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Stripping is now 100 years old. The first stripping manoeuvre, interestingly enough by invagination, was described 1905 by Keller. In the following year, Mayo reported about his experience with a ring stripper and again one year later, Babcock presented his method using the well known ‘olive’ stripper. This rather crude, but reliable technique, was to become the standard procedure in varicose vein surgery, despite the notable tissue trauma and the high rate of sensory losses. In the 60ies Jean van der Stricht (1) showed that the almost forgotten invagination technique avoided most of these complications, ten years later Rivlin and others demonstrated the same for the so-called short stripping. Later on ultrasound examinations proofed that resection of the entire vein as a routine had no pathophysiological basis and that in most cases only segments of the saphenous veins are incompetent. The application of a selective and atraumatic stripping was much facilitated by the invaginating Pin-Stripping method in 1993 (2). 

Selective and invaginating stripping techniques reduce lesions of the soft tissues. Sensory losses are now more often caused by phlebectomy than by atraumatic stripping. The often very painful disruptions of the sural nerve can be avoided by Pin-Stripping under local anaesthesia, lesions of the saphenous nerve are less critical (3). 

Any stripping has the draw-backs of hematomas within the stripping tunnel and of junctional recurrence. Bleeding from torn off tributaries is reduced by intracompartimental pressure - when filling the intrafascial space with tumescent anaesthesia - or by external compression. Complete absence of hematoma is rarely achieved in the thigh, but it is not uncommon below the knee where compression is more effective. Bruising and tenderness from stripping hematoma are certainly disturbing, but they resolve by themselves without any consequences and should not be overrated (4).

The real issue of stripping is the obliteration of the reflux sources. Recurrence after stripping used to be accredited to poor surgical technique and it took a long time until the concept of neoangiogenesis (5, 6) was widely accepted. Everybody agrees that measures should be taken to prevent this source of recurrence, but no simple and effective way to do so has been found yet. My personal approach (7) is to invert the proximal stump by a vascular suture and to close also the fascia cribrosa (which is not simple, I agree, but seems to be effective).

The situation at the junctions has got even more complex by Duplex findings demonstrating multiple intricate reflux patterns (8), which, at least theoretically, could or should be treated differently. However, there is the problem of classifying these reflux pathways in a therapeutic respect, then the possibilities of inadequate diagnosis or surgery and finally the fact that incorrect venous therapies may surface only after five to seven years. It will be a very long way until precise and evidence-based guide-lines for a tailored crossectomies will be available. 

Despite the success of endovascular procedures stripping has still to be considered the ‘golden standard’ in the treatment of saphenous varices. Within one century probably millions of these operations have been performed and have provided an extraordinary knowledge of complications and of long term results (9). Complication rates and side-effects of actual stripping methods are much better than those of traumatic full-length Babcock-procedure, but, unfortunately, the latter is still practised and used with pleasure as a bad example of treatment. 

Today stripping is a safe and rather fast method which selectively removes defective segments with ‘surgical precision’ using inexpensive equipment. All surgical steps as phlebectomy, treatment of perforators or varices of the other leg can be performed .in the same session and even extended bilateral varices need no additional therapies. Further improvements in stripping will probably not concern the stripping itself but rather details of crossectomy. 
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