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Résumé

Entre 1997 et 2002, 350 membres inférieurs ont été traités soit chirurgicalement, soit par sclérothérapie. La chirurgie a été pratiquée sous anesthésie locale (mepivacaîne 0,25 tamponnée) et prévoyait crossectomie et saphénectomie segmentaire invaginante, et phlébectomie par mini-incisions. Tous les patients sont sortis dans les 3 à 6 heures. Les complications les plus importantes ont été : 2 lymphœdèmes, 4 troubles sensitifs, 1 lésion du nerf péronéal (sur récidive), 2 thromboses jumellaires.

La sclérothérapie, indiquée en cas d’incontinence distale à petit calibre, était faite par mousse de sodiumtetradecilsulfate à 1 % ou polidocanol 1-3 %, nécessitant de 1 à 4 séances. La plupart des cas sclérosés ont eu la recanalisation de la veine mais sans varices. Nous avons enregistré 1 cas de thrombose jumellaire et une extension du sclerothrombus à la veine poplitée.

Pour un traitement optimal de la VPS un bon diagnostic aux ultrasons est indispensable.

Introduction 

Sapheno-popliteal junction (SPJ) and small saphenous vein (SSV) have complex anatomy and haemodynamics; subsequently surgery and sclerotherapy of SSV may have a relevant degree of recurrence and/or complications. Colour duplex investigation (CDI) may highlight different pathologic findings about SSV and SPJ, which influence therapeutic choices and final outcomes. In 1990 we started to perform SSV surgery in local anaesthesia (LA) on an outpatient basis and since 1995 duplex guided sclerotherapy (DGS) was employed as well.

Patients and methods
The authors report about their diagnostic and therapeutic approach of SSV in the period 1997-2002. About 350 limbs were operated on and/or submitted to DGS, after CDI assessment. The vast majority of the limbs had primary varicose veins (VV) and were mainly classified as C2 (CEAP). As far as surgery is concerned, buffered mepivacaine 0,25 % has been used as LA and mainly SPJ disconnection with SSV segmental inverted stripping were performed; mini-incision phlebectomy of VV completed the procedure. When performing DGS, basically sclerosant foam of 1 % sodiumtetradecylsulfate (STS) or 1-3 % polidocanol (POL) was used. Clinical and CDI short-medium term (1-6 months) follow-up was performed in all the cases. 

Results

Pre-operative CDI of 162 consecutive limbs has elucidated a few main findings : 

a) total SSV incompetence only in 6 % of the cases, 

b) SPJ terminal valve competence in 21 % of the limbs, 

c) the re-entry role (not pathological) for the vast majority of the perforating veins (PV) located in the lower part of the leg, 

d) the presence of systolic reflux in SSV junction (due to obstructed outflow of deep veins) in 6 % cases of constriction of the popliteal-femoral axis, 

e) gastrocnemius veins and SSV joined in a common trunk (SPJ) in 39/162 cases, with reflux in gastrocnemius veins in 18 and 4 cases pre-post-surgery respectively; 

f) 76 % of the limbs had pre-operative retrograde flow in superficial femoral vein and popliteal vein; after SSV treatment this retrograde flow in deep veins disappeared or remarkably decreased in 77 % and 21 % of the cases respectively.

As to SSV surgical series, 100-160 ml of LA per intervention were used and no additional anaesthesia was required; discharge of all the patients was possible in 3-6 hours. A tailored surgical procedure has been performed (no popliteal-to-ankle SSV stripping and no ligature of perforators have been necessary) thanks to CDI usage. The main post-surgery complications were 2 slight lymphedemas, 4 sensitive neurologic troubles and 1 common peroneal nerve damage (in a re-intervention ), 2 Gastrocnemius vein segmental thromboses. Two cases of early (1-3 months follow-up) recurrence have been detected.
DGS was performed mainly in cases of lower calibre SSV and when using foam, an average amount 0,6 ml of liquid drug (2,5 ml of sclerosant foam) per session was employed. 1-4 sessions were necessary to achieve obliteration of SSV stem and related VV in 98 % of the cases at one-month follow-up. A retrospective review of our SSV DGS demonstrates that the majority of the medium-long term outcomes are characterised by recurrence of reflux in a smaller SSV stem, without visible VV. Few complications occurred : one gastrocnemius vein thrombosis and one extension of sclerothrombus from SSV to popliteal vein (both these thromboses were without sequelae) and a small number of varicophlebites.

Conclusions

Diagnostic and therapeutic management of SSV should be based on CDI technology, which may highlight specific anatomic and haemodynamic pathologic conditions; CDI guide may help to minimize complications and to achieve a tailored, radical and more cosmetically acceptable surgery or DGS. Anyway SSV surgery and DGS should be based on an adequate expertise, in order to obtain durable results and a low rate of complications and recurrence. Sclerosant foam and LA are in our experience helpful tools in SSV treatment, also from the economic and ergonomic point of view. 
