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TABLE I.—Distribution of the study centres with the number of subjects by geographical zone.

Western Europe ('emmlliﬂlsghgasmn Latin America Middle East Far East

N=36004 N=32225 N=12686 N=3518 N=T7112
France Georgia Brazil Pakistan Indonesia
Spain Hungary Columbia Emirates (UAE) Singapore
Romania Mexico Thailand
Russia Venezuela Vietnam
Serbia
Slovak republic
Slovenia
Ukraine
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Figure 1. —Distribution of the CEAP clinical classes according to geographical areas,
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TABLE V.—GPs’ behavior towards CVD patients and referral of patients to specialists by geographical area.
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CEAP N. Statistics

COs 15290 3902 (25.5%) 8% 15.3%
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C3 11392 10385 (91.2% 94.2%

Middle East Far East
(N=1773) (N=4888)
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% patients eligible to
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(51.1%)
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TABLE V.—GPs’ behavior towards CVD patients and referral of patients to specialists by geographical area.
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CEAP N. Statistics
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Guideline 9. Compression treatment

Gruideline GRADE of Level of
No. Q. Compression treatment recommendation evidence

1. Strong A. High
quality
2. Weak B. Moderate
quality
C. Low or very
werRl
We suggest compression therapy using moderate pressure (20 to 30 mm Hg) for
patients with sy mpmmuiu Varicose veins.
We recommend against compression therapy as the primary treatment of
sympromatic varicose veins in patients who are candidates for saphenous vein
ablation.

venous ulcers.
We recommend compression as an adjuvant treatment to superficial vein ablation
for the prevention of ulcer recurrence.
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Guideline 11. Endovenous thermal ablation

GRADE of Level af
evidence

Cragideline
No. 11. Endovenons thermal ablation recom mendation

1. Strong A. High
quality
2. Weak B. Moderate
quality
C. Low or very
ualiry

Endovenous thermal ablations (laser and radiofrequency ablations) are safe and
effective, and we recommend them for treatment of saphenous

Because of reduced convalescence and less pain and morbidity, we recommend
endovenous thermal ablation of the incompetent saphenous vein over open
surgery.

ELEFBELLIL PR L.

We recommend compression as the primary therapeutic modality for healing

venous ulcers.
We recommend compression as an adjuvant treatment to superficial vein ablation
for the prevention of ulcer recurrence.
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Key Recommendation

Referral to a vascular service
. Refer people with bleeding varicose veins to a vascular service immediately.

. Refer people to a vascular service* if they have any of the following.

Symptomatic® primary or symptomatic recurrent varicose veins.

Lower-limb skin changes, such as pigmentation or eczema, thought to be caused by chronic
venous insufficiency.

Superficial vein thrombosis (characterised by the appearance of hard, painful veins) and
suspected venous incompetence.

A venous leg ulcer (a break in the skin below the knee that has not healed within 2 weeks).

A healed venous leg ulcer.

"A team of healthcare professionals who have the skills to undertake a full clinical and duplex ultrasound
assessment and provide a full range of treatment.

“Veins found in association with troublesome lower limb symptoms (typically pain, aching, discomfort, swelling,
heaviness and itching).

Not use CEAP Classification for referral
guidance m

National Institute for
Health and Clinical Excellence




Recommendations — 6/7/8
-Treatment

Interventional treatment

6. For people with confirmed varicose veins and truncal reflux:

+ Offer endothermal ablation(see Radiofrequency ablation of varicose veins [NICE
interventional procedure guidance 8] and Endovenous laser treatment of the long
saphenous vein [NICE interventional procedure guidance 52]).

If endothermal ablation is unsuitable, offer ultrasound-guided foam sclerotherapy (see
Ultrasound-guided foam sclerotherapy for varicose veins [NICE interventional procedure
guidance 440).

If ultrasound-guided foam sclerotherapy is unsuitable, offer surgery.

If incompetent varicose tributaries are to be treated, consider treating them at the same time.

7. If offering compression bandaging or hosiery for use after interventional treatment, do not use
for more than 7 days.

Non-interventional treatment

8. Do not offer compression hosiery to treat varicose veins unless interventional treatment is
unsuitable.
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Recommendation 11

Duplex ultrasound is recommended as the primary diagnostic test of choice in
suspected chronic venous disease, to reliably evaluate the specific venous anatomy
and to identify the source and pattern of reflux.

References

Recommendation 12

In the presence of suspected abdominal and or pelvic venous pathology, duplex
ultrasound is recommended before phlebography, computed tomography

venography, and magnetic resonance venography examinations.

147, 151, 152

Recommendation 13

References

Duplex ultrasound is recommended for the assessment of recurrent varicose veins
to identify the source of recurrence.

148, 103, 170
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Liquid or foam sclerotherapy is not recommended as the first choice treatment for TS0 A

chronic venous disease C2-C6 due to saphenous vein incompetence. It should be
used only as primary treatment in selected cases.

Recommendation

. . a 314, 328, 329
Foam sclerotherapy is recommended as a second choice treatment of varicose

veins (C2) and for more advanced stages of chronic venous disease (C3-C6) in
patients with saphenous vein incompetence, not eligible for surgery or endovenous
ablation.

Recommendation 40

Foam sclerotherapy should be considered as primary treatment in patients with ks

recurrent varicose veins, and in elderly and frail patients with venous ulcers.

Recommendation 41

Liquid sclerotherapy should be considered for treating telangiectasias and reticular

veins (C1).
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The NEW ENGLAND JOURNAL of MEDICINE

A Randomized Trial Comparing Treatments
for Varicose Veins

Endothermal > Surgery > Foam



A Randomized Trial Comparing Treatments
for Varicose Veins

Five year data being collected
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~—(Compression plus surgery
=== Compression alone

P=0.737, log rank test

3

Numbers Time (years)
at risk

Compression 33 13 6
plus surgery

Compression 24 15
alone

No differencein ulcer healing

—— Compression plus surgery
- == Compression alone

P<0.001, log rank test

Legs remaining healed (%)

3 4

Numbers Time (years)
atrisk

Compression 216 166 124 68 27
plus surgery

Compression 226 139 98 45 10
alone

Surgery reduces venous ulcer
recurrence
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Ultrasound-guided Foam Sclerotherapy of
Superficial Venous Reflux in Patients
with Chronic Venous Ulceration

Effect of foam sclerotherapy on healing and
long-term recurrence in chronic venous leg ulcers

::dlulr.omlhz'l A Slim, L G Emerson, C Davies, R A Bubulia, M R Whyman
KR
hebonhom Genard Hospitd, Chdtenham, Glouestershire, UK

K.H. Pang*, G.R. Bate, K.A.L. Darvall, D.J. Adam, A.W. Bra}

Birmingham University, Drpartment of Vesculor Surgery, Heart af England Foundation Trust, 4

Abstract

Intro duction: The ESCHAR trial showed that superficial vanous surgery and compression in
chronic venous ulceration achieved a 24 week healing rak of 65% and 12.month recurnonce
rak of 12% Foam sdaotherapy treatment & an atermative to surger ¥ Theatm of this study 1s
to asscss the effact of fam wlerotherapy on ukar healing and mcurrence In chronic vanous
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Introduction

verows kg ukeration” This condition can affect
any age group but #t & particularly comman in the

¥ loft untreated, parsistant venows by pertonsion as
a result of superfical venows reflux may kad ©

Cormpandence K R Padit MD FRCS, Depurtment of
Vil Surgry, Chultmbam Ganersl Howpt o, Samdiond
Roud, Chulnrbas, Closcmtwrsbsre GLSY 7AN, UK

Fral imt pokT Qponrbase

Accwpand 24 Nowssber 2011

eldarly popubtion, caws ing considersble morbad ity
pain and distess * Subsoquant treatment places a
sgnifcant cconomi burden on e National
Health Savice (NHS).*

The ESCHAR trial published in 2003 by Barwdl
et a * showed that suparfical venows surgery led
to significant reduction In venous uker rcurmance
raks at one yoar (1I2% in $he surgery plus com.
prassion group aganet 25% In the compression
alne group) The lngerm followup of this

DOt 10,1258 phieb. 2011011118 Phidbobgy 20012.1-7




Management of venous leg ulcers: Clinical practice
guidelines of the Society for Vascular Surgery® and
the American Venous Forum

Endorsed by the Amevican College of Phlebology and the Union Internationale de Phlébologie

Thomas F. O’Donnell Jr, MD, Marc A. Passman, MD, William A. Marston, MD, William J. Ennis, DO,
Michael Dalsing, M D, Robert L. Kistner, M D, Fedor Lurie, MD, PhD, Peter K. Henke, MD,

Monika L. Gloviczki, M D, PhD, Bo G. Eklif, MD, PhD, Julianne Stoughton, MD, Sesadri Raju, MD,
Cyvnthia K. Shortell, M D, Joseph D. Raffetto, MD, Hugo Partsch, MD, Lori C. Pounds, MD,

Mary E. Cummings, MD, David L. Gillespie, MDD, Robert B. McLafferty, MD,

Mohammad Hassan Murad, MDD, Thomas W. Wakeficld, MD, and Peter Gloviczki, MDD

enous Duplex Ultrasound
We n,mmmmd comprehensive venous duplex ultrasound examination of the lower extremity in all patients
with suspected venous leg ulcer. [GRADE - 1; LEVEL OF EVIDENCE - B]

COMPRESSION
Guideline 5.1: Compression—Ulcer Healing
In a patient with a venous leg ulcer, we recommend compression therapy over no compression therapy to in-

crease venous leg ulcer healing rate. [GRADE - 1; LEVEL OF EVIDENCE - A]

Guideline 5.2: Compression—Ulcer Recurrence

In a patient with a healed venous leg ulcer, we suggest compression therapy to decrease the risk of ulcer recur-
rence. [GRADE - 2; LEVEL OF EVIDENCE - B]
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OPERATIVE/ENDOVASCULAR MANAGEMENT

In a patient with a venous leg ulcer (C6) and incompetent superficial veins that have axial reflux directed to the
bed of the ulcer, we suggest ablation of the incompetent veins in addition to standard compressive therapy to
improve ulcer healing. [GRADE - 2; LEVEL OF EVIDENCE - C]

Prevent Recurrence

In a patient with a venous leg ulcer (C6) and incompetent superficial veins that have axial reflux directed to the
bed of the ulcer, we recommend ablation of the incompetent veins in addition to standard compressive therapy to
prevent recurrence. [GRADE - 1; LEVEL OF EVIDENCE - B]

Guideline 6.3: Superficial Venous Reflux and Healed Venous Leg Ulcer

In a patient with a healed venous leg ulcer (C5) and incompetent superficial veins that have axial reflux directed
to the bed of the ulcer, we recommend ablation of the incompetent veins in addition to standard compressive ther-
apy to prevent recurrence. [GRADE - 1; LEVEL OF EVIDENCE - C]
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Guideline 6.3: Superficial Venous Reflux and Healed Venous Leg Ulcer

In a patient with a healed venous leg ulcer (C5) and incompetent superficial veins that have axial reflux directed
to the bed of the ulcer, we recommend ablation of the incompetent veins in addition to standard compressive ther-
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a) No further diagnostic work-up or treatment. Follow-up at
routine visits with the GP once a year. No special treatment

recommendations.

b) Recommend the wuse of compression stockings (e.g.,
20—30 mmHg) during work and periods of prolonged standing.

c) Ask the patient for her preferences, explain the evidence for the
natural course of the disease and for the various treatment
options and decide according to patient’s preference.

d) Consider ablative treatment for varicose veins, only if there is
secured funding.

e) Clear statement for varicose vein ablation. Treatment is indi-
cated to prevent further evolution of venous disorder in this
relatively young and otherwise healthy subject.
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WHAT THIS PAPER ADDS

This is the first worldwide survey to show how patient related and duplex ultrasound related factors influence
management strategies in varicose veins patient (C2—C6). The identification of these factors may contribute to a
more personalized approach in clinical practice.




Table 1. Modifications of basic case vignettes in the survey.
Case vignette 1 (C2SEpAs2,5Pr):
Complaints
Asymptomatic, only cosmetic concern
(C2AEpAs2,5Pr)
Patient characteristics
Older age >80 yrs
Gender: female
Peripheral arterial disease (ankle brachial index
<0.6)
High body mass index (>40 kg/m?)
Chronic oral anticoagulant treatment
Clinical findings:
Skin changes: pigmentation (C2,4aSEpAs2,5Pr)
Venous ulceration (C2,65EpAs2,3,5Pr)
Duplex ultrasound findings
Competent terminal valve
Focal dilatation of GSV above knee (12 mm)
Small diameter of GSV (cut off value determined
by participant)
Large diameter of GSV (cut off value determined
by participant)
Case vignette 2 (C2SEpAs2,5Pr):
Duplex ultrasound findings:
Diameter of short refluxing segment <5 mm
Diameter of short refluxing segment >8 mm
Length of refluxing GSV segment (cut off value
determined by participant)




Table 1. Modifications of basic case vignettes in the survey.
Case vignette 1 (C2SEpAs2,5Pr):
Complaints
Asymptomatic, only cosmetic concern
(C2AEpAs2,5Pr)
Patient characteristics
Older age >80 yrs
Gender: female

Table 3. Treatment strategies proposed by the participants for the
basic case vignettes (V1 and V2).

Treatment strategies Vl n (%) V2, n (%)
EVTA 3 (20) 6 (8)
EVTA + phlebectomies ?3 (35) 67 (32)
EVTA + UGFS of tributaries 17 (8) 9 (4)
Ligation + stripping + phlebectomies 12 (6) 10 (5)
EVTA -+ ligation 13 (6) 15 (7)
UGFS of GSV + UGFS of tributaries 9 (4) 11 (5)
Single phlebectomies 5(2) 23 (11)
Alternative 9 (19) 0 (28)

EVTA = endovenous thermal ablation; UGFS = ultrasound-guided
foam sclerotherapy; GSV = great saphenous vein.
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Factors affecting treatment
decision
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Figure 2. Influence of cosmetic complaints, patient characteristics and clinical findings on management strategy (n = 211). p-values
represent the difference in distribution between vignette 1 and modified vignettes (cosm, age, PAD, BMI, AC, fem, C4, C6) and were
measured using the Stuart-Maxwell test. cosm = only cosmetic complaints; PAD = peripheral arterial disease; BMI = body mass index;
AC = anticoagulant treatment; fem = female gender; EVTA = endovenous thermal ablation; phleb = phlebectomies; UGFS = ultrasound-
guided foam sclerotherapy; GSV = great saphenous vein; MECS = medical elastic compression stockings.
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Follow up
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Figure 4. Reasons for further visits after initial follow up. Sys-
tematic was defined as “I would schedule patients for further
follow up visits, irrespective of symptoms, physical and/or ultra-
sound examination.” DUS = duplex ultrasound.
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Figure 5. Influence of different characteristics of persisting refluxing tributaries on the preferred management strategy. UGFS = ultrasound-
guided foam sclerotherapy.
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Figure 5. Influence of different characteristics of persisting refluxing tributaries on the preferred management strategy. UGFS = ultrasound-
guided foam sclerotherapy.
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EVTA is the most common treatment option.

Increasing age associated with more minimalistic
LN treatment.

Increase diameter of GSV associated with terminal
valve incompetence and hence greatest influence on
treatment choice.
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Research Recommendations

Key research recommendations

. In people with varicose veins at CEAP (Clinical, etiological, anatomical and pathophysiological)
stage C2 or C3, what are the factors that influence progression of the disease to CEAP stages C5
or C6?

. What is the clinical and cost effectiveness of compression hosiery versus no compression for the
management of symptomatic varicose veins?

. What is the clinical and cost effectiveness of compression bandaging or hosiery after
interventional treatment for varicose veins compared with no compression? If there is benefit,
how long should compression bandaging or hosiery be worn for?

. What is the clinical and cost effectiveness of concurrent phlebectomies or foam sclerotherapy
for varicose tributaries during truncal endothermal ablation for varicose veins compared with:

+ truncal endothermal ablation without concurrent phlebectomies or foam sclerotherapy?

+ truncal endothermal ablation with phlebectomies or foam sclerotherapy, if needed, 6—

. What is the optimal treatment (compression, surgery, endothermal ablation or foam
sclerotherapy) for varicose veins at each of the CEAP stages, that is CEAP stages 2-3, CEAP
stage 4 and CEAP stages 567







