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STRIPPING VS CHIVA
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The saphenous vein system insufficiency can be effectively managed by an unbelievable number of procedures, all claiming perfect functional and cosmetic results. From this point of view the world of phlebology is a funny world. However, these statements are true because, in expert hands, the majority of treatments gives immediate satisfactory results. Unfortunately, chronic venous disorders (CVD) are chronic, and the results should be evaluated in the long term. Long term good quality studies are lacking in literature, so leading to such a confusing scenario of possible treatments. The lack of EBM data is one of the reason for which phlebology is considered a minor branch of Medicine. 
Prospective randomized studies, when well carried out, strongly influence

subsequent practice. At the end of the 90’s there was no doubt that stripping was the best procedure for managing primary CVD. (1) 

This practically means that any new proposal have to be compared to the stripping procedure at 5-10 years follow-up in order to give the necessary evidence. 

Sclerotherapy, endovenous lasers and radiofrequency treatments are some recent therapeutic interventions based on the same principle as ablation (destruction), but which are less aggressive surgically (2-4). Nevertheless, there is no evidence from studies showing that these treatments are more effective than stripping (5-6) and there is currently a debate with no available evidence-based data.

Recently, CHIVA strategy challenged stripping in two RCT. (7-8) CHIVA strategy is different from high ligation plus multiple stab avulsion. The latter is a saphenous vein sparing surgery without any surgical plan for functionally maintaining the superficial venous drainage. In contrast, CHIVA is a proposal of a saphenous vein sparing surgery aimed at maintaining a venous flow in the superficial veins, suppressing reflux coming from other anatomical compartments. CHIVA is planned a la carte according to the type of vicious circle (shunt) detected by preoperative duplex mapping. (9) The duplex individuation of the venous shunt provides a coherent model to achieve the target of Doppler guided surgery of CVD. 

The study of Carandina compared CHIVA to stripping at ten years follow-up but just in type I shunt. (7) The Authors deliberately selected patients with such haemodynamic presentation because CHIVA treatment for this type of shunt necessitates ligation of the sapheno-femoral junction (SFJ). They excluded patients in whom the SFJ was competent and for which CHIVA treatment would not include SFJ ligation because too much favorable to CHIVA, being SFJ disconnection the Achille’s heel of varicose vein surgery. (10-12) 

Along the first 3 years the Authors did not demonstrate any difference by comparing stripping to CHIVA, confirming how a long observation is necessary in evaluating CVD treatment. At ten years, the Hobbs score was similar in the stripping and

CHIVA groups. However recurrence of varicose veins was significantly higher in the stripping group (CHIVA 18%; stripping 35%), without significant differences in the rate of recurrences from the SFJ. The associated risk of recurrence at ten years was doubled in the stripping group. The Authors interpreting the result of this study stated that the deliberate preservation of the saphenous trunk as a route of venous drainage in the CHIVA group may have been a factor reducing the recurrence rate.

A second RCT was presented at the European Venous Forum in Barcellona, and is currently in press on the first journal of the surgical rank, Annals of Surgery. Oriol Pares and coll. designed a high quality, level A evidence, open-label, 5 years follow-up randomized controlled trial, enrolling 501 adult patients with primary varicose veins. They were assigned to an experimental group, the CHIVA method (n=167) and two control groups: stripping with clinical marking (n=167) and stripping with duplex marking (n=167). The outcome measure was clinical recurrence within 5 years, assessed clinically by previously trained independent observers. Duplex ultrasonography was also used to assess recurrences and causes.
In an intention-to-treat analysis, clinical outcomes in the CHIVA group were better (44.3% Cure, 24.6% Improvement, 31.1% Failure) than in both the stripping with clinical marking (21.0% Cure, 26.3% Improvement, 52.7% Failure) and stripping with duplex marking (29.3% Cure, 22.8% Improvement, 47.9% Failure) groups. The ordinal Odds Ratio (OR) between the stripping with clinical marking and CHIVA groups, of recurrence between the stripping with duplex marking and CHIVA group, was 2.01 (95% CI 1.34-3.00, pvalue<0.001). This data confirm also in any type of haemodynamic presentation of varicose veins the result achieved in the study of Carandina. 

If someone should reflect on the different models of venous shunt, and on their infinite variations in our patients, it will appear very clear the impossibility to correct the disease always with the same conceptual approach: the saphenous vein destruction. 

CHIVA is a Doppler guided surgery with a surgical decision making strictly dependent on the preoperative duplex indication. Preop mapping takes into account several variables that cannot be managed satisfactory by standard avulsion/closure of the saphenous main trunk. For instance, surgical variables include the presence of a competent terminal valve (more than 40% of cases), (13-16) the presence of pelvic shunt (around 10% of cases in female), the presence of a saphenous trunk completely or almost completely competent, the lack of a complete saphenous trunk from foot to groin etc. (9). Preoperative duplex assessment gives us the possibility to tailor surgery achieving the goal of reflux suppression while maintaining the drainage function. It is a fantastic opportunity for introducing in vascular surgery the concept of venous restorative surgery. Because a surgeon, by learning venous haemodynamics, can surgically redirect venous flow exactly where he wants, without destroying the saphenous vein. 

Opposition to CHIVA cannot be done by the means of EBM data. Opposition to CHIVA is likely related to a strong misleading passed by word of mouth in the phlebological community. CHIVA is not the discovery of varicose veins pathogenesis proposed by Claude Franceschi. CHIVA operators do not forget how complex is the problem of venous disease, and are completely aware of the lacking of scientific evidence for better understanding chronic venous disease mechanism. 

In contrast, CHIVA is a strategy based on duplex findings, coherently performed on the bases of preoperative reproducible duplex indications.  
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