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VARICOSE VEINS SHOULD BE REMOVED AT
THE PRIMARY PROCEDURE
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VARICOSE VEINS SHOULD BE REMOVED
AT THE PRIMARY PROCEDURE

* Rules of engagement

e C2, C3 venous disease

 C4, C5, C6 venous disease: phlebectomy
probably contraindicated at initial treatment
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e Historical Gold Standard C2, C3-” stripping “,
excision of varicose veins

e 1998-RF ablation

e 2002-Laser ablation
* ERA of staged management
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e Patient: resolution of pain
minimize recurrence
improved appearance
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Say Goodbye to
Varicose Veins.

Varicose veins be gone.

MNewver has it been this easy to have

beautiful legs. /
oy

T ——
Vein Centres
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* Surgeon(treating MD): ablation only, easy,
profitable intervention, 6 week post ablation
assessment, then phlebectomy if needed
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Say Goodhbye to
% Varicose Veins.
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* THE RUB: C2, C3

— Quality of life issue
* Feel better
* Look better
* Don’t want to wait months or years

 Don’t want multiple procedures
— Associated
» Down time
» Additional lost time from work, social activity, Instagram modeling

» Additional costs from procedure co-payments
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* WHY NOT GIVE THEM WHAT THEY WANT?

Most patient’s want varicose veins removed at

* Phlebectomy: not painful, doesn’t change
recovery, shouldn’t cause scarring, gives immediate
results, extra 15-20 minutes to perform, saves
patient money and downtime
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* WHY NOT GIVE THEM WHAT THEY
WANT?

 LAZY

* LACK SKILLS TO PERFORM MICROAVULSION
PHLEBECTOMY

* FINANCIAL INCENTIVE: discounted secondary
procedures




DON’T WORRY YOUR VARICOSE VEINS WILL GO AWAY SOME DAY.
IF THEY DON’T IT’S BECAUSE YOU DID SOMETHING WRONG.

YOU CAN ALWAYS COME BACK AND MCENROE WILL FINISH THE JOB
s e R
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* THE RUB: C2, C3

— Personal Experience

e C2, C3 patients rarely happy with ablation alone if they were
unhappy with appearance of varicose veins on presentation
— Qutside second opinions

— Patients within practice




VARICOSE VEINS SHOULD BE REMOVED AT
THE PRIMARY PROCEDURE

* THE RUB: C2, C3

— Personal Experience

* Ablation alone: unpredictable effect on varicose veins

— Complete/partial disappearance of varicose veins with future
recurrence in same distribution

— Partial disappearance of varicose veins
— Complete, permanent disappearance of varicose veins
— No change

— Phlebitis common with larger varicosities
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SHOW ME THE DATA
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Fate of varicose veins after great saphenous vein stripping
alone.

Mishiog T, Hande Y, Dard 2 o, R 2 Mishibs B
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AlIM: The aim of this study was to ooserve prospectively -he clinical sequalas of varicoza
weing atar great saphencus vein (G33V) stripping alone, and to examine whether
spontaneods varcose vain reg-ession or disappearance continued for a leng period (=3
VEArs),

METHDDS: Thirty-nine consecutive patients (20 males and 19 females; mean age 57.21
wao undaryent GSY stripping ir Fujta Health University (55 limbs) betwsen November 1
2002 and Decernber 37, 2003 were enrolled.

RESULTS: AL four to six waeks, varicoss velns spontancously resolved in 50 Lbs {9733, in
wich subsequent sclerotharapy was net nocessary. Five limbe subsequently andersent
scleratherapy for residual vancoes weins {535 At more than three vears, 49 limks {825
completed the follow-uR study. The recurrence after GSW stripping alone occurred in four of
tha 45 limbks (9% while theee of GV stripping with sclerctherapy was one of the four limbs
(2575

varicectomy can he defermmed or avoided i many patients.
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Can phlebectomy be deferred in the treatment of varicose
veins?

Auther nformatdon
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OBJECTIVE: Thig study was designed to ooserve the clinical sequelas of varicose veins
after creat saphenous wain (SSV) ablation anc to assess possible predictat:ility of
spoitaneaus varicose vein regression.

METHODS: Patignts with symptamatic varicoss veing secondary o GSY insufficiency
treated with radicfrequeacy aklation {RFA) were errolled in the study. Up to five of the

largest varicose veins in each limb were mapped, sized, zodd a refore REA. Na
varicose vein was treated either at the tims of RFA orw aperatiuely.

Wariccee vein status was recorded at folow-up visite.

RESULTE: Fifty-four limbs in 45 patients were includad. A total of 222 varicose vaine wera
documeantad before BFA (4.1 +/- 1.1 vancose veins par limb] witd an average size of 11.4

reschread. A lerthedSB..-’“s’:u (141158 of varicose veins decreased in size an average Df,

l2a 6% (4.2 +/- 3.4 mm ,'| Freoperative v, 7 9.4% of varicoss vains were above the knae and
T5.7% warg below the knee, Complete varicose vein resolution was 41 9% [18/43) above
the knee and 25.5% [43/163) below the knee. For the above-knee varicose veing 55.4%
1 38/43) were located medially, ard all the reso ved cnes [47.4%, 18/36) ware madial
varicoss veins. Resolution rates of the 188 below-knee var cose veins ware 3063 (33/108]
of medial, 23.1% (6:26) of anterior, 20.0% (3715] of lateral, and £.3% (1,149) of posterior,

CONCLUSIONS; Great saphenous vain ablation resultad ir subsequent reso ution or
regrassion of many lowar-limk: visible vanoose veits. With further study, the predictakility of

waricnse vein regression may perhaps be increased, which can then direct the realmenl
sfrategy to further leverage the advantages of minimally invasive endovenous procedues,

0 PERAGRIE 0 L0 T0E pes AR08 034
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Endovenous ablation of the great saphenous vein may avert
phlebectomy for branch varicose veins.

Wl H. 1

BACKGRDUND: Endovenous ablation of the greal saphenous veir [G3Y) may be
performed sirmultaneousty will slab phlebecamy of branch varicose vaing or as a stand-
alone procadure. A clinical approach of performing radiofrequency ablation {RFA) alone as
initial treatment for varicoss veins was reviswsc.

METHODS: Patients with duplex ultrascund-decumerted reflux in the G3V and CEAP
clinical stags 2 to & were selected for RFA. Pacients were examined within 8 week
precperatively witk duplex ultrasound imaging. F‘atients ware s5een within a wesk

RESULTS: Three procedutes were performed under general anesthesia and 181 with
intrevenous zedacion and tumescent anesthesia. Mostoperative dupley scans showead total
acclusion or partia aatency of <10 cmin 155 limks Seven (4. 5%) had concemitant stab
phighectamy, seven subsequently had sclerotherapy, and 3.: {25.2%) urdonwent

ucrt stak siti==fIn 101 limbs (65,7 %),

. - & ihat was patent far

=10 cm on postoperative cuplex imagi@@. Nine limbs had 4o futhe therapy (37. 5:-:-Deigh1
[32.3%) had subzequent stab phlebactormy, aro e and stab
phlebectarmy. Four lirrbs had a redo RFA, four limbs had an abhotad RFA preceduse, and

ore lirb was lost to fol ewe-up Failure of total G5V coclusion wae rmore often assoc ated
wit? uze ot a BF catheter. Complications were generally mild, and thers was na

postoperative deep vein thrombosis.

CONCLUSION: Endovenous ablation of the G5 can be perormed safely and effectvaly as
the iritial treatment for lower extramity varicose weins, Because most patients =how clinical

improvement after RFA. an algorithm of reassessment of the limk and branch varicose veing
several months post REA allows most oatients to defer stab phlebectomy
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Endovenous ablation with concomitant phlebectomy is a safe
and effective method of treatment for symptomatic patients
with axial reflux and large incompetent tributaries.

Hartsnder-Lotks A1, Simeror U0, Leweesce P, Deruberts 30, Rabeig DA Galabor 24
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CBJECTIVE: To examine outoomres foilawi 000 conzecstive endovenous radicfrequenc
ahlaticn (RFA) closures of saphenous ueinW
for chroric venous insufficiency. Baseo on the outcormes in this patent cobort. we aim {o
determing whelbar concomilant or staged phlebectomy is preferred and examine the rate

and oplimal reamment of conplications using a dedicated treatrment algo-ithm based on aur
classilisation system Tar level of clasure following these procedurss.

METHODS: Between 2004 ang 2012, patients with symptomatic superficial venous
inzampetence who underwent endovenous RFA of incompstent saphenous veins were
identified as well as patients with concorritant or staged microphlebectamy. Demegraphics,
risk factors, procedural success rate, concurrent procedures, complications, and symptom
relief wee recordad.

RESULTS: Cne thousand radiofrequancy aslations {95.5% great saphenous wein and
accessony great saphencus veirs, 4.5% small saphenous vein) were performed in the
amtulatery setting (patients = 735, limbs = 918% 355 limbs with larges (=3 mm) symptamatic
incompeatent tributaries underwent concomitant phlehacomy, Additionally, 145 limbs
required phiebactamy at a later setting for persistent symptoms following saphonous RFA,
[ndizations for treatment included lifestyle-limiting pain (94.8%), swolling (8649,
lipodermatosclercsis (5.3%), ulceration (9446}, andfor bleeding (1.4%). All patients (1002}
underwont a fallow-up ultrasound 24 to 72 houss fellowing the procedurs tc asesss for
suceessful closure and to rule out deep venous thrombosis. The maority o patients [B6.79%)
had relisf of their symptoms at a mean follew-up of 8 maonths. No patients developed
postoperative deep verous thrembosis, howevar, saphancus closure extendad partizlly into
the cemmen ferneral veit wall in 18 oatients {1.8%) and flush with the saphenofemaral

junction in A7 (4,7%%). One patient developed a pulmonary embelus desoite a normal

COMCLUSIONS: The majority of patients with symptomatic chronic wenous insufticiency

kensafit ‘ram endevensus BFA of incompatant eaphenous vems with comparable results to
published surgical cutcomes for endovenus closurs§T ne great majority of palients wit
refluxing tributary weins greater than 3 mm in diarmeter required phlsbectarmy in addition to

saphenous ablation. These patients may benehit from concomitant phlsbestomy along witt

endovencus saphenous closure.
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Clinical outcomes and quality of life 5 years after a randomized
trial of concomitant or sequential phlebectomy following
endovencous laser ablation for varicose veins.

[-Shaikha 07 fanecis S, Saadice & Wellase T, Sarual M, Smidh GE, Chotber 1D
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BACKGROUND: Endovenals lasar ablat on (EVLA) i 8 sopular treatment for superf cial
vanous insufficiency Debats continues regacding the aptimal maragement of symplomstic

varicose tributaries Sollowing ablation of the main saphenous runkf This randomized trial
compared the S-year outcornes of erdovenous laser therapy with ambulatory phlebectomy
(EVLTAPR) with concomitant ambulatory phlebectomy, and EVLA alone with sequentia
treatrnent if required followinﬁt a delay of at lzast § wesks. I

METHODS: Palignls undeigoing EVLA for great saphercus vein inssfficiency were
randomizad te receive EVLTARP ar EVLA aloae with sequential phiebectony, if required.
Cutcormes included disease-specific quality of life [Qcl) (Aberdesn Varicose Vein
Chiestionnaire; AVYQ), recuirement for secondary procedures, clin cal severity (Venous
Clinical Severity Soore; WGSS5). resicual and recurrent varicose tributaries, and generic Col.
Patiets were follcwed ugp for 3 years.

RESULTS: Fifty satients were randomrized aqually into two parallel groups. The EVLTAF
group had lower WOSS scores at 12 weeks (median 0 .q.r. G-1] wersus 2 (0-23; P<0-001],
and lower AVYD) ecores at G weeks fmedian 79 {iq.r. 4-1-10-7) versus 135 (1081810 P
<001y and 12 weeks (20 (0-4-7 Ty versus 96 [2-2-13-8); 2 =C-015). WCES and AvvQ
soares were equivalent by 1 vear, but cnly after 18 of 24 patients in the EVLA groug.
compared with one of 25 in the EVLTAP group (P = 0001}, had recoived a secondary
intervention. Fram 1 te & years both groups had equivalent cutcomeas.

COMCLUSION: EVLA with cither concomitant or sequential managemen: of trimutarss is
Tptomatis varicnss vej

acceptable treatment for sy
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Ambulatory varicosity avulsion later or synchronized {AVULS):
a randomized clinical trial.

Lane T7, Kellaber [ Sheplen AC Franklio L), Qaves A5

Avutkar Infarmation
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QEJECTIVE: A rancomized clinizal tria assessing the difference in qualify of life 2nd clinica
outcornes between delayved and simultanecus phlebectomies it the context of endovenous
a i ablaticn,

BACKGROUND: reatment of
choize for truncal varicose veins. 'Tlr‘nlr‘lg of varicosity treatment is contraversial with delayed
and sirultanecus pathways having studies advocating their benefits. A previous small

randomized study has shown improved outcomes for simultansous treatment.

METHODS: Patients undergoing lccal anesthetic endovenaus thermal ablation were
randomized to either gimultaneous phlebectormy o delayad varicosity treatment. Patients
were reviewed at § weeks, 6 months, ard 1 year with clinical and quality of ife scores
completed, and wers assessad at B weeks for nesc far further varcosity intervention, whicn
was completed with eithe- ultrasound-cuided foam scleretherapy or local anesthetic
phlzbectomy. Duplex ult-asound assessment of the trzated trunk was complsted at 3
ranths.

RESULTS: 101 patients were successfully recruited and treated cut of 221 suitabla patients
fromr a screened population of 383, Patients in the simultaneous group {n = 531) showed a

zignificantly improved Wensus Clinical Severity Score at all time points, 38% of the delayed
droup required Further treatment comparad with 2% of tha simultanecus group {F = 0.0011,
There were no deep vein thramboses, with 1 superificial venous thrombosis in each group.

COMCLUSIONS: Combined andovercus ablation and phlebectorny delivers improver

clinical outcomes and a reduced need for furthe” procedures, as well as early Quality of life
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Evidence summary of comhined saphenous ablation and
treatment of varicosities versus staged phlehectomy.

dager =8 31 Dk W Dillawn ELV
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OBJECTIVE: The objective of this review was to create an evidence surnmary ol the
available iterature comparing saphenous vain ablation and concomitant phiehactomy vs
ablation with staged phlehectary.

METHODS: A review of the literature for ambulatory patients treatad for venous insafficiency
with saphenous abation and phlgbectomy was conducted, & literature search was
performed using MEQLINZ. Cochrang Library Goog e Schalar, and PubMed with the
kevwaords phlebeciomy, endovenous ablation, staged procedures, vein sirigping. superficial
venous diseass, and powered phishectarmy. Al studies that descriked a single aparoash,
systematic reviews. case saries (N = 201, and nonclinical studies were excludec.

HESULTS:IEight clinical comparative studies of comhired saphenous ablation and
phlehactomy vs staged procedures were found] three randomized prospective stadies, two
prasaective camparisars, and thres retrospective reviews,

CONCLUSIONS: Gumhmed treatment of saphenous incompetence and syr"lptl:umatl-:

FLND: 2rEaieds Dl A 137 G jwew =0dE 8V GEE
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SUMMARY

-No standard of care

-Impossible to predict fate of varicose veins after ablation alone

-Experience, data demonstrate that some do improve after ablation alone,
but that significant number will require subsequent intervention (symptoms,
appearance)

-Informed that ablation only is a “ crap shoot.” Good chance additional
procedures will be required

-Obliged to ask. If patient wants vv’s gone they should be removed at the
same time as ablation

-Higher patient satisfaction, fewer interventions, lower cost, lower
recurrence rate
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WOULD HAVE MISSED THE STORM IF |
TOOK THE TIME TO DO THAT
PHLEBECTOMY =



