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RÉSUMÉ
Les phlébectomies sont des interventions encore très utiles dans le traitement des varices primaires, comme première intervention ou pour les récidives. L’expérience de la Clinique Chirurgicale No.1 de Timisoara, Roumanie, compte en 3600 patients opérés pour pathologie variqueuse pendant la période de 1997-2008. Les phlébectomies comme interventions représentent 52,97 % de toutes interventions. Nous avons utilisé la méthode semi-ouverte avec multiples incisions dans 27,5 % des cas, l'incision unique dans 14,75 % et la méthode Muller dans 12,05 %. Nous avons changé le crochet Muller avec un crochet pour dentelles et en plus nous avons utilisé la pince Mosquito. 

SUMMARY
The phlebectomy remains a very used intervention both in primary and recurrent varices. Our experience (First Surgery Clinic Timisoara Romania) consisting in 3600 patients treated for varicose disease in the period 1997-2008. From all the interventions, the phlebectomies represented 52.97%. As methods, we used multiple incisions in 27.5%, single incision in 14.75% and Muller method in 12.05% of cases. Instead of the Muller hook, we used fine Mosquito clamps and our specific instruments a lace-hook.

INTRODUCTION
Progress made in recent years in the field of imaging investigations, by introducing vascular ultrasound and Doppler mapping led to an obvious improvement in diagnostic accuracy of venous diseases. 

Progress in surgical treatment by introducing laser/multifrequency endoscopic techniques, significantly influenced the results and the therapeutic indications. These minimal-invasive techniques obtain higher results than the classical techniques, while reducing significantly the frequency of peri-and postoperative complications. However, the classic surgical interventions, especially on the superficial venous system remain indisputable, endovascular techniques being indicated only in early stages of the disease; late results of these techniques show a significantly higher rate of recurrence compared to classical techniques. The introduction of new materials and techniques of suturing enabled us to achieve superior aesthetic results and increased patient satisfaction. 

Ambulatory phlebectomy is a minimally invasive surgical technique consisting in removal of incompetent veins below the saphenofemoral and saphenopopliteal junctions, not including the proximal great or short saphenous veins. Ambulatory phlebectomy is indicated rather in thicker-walled veins than foam sclerotherapy, which is reserved for thinner-walled veins. Transilluminated powered phlebectomy is an alternative to traditional phlebectomy for symptomatic varicosities of the leg and as an adjuvant to surgical removal of the saphenous vein. 

Material and methods

Our study was conducted on a group of 3600 patients diagnosed with venous disorders of lower limbs and chronic venous insufficiency, admitted and treated ambulatory in the First Surgery Clinic Timisoara Romania and two ambulatory units located in Timisoara during 1.01.1997-31.12.2008. 

Surgery was done in 2926 cases (89.89%) on the superficial venous system, 310 cases (9.52%) in perforated veins incontinence, and only 43 cases (1.32%) on deep venous system. 

Primary phlebectomy was practiced as a method associated to saphenectomy in 1907 cases and as a single treatment in 48 cases (Table 1).

	Phlebectomy
	Number of cases
	% (from total number of cases with varicose disease)

	- associated with saphenectomy
	
1907
	
52.97

	- isolated 
	
48
	
1.33


The indications of phlebectomies are large, tortuous distal branch varicosities, varicose veins on collaterals of the internal or external saphenous vein unaltered by stripping and varicose packets generated and maintained by insufficient perforating veins unrelated to the saphenous system, distal below maleola vary. 

Before any surgical maneuver, it is mandatory to verify the integrity of the deep venous system and the proper function of the calf muscle pump. Preoperative, it is essential to map all types of the varicosities and their origins by clinical and ultrasonographic methods. Important sources of reflux should be corrected before any phlebectomy. 

Phlebectomy was made using the semi-closed method with multiple incisions of 0,3-0,5 cm, by stretching the skin bridges 5-10 cm between incisions - in 990 cases (27.5%), through a single incision - in 531 cases (14.75%) and by Muller method - in 434 (12.05%) of cases (Table 2). 


	Type of phlebectomy
	Number of cases
	% (from total number of cases with varicose disease)

	Open phlebectomy 
	
531
	
14.75

	Partial – closed phlebectomy 
	
990
	
27.5 

	Muller phlebectomy 
	
434
	
13.33


The technique of open phlebectomy was used for bulky varicose packages, sometimes complicated with superficial thrombophlebitis. We practiced linear incisions, minimal as possible, oriented in the axis for large varicose packages. Before making the incisions take account of the tension skin lines and projections of bone, to avoid them as far as possible. We must be careful to avoid the popliteal fold, the dorsum of the foot, and the prepatellar and pretibial areas. These regions are more susceptible to injury, and they contain veins that can be more difficult to extract. We dissect and remove each isolated varicose vein, if this is not possible we remove completely the varicose package together with subcutaneous cellular tissue that is adhering to it. Insufficient perforating veins are ligated and resected subaponevrotical. In the same operative session, we excised several packages of varicose veins of the same limb (calf or thigh) or in both limbs. 

In the case of phlebectomy with small, multiple incisions we give great attention to the careful subcutaneous dissection of varicose veins, which have a very friable venous wall, being easily damaged. In case of bleeding hemostasis is made by compression or by extension of the skin incision in order to discover the source of bleeding and haemostatic ligature. 
We performed an atypical Muller phlebectomy with our specific instruments. Instead of the Muller hook, we used fine Mosquito clamps and lace-hook. Phlebectomies were performed on all clinical areas mapped by ultrasound. We practiced Muller phlebectomy in some spider veins associated with collateral varicose veins of the internal saphenous vein and degenerated accessory saphenous veins.

Phlebectomies as re-interventions are indicated for suppressing the reflux point and recurrent varicose veins because of defective or inadequate treatment. Treatment should be chosen depending on the cause of recurrence, the level of reflux and the previous operation. Clinical examination and echo-Doppler allows determining the caliber of veins, blood velocity, and size of reflux and the topographic mapping of the venous system. Iterative surgery is the preferential treatment of significant venous reflux and important troncular dilatations. It should be noted that relapse is most often the result of an association of several mechanisms, resulting need for a comprehensive review for a full therapeutic assessment, without which relapse will occur.

During the period 1997 - 2008, we have practiced 375 (12.81%) re-interventions for recurrent and residual varicose veins of the lower limbs. In most cases re-interventions were done for residual varices - 202 patients (53.86%), relapses at the level of the internal saphenous vein - 96 cases (22.93%); in the other cases relapses occurred at the level of the external saphenous vein (14.40%) or perforating veins (6.13%) (Table 3).



	Location
	Number of cases
	%

	Intern saphenous vein system 
	
96
	
22.93

	Extern saphenous vein system 
	
54
	
14.40

	Perforant veins system 
	
23
	
6.13

	Postoperative residual and recurrent varicose veins
	
202
	
53.86

	Total
	
375
	
100.00


When a relapse occurred after interventions where the saphenous trunk and crossa were not completely intercepted, as was the case after excisions of varicose packages or bulky ligature of collaterals rather then the crossa, the re-intervention is practical identical with primary saphenectomy. 

Re-intervention should aim primarily the suppression of reflux point. This is quite difficult when the reflux appears at the level of the saphenous stump after incorrect crosectomy. Ideal is to place the crural incision at the normal level, excising the scar. Sometimes there is a large, depressed scar that includes a block cavernoma, whose incision is dangerous. In such situations, it is better to make an incision in the groin. The difficulties are much higher in case of cavernoma, resulting from degeneration of varicose veins collaterals, the crossa still left in place by the first intervention. Dilated and fragile vessels contained in a block sclerosis extend to the junction and close to the femoral vein. In these cases, dissection is very difficult and the risk of deep vessels injury is very high. 


	Type of re-intervention
	Number of cases
	%

	- intern saphenectomy +/- phlebectomies 
	
63
	
16.8

	- intern calf saphenectomy on residual saphenuos vein 
	
24
	
6.4

	- intern crosectomy +/- phlebectomies 
	
15
	
4.0

	- extern saphenectomy 
	
11
	
2.9

	- extern crosectomy +/- phlebectomies
	
7
	
1.8

	- perforant veins ligations
	
23
	
6.1

	- associated catgut inclusions 
	
65
	
17.3

	- excisions of varicose veins 
	
232
	
61.8


In cases of relapse after ligature of saphenous crossa, it could be made a saphenectomy as usual, but in some cases, scars embedded the catheterization of the vein; so the saphenectomy must be done by segmented excisions.

Posterior saphenous vein of the calf (vein of Leonard) is one of the most important areas of recurrence. Approach is better to be distal (at maleola) and by anterograde catheterization for performing stripping. Phlebectomies may be associated with perforator veins ligatures. 

Conclusions

The phlebectomies are operations with excellent long-term results, in condition of good follow-up. The recurrent varices need redo-surgery or sclerotherapy. Long-term results are excellent as long as the most proximal source of reflux is eliminated by endovenous ablation techniques. The correct phlebectomy implies the avoidance of the matting phenomenon. 
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