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Abstract

The inguinal flush ligation with tributaries ligature far from the femoral vein is the standard procedure to treat varicose veins of the GSV. Recanalization of missed little veins, or previous limphatic reflux or others unknown factors are the origin of the so called “neoangiogenesis” in 50%. 

Aim of this study is to show that the inguinal dissection can be avoided in more than 90% of cases. 124 varicose legs were randomized in two groups: (A) flush ligation with inguinal dissection (61 cases) and (B) with GSV ligation 2 cm below the SFJ (61 cases). In all cases saphenectomy was performed (ulktrashiort, short or long) plus extended phlebectomies. Inclusion criteria were: varicose vein disease with SFJ incompetence, normal SSV and absence of other refluxes. All cases were echographically mapped from the same surgeon and digitally recordered. The follow up included an echo-guided study of the groin every year for five years. 99% of patients were detected at the end point. Any case who presented inguinal reflux was recordered as positive for recurrence.
In conclusion, 123 legs were detected at the end of the study. Previous reports at 12 and 24 months showed no difference between the groups, while actually the difference is significant with 20% recurrence versus 8% of the non-crossectomy group (2).
After 50 years the surgical approach in the treatment of superficial venous incompetence is still the "standard" and really famous "crossectomy and stripping" of the saphenous trunks, great or small, in most of cases without interest about hemodynamic or anatomic features.
The principle of this "old" but extensive method is that the reflux begins usually at the groin (or in another comunication between the superficial venous system and the deep one) so the consequent treatment should consider to stop these connections, removing the saphenous axis to solve completely the problem.
But we have seen that starting from the studies of recurrences, approximately 50% of legs present new varices at 5 years (20-80%) from 2 to 10 years (Consensus Revas). The so called "NEOANGIOGENESIS", causes a lot of groin recurrences that we have learned in these last years, and it concernes new reflux sources at the groin level (lymphatic layer, pelvi-perineal, inguino-abdominal etc) probably enhanced by open surgery or by others "risk factors" as obesity, diabetes, pluriparity, which have to be considered in our decision making programme (1-9).
So appears a new way of thinking, it starts from some questions:

1. Are we sure the crossectomy is really necessary in all patients? If we believe to some interesting studies by Lefebvre-Vilardebo on 436 patients studied by echo-duplex, he showed that only in 54,6% the osial valve was incompetent, so the conclusion is that in approximately 50% of legs we can avoid the inguinal dissection.

2. Are we sure we have to continue with flush ligation in other 50%? If we have a glance to literature the results after 5 years after VNUS closure – method where you do not touche the groin - shows that the 83% of sapheno femoral junction are still competent with a neovascularization tax de "ZERO". Same results published by Min, Navarro, Anido with endovascular laser or by Cavezzi, Frullini with another "chemical" vein distruction without inguinal surgery (5, 6, 7,10).
So something is really changing, but not in the tecniques, I think, more in the concepts of developing of reflux. Probably wew can save more than 95% of our groins. 

The idea to do the same using surgery without any expansive device, or potentially risky drug come to my mind 7 years ago, when I begun to use endolaser.

A randomized prospective study on 124 selected patients took place and the tecnique become more and more safe. Actually, I open the groin only in case of aneurysmatic crosse, particular anatomic features as the origin of the accessory saphenous vein close to the junction or vascular anomalies. Every patient of the study (except 2 lost) have been regularly checked and the last 10 operated will conclude the 7 years follow up next november, but our results at 5-6 years are really interesting (2).
On the other hands the treatment of the varicose veins in the leg, for many times forgotten and believed not so intresting and quite "boring" has been widely stressed by others collegues as Lefebvre who described that in 91 patients 9 years after surgery have 3 times propability to be varices free if the phlebectomy of all the detectable varices was really "extensive". This concept is very important because shows us another time that the theory of the development of the reflux from the top to the bottom isn’t true and Creton in 1996 and more recently Pittaluga in 2007 showed exactly the opposite: the reflux begins in collaterals, affecting more and more the saphenous trunks with time. 

Many anatomical features can help us on understand this concept: 

1. 1 how long the saphenous trunk lays in his "bed" - fascia -?

2. 2 how many collaterals leaves the axis, and where?

3. 3 Is the saphenous axis still competent after? or sometimes it can be called "hypoplasyc" or "aplasic"?
We can say that a dogma is dead: the groin can be saved from surgical dissection (1, 4, 8). 

Other surgeons who perform endovascular tecnique starting from crossectomy and treating with "heat" the saphenous trunk from bottom to top, have to think about these new concepts.

I believe that the treatment of the patient with varices has to be simple, unexpansive, cosmetic, safe and with the lowest recurrence rate in the time. 

The question is: why to use new expansive methods when with our hands, a sclapel, a hook, a mosquito, we can really perform the most cheap, cosmetic, safe and simple venous surgery?
The answer isn’t in the tecnique, is something "conceptuelle" we have to study more the anatomy, the physiopathology, the hemodynamic, the ultrasound tecniques, the pharmacology of sclerosants and its applications, the new tools… yes to be a good 360° phlebologist we have to become all of these specialists, and thereafter make our decision in treating that particular leg.
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