Ann Vasc Surg 1994;8:566-570
Femoral Venous Reflux Abolished by
Greater Saphenous Vein Stripping

In 27 of 29 limbs with preoperative
femoral reflux, that reflux was abolished
by greater saphenous stripping. In
patients with popliteal reflux both
femoral and popliteal reflux was
abolished. Improvement of deep
venous hemodynamics by ablation
of superficial reflux supports the
reflux circuit theory of venous
overload.

Ann Vasc Surg 1996; 10:186-189
Correction of Lower Extremity Deep Venous
Incompetence by Ablation of Superficial
Venous Reflux

Postoperative interrogation of the
venous system revealed that in 16
(94%) of 17 patients, coexistent femoral
venous insufficiency completely
resolved. Thus ablation of superficial
venous reflux eliminated incompetence
in the deep venous system in patients
with combined disease. These
preliminary results suggest that
superficial venous incompetence
may be a cause of deep venous
insufficiency.

J Vasc Surg 1996;24:711-8
Homodynamic and clinical improvement after
superficial vein ablation in primary combined
venous insufficiency with ulceration.

Superficial and perforating vein
incompetence accounts for a substantial and
correctable component of venous
insufficiency in limbs with combined deep
and superficial vein reflux and venous
ulceration. These data indicate that surgical
correction of this component significantly
improves clinical symptoms and venous
hemodynamics. Superficial and perforator
ablation is an appropriate initial step in
the management of combined deep and
superficial incompetence.

Haimovici’s Vascular Surgery
Fourth Edition 1996
Chapter 87: Clinical Application of Objective
Testing in Venous Insufficiency- page 1147

Improvement of deep venous hemodynamics by
ablation of superficial reflux supports a reflux circuit
theory of venous overload.

It would be logical to suppose that ablation of such a
reflux by superficial vein removal would correct the deep
venous volume overload and allow diminution of the
diameter of veins, thus producing valvular competence.

Journal of Vascular Surgery October 2000

Prevalence of deep venous reflux in patients with
primary superficial vein incompetence

The prevalence of deep venous insufficiency in
patients with primary superficial venous reflux
and without history of DVT is 22%.

Current Therapy in Vascular Surgery 2001

Negative physician perception
regarding availability and efficacy
of treatment of varices deny the
patient the precise care that is
sought. Furthermore, symptoms
of primary venous insufficiency
may be present but not
recognized by the patient until
asked for during a thorough
history taking.

J Am Coll Surg 2002;195:822-830
Comparative Evaluation of Duplex Derived
Parameters in Patients with Chronic Venous
Insufficiency: Correlation with Clinical
Manifestations.

This study has suggested the importance
of superficial venous insufficiency in the
development of advanced Chronic Venous
Insufficiency (CVI). Superficial
insufficiency is predominant in both early
and advance CVI. These reports suggest
that superficial incompetence produces an
overflow of venous return through
perforating veins into the deep system.
Superficial venous insufficiency might
play a major role in the development of
advanced CVI.

J Vasc Surg 2003:37:1047-53

Quality of life in patients with chronic venous
disease: San Diego Population Study

In summary, venous disease of the
lower extremities is a prevalent
condition. The health consequences of
venous disease are not fully understood,
but it is clear that it increases risk for
venous thrombotic events, which can be
fatal. Even modest venous disease is
associated with significant limitations on
the functional scales of SF-36.

J Vasc Surg 2003; 38:517-21
How often is deep venous reflux eliminated
after saphenous vein ablation

In patients with
concomitant deep and
superficial venous
reflux, saphenous vein
ablation results in
resolution of deep
reflux in about a third
of patients.

Chapter 24

Page 519

Angiogenesis is poised to initiate rapid
proliferation of new vessels, with entire cell
populations turning over every 3 to 5 days following
exposure to a wide variety of stimuli. These stimuli
include hypoxia, Venous Hypertension,
adaptive biochemical forces, tissue trauma, and
growth.

Chapter 4 VENOUS PHYSIOLOGY AND PATHOPHYSIOLOGY
Page 28

Symptoms may be present in up to 98% of
patients with “clinically relevant” alterations of
venous circulation, but even small telengectasias
are often symptomatic: 53% of patients
presenting with telengectasias less than 1mm in
diameter complain of symptoms that resolve with
treatment.

Chapter 23 Painful Telangiectasias:
Diagnosis and Treatment page 506

Table 23-1. Symptoms of painful telangiectasias*
Patients with postSymptom

Overall Incidence%

Fatigue, general ache

treatment Improvement %

32

85

31

86

Focal burning

27

93

Night Cramping

21

70

Local Edema

19

83

17

86

Pain in region of telangiectasia
or reticular vein

Throbbing sensation
(focal or general)

Chapter 4 VENOUS PHYSIOLOGY AND PATHOPHYSIOLOGY
Page 29

Table 4-3
Symptoms of pain from Telengectatic Webs
______________________________________
Fatigue
Heaviness
Focal burning or aching
Focal pruritus
Sharp intermittent stabbing pain (focal)
Diffuse burning
Night cramping
Restless legs
______________________________________

Chapter 23
Page 500
Chapter
Painful Telengectasias:
Diagnosis and Treatment

Pain associated with telengectasias
may be a consequence of stretching
caused by pressure transmitted
during reflux through reticular veins
and venulectases.
“the largest varicosities sometimes cause no
complaints; other veins of small caliber

may give rise to surprising
discomfort.”

Chapter 1 The Spectrum Of Venous Disease
Page 5

Common symptoms of
telengectasia include
burning, swelling, throbbing,
cramping, and leg fatigue.

Handbook of Venous Disorders

The symptoms may not be recognized by
the patient as being due to the varicose
veins so they must be asked for by the
interested physician. Neither the patient
nor the physician may understand that
these symptoms arise from telangiectatic
blemishes as well as venous varicosities.
This is true and some 50% of patients with
telangiectasias will have such symptoms
and 85% will be relieved of them by
appropriate therapy.

Chapter 39 Chronic Venous Disorders
Spider Veins page 1085

Clusters of small cutaneous veins occur
frequently, particularly in women after childbirth
and as middle age approaches. These lesions
often appear to arise from a single feeding vein
with a caput medusa pattern of serpiginous
branches. This arrangement has led to the
names venous telangiectasia, spider
hemangioma and spider veins.

Chapter 3 Page 61

The vascular proliferation seen
in the skin of patients with venous
disease has been known for many
years but has not been explained. In
recent years many angiogenic

factors that stimulate the
growth of blood vessels have
been recognized.

“CEAP” System
Classification of Chronic Venous Insufficiency
Class Definition
C
0
1
2
3
4
5
6
E
A
P

Clinical signs (grade 0-6), supplemented by “A” for
asymptomatic and “S” for symptomatic presentation
no visible or palpable signs of venous disease
telangiectases or reticular veins
varicose veins
edema
skin changes ascribed to venous disease (e.g.,
pigmentation, venous eczema, LDS)
skin changes as defined above + healed ulceration
skin changes as defined above + active ulceratiion
Etiologic classification (congenital, primary,
secondary)
Anatomic distribution (superficial, deep, or perforator,
alone or in combination)
Pathophysiologic dysfunction (reflux or obstruction,
alone or
in combination)

CEAP Clinical Classification
A

•
•
•
•
•
•
•

Class 0
Class 1
Class 2
Class 3
Class 4
Class 5
Class 6

C4

Asymoptomatic

S Symptomatic

No signs of venous disease
Telangiectases or reticular veins
Varicose Veins
Edema
Skin Changes
Healed ulceration
Active ulceration

C5

C6

Chapter 20 Laser and High Intense Pulse Light
Chapter 20 Laser And High Intense Pulse Light

No. of Treatments Needed For Each Area

