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THE WILD WEST

Removal of varicose veins with CHIV...

That was $2432.22, as of yesterday, in case you were wondering
And yes, the floor nurses really appreciate the removal of all visible veins




RATIONALE

®  Preserve the saphenous vein for future conduit

= Intervention on tributaries may improve saphenous function

= Ascending/multifocal theory of venous insufficiency
= Equivalent symptomatic/cosmetic results?

®  Acceptable rates of recurrence?



THEORIES OF DISEASE PROGRESSION

" The Descending/saphenocentric theory (“The Anthem theory”)
= The first failure is within the proximal portion of the superficial system
m  Reflux first demonstrated at the valves of the SF) and SPJ, deep venous pressure transmitted superficially

" Progressive valvular incompetence propagates distally/peripherally

" The Ascending/multifocal theory
®  Venous reflux develops distally with creation of dilated venous reservoirs
" Variceal tributaries transmit reflux to previously uninvolved segments

m  Reflux ascends cranially along the saphenous vein



PRINCIPAL TECHNIQUES

= Valvuloplasty: Primary or externally supported repair of the SF|
m  CHIVA: Ambulatory Conservative Hemodynamic Correction of Venous Insufficiency

= ASVAL: Ambulatory Selective Varices Ablation under Local Anesthesia



VALVULOPLASTY

®  Theory: Descending reflux begins with failure of the junctional valves at the saphenofemoral junction, reflux and
varicosities addressed by primary or externally supported repair

m  Technique
= Externally support valves at SFJ with cuff
m  Suture repair with or without visualization
= Drawbacks
= Surgery

m  Neovascularization/recurrence



EXTERNAL CUFFS
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CHIVA
Saphenous vein -> efficient way of drainage
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CHIVA

®  Theory: varicose veins result from pathological shunting from dep to superficial system. Selective interruption of nonfunctioning segments utilizes functioning
segments of the superficial system and functioning perforating veins to effectively direct blood flow into a competent deep system.

Technique

=  Map and mark

= Segmental ligation of saphenous vein to interrupt venous column of blood

= [nterruption of incompetent connections between deep and superficial systems
®  Preservation of competent perforating veins

= +/- Ligation of AAGSYV, posterior medial tributaries

Drawbacks:

®  Patient selection complex
= Not suitable for obese patients

= Contraindicated in the setting of significant deep venous reflux
®  Technically complex: extensive mapping, marking, experience

= Limited reproducibility of results, poor results if incorrectly performed



CHIVA RESULTS

= Cochrane Review 2013
= CHIVA versus compression

= CHIVA versus vein stripping
= CHIVA versus EVLA

= Onida and Davies Phlebology 2015

= Widely variable recurrence (reflux in GSV) rates: range|8% at 10 years to 91% at 3 years

m  Milone et al. G Chir 201 |

= “With experienced surgeons, CHIVA appears to be more effective than stripping in reducing the recurrence rate. However, when performed by an inexperienced

surgeon the results are far worse than those achieved with stripping.”
= “There was a clear reduction in recurrences at 5-10 years with CHIVA (stripping). However, if performed incorrectly, results are far worse with CHIVA. In fact, good
results are far more difficult to achieve with CHIVA than stripping, which is repeatable and easy to perform.”
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Figure 1 Haemodynamic concept of varicose
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EXPERT SUMMARY

IL GIORNALE DI CHIRURGIA

Home > Vol XXXI > Vol XXXII (N 11-12) Abstract

Recurrent varicose veins of the lower limbs after surgery. Role of surgical technique (stripping vs. CHIVA)
and surgeon’s experience

Milone M., Salvatore G., Mailetta P, Sosa Fernandez LM., Milone F.
original Article, 460 - 463

Abstract

Surgical treatment of varicose veins of the lower limbs resolves symptoms and improves quality of life. However, the high recurrence (20-
80%) is a costly and complex issue. This is a retrospective review of 1489 patients with varicose vein of the lower limbs seen at our hospital
between January 1980 and December 2005. The aim is to evaluate the effect of surgical technique (stripping vs. CHIVA) and surgeon's
experience in reducing recurrences. With experienced surgeons, CHIVA appears to be more effective than stripping in reducing the
recurrence rate (p <0.05). However, when performed by an inexperienced surgeon the results are far worse than those achieved with
stripping. There was a clear reduction in recurrences at 5-10 years with CHIVA than with conventional stripping. However, if performed
incorrectly, results are far worse with CHIVA. In fact, good results are far more difficult to achieve with CHIVA than with stripping, which is
repeatable and easy to perform.



®  Theory: Based on the ascending theory of varicose vein development, targets dysfunctional tributaries.

m  Technique:
®  Map and mark: Varicosities and saphenous vein are marked preoperatively in a standing position
= Targeted varicosities removed using local anesthesia and preferred technique of phlebectomy
= Drawbacks:
= Compromised by SFJ reflux, large (>1cm) saphenous vein
= May not be suitable in obese patients

= Most data in C2-C4 patients



ASVAL RESULTS (IN EXPERT HANDYS)

Pittaluga et al. JVS 2009

m  Reflux eliminated (>0.5sec) in 66.3% of limbs at 4 years

m  88.5% freedom from variceal recurrence

= 78% patients symptom-free at 4 years

Pittaluga and Chastanet Phlebology 2015

m  Persistent/recurrent saphenous reflux- 33.8% cumulative incidence at 5 years

m  Recurrent varicose veins- |13% cumulative incidence at 5 years

®  Major secondary procedure- 4.5% cumulative incidence at 5 years



MODIFIED ASVAL

®  Technique:Targeting of incompetent saphenous tributaries by endovenous (EVLA) targeting of proximal straight
segments, followed by ultrasound-guided foam sclerotherapy of the remainder of remainder of these varicosities



FUTURE DIRECTIONS

m  Focused ultrasound?

= Endovenous valve replacement!?
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SUMMARY

Not all varicose veins require saphenous ablation for effective treatment
* CHIVA and ASVAL techniques well described, may improve function of preserved saphenous vein

* CHIVA may completely or partially preserve saphenous
* Focus on isolating poorly functioning segments, redirecting flow centrally
* Very technically demanding of lab and operator, extensive mapping time consuming
* Reproducibility challenging, incorrect approach may worsen symptoms
* Not suitable with significant deep reflux

* ASVAL and modified ASVAL
* Focus on varicose/incompetent tributaries of saphenous
* May not be suitable with significant SFJ reflux

* Limited insurance coverage

* New technologies!?
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