in nature. The SSV is then divided between two right-angle
clamps. Care is taken to dissect in the perivenous plane, and
any nerve structure—usually sural—is carefully dissected from
the SSV. Gentle retraction is used to avoid injury to the tibial
nerve and to visualize the saphenopopliteal junction. However,
if DUS identifies reflux in the gastrocnemius or popliteal area
veins, the exposure is extended and the target veins are ligated.
The stump of the SSV is ligated with a 3-0 monofilament
transfixion suture. If present, the common trunk of the SSV




image11.png
CHAPTER [IINRN)

Varicose Veins: Endovenous
Ablation and Sclerotherapy

MIKEL SADEK and LOWELL S. KABNICK

BACKGROUND 2036
RELEVANT ANATOMY 2036

Great Saphenous, Small Saphenous, and Perforating
Veins 2037
Reticular Veins 2037
Telangiectasias 2037
DIAGNOSTIC EVALUATION 2037
Clinical Scoring Systems 2037
Imaging 2037
TREATMENT SELECTION 2037
Thermal Ablation Techniques 2039
Radiofrequency Ablation 2039
Preoperative Planning 2039
Radiofrequency Ablation Procedure 2039
Discharge and Follow-Up 2041
Clinical Results: Complications 2041
Clinical Results: Outcomes 2041
Endovenous Laser Ablation 2041
Laser Wavelength and Fiber Type
Preoperative Planning 2042
Endovenous Laser Ablation Procedure 2042
PROCEDURAL VARIATIONS 2042

2042

BACKGROUND

Endovenous treatments for varicose veins emerged in
response to the disadvantages of open surgery and are now
the standard of care due to improved efficacy and safety."”
The most widespread technologies used for the treatment
of truncal vein reflux are radiofrequency ablation (RFA)
and endovenous laser ablation (EVLA). Sclerotherapy
remains the treatment of choice for telangiectasias and
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reticular veins, but it has a smaller role for larger varicosities
and truncal reflux.

RELEVANT ANATOMY

Superficial veins in the lower extremities are predominantly
suprafascial and function as the principal collecting system for
the lower extremity. They are highly expansible and dilate
significantly to accommodate large volumes of blood, acting
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