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Trends in varicose vein therapy over the course of time

Therapie der Varikose im Wandel der Zeit

Authors
K. Korsake1, M. Stücker2, S. Reich-Schupke2

Affiliations
1	 Ambulantes Chirirgisches Zentrum Bodensee, Radolfzell 

am Bodensee
2	 Klinik für Dermatologie, Venerologie und Allergologie; 

Venenzentrum der Dermatologischen und Gefäß­
chirurgischen Kliniken, Bochum

Key words
Varicose veins, endovenous laser treatment, radiofrequency 
ablation saphenectomy, crossectomy

Schlüsselwörter
Varizen, Varizenchirurgie, Lasertherapie, Radiofrequenz­
therapie

received	 10.03.2018
accepted	 25.08.2018

Bibliography
DOI  https://doi.org/10.1055/a-0838-1629  
Phlebologie 2019; 48: 87–93  
© Georg Thieme Verlag KG Stuttgart · New York
ISSN 0939-978X

Correspondence
Dr. Kristina Korsake
Ambulantes OP Zentrum Bodensee
Walchnerstraße 16
78315 Radolfzell am Bodensee
Tel: 07732/943990
Fax: 07732/9439929
 www.chirurgie-bodensee.de
E-Mail: kristina.korsake@gmail.com

ABSTR ACT

The therapy of varicose veins has developed rapidly in the 
last two decade. Numerous new therapy methods have 
been added. Surgical treatment with crossectomy and sa­
phenectomy has been a gold standard for many years. In­
ternational guidelines (NICE, AVF) currently recommend 
endoluminal laser ablation, radiofrequency ablation or sclero­
therapy treatment of varicose veins as first line treatment.  
The extent and establishment of these new techniques in 
clinical practice in Germany over the last 20 years to today is 
unknown. Therefore was a survey initiated about the therapy 
methods for primary varicose veins and recurrent varicose veins 
20 years ago, 10 years ago and today. All phlebologists, who 
work in the certificated vein competence centres in Germany, 
were included in this study. (According to the German Society 
of Phlebology and the Professional Association of Phlebologists 
149 centres (Stand 4/2017)). The Date from the electronical 
questionnaires was anonymized and evaluated.
These data provide evidence about an increasing trend of en­
dovenous treatment (endovenous laser therapy, endovenous 
radiofrequency therapy, foam sclerotherapy, etc.) of varicosis 
in the last two decades. The numbers of classic surgical therapy 
have dropped significantly in the last 20 years.

ZUSAMMENFASSUNG

Insbesondere in den letzten zwei Dekaden hat sich die The­
rapie der Varikose rasant entwickelt. Es sind zahlreiche neue 
Therapiemodalitäten hinzugekommen. Während zuvor die 
operative Therapie der Varikose mittels Cross- und Saphenek­
tomie als Standard galt, empfehlen internationale Leitlinien 
derzeit primär eine endoluminale Therapie der Varikose mittels 
endovenöse Laser-, Radiofrequenztherapie oder Sklerosierung 
(NICE, AVF).
Bisher fehlt ein Überblick über die Etablierung der Anwendung 
dieser neuen Therapieoptionen in Deutschland. In unserer Stu­
die haben wir eine Befragung von Ärzten, deren Einrichtung 
als Venenkompetenzzentrums zertifiziert sind (Stand 4/2017–
149), zu ihrem Vorgehen bei primärer Varikose und Rezidivvari­
kose vor 20 Jahren, 10 Jahren und heute, durchgeführt.
Die Daten zeigen einer zunehmenden Tendenz zur endoven­
ösen Behandlung der Varikose. Die Zahlen der klassischen ope­
rativen Therapie sind im untersuchten Kollektiv in den letzten 
20 Jahren deutlich gesunken.
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Introduction
Primary varicose veins represent a degenerative condition of the 
superficial venous system of the legs which progresses over a life­
time, with the extent and severity of the clinical symptoms varying 
considerably [1]. As epidemiological studies have shown, primary 
varicose veins are very common [2] [3] [4] [5].

The following types of varicose veins can be distinguished: trunk 
varicose veins, tributary varicose veins, perforating varicose veins, 
reticular veins, and telangiectasia (spider veins). The diagnosis is 
made in accordance with the guidelines, from a thorough histo­
ry, physical examination, and Doppler or colour-coded duplex ul­
trasound scanning. Imaging is essential, especially when planning 
therapeutic measures.

The CEAP classification has become established internationally 
to describe the severity of varicose vein disease [6] [7] (▶Table 1). 
This classification encompasses the clinical picture, aetiology and 
pathophysiology of chronic venous insufficiency (CVI).

Left untreated, clinically relevant varicose veins, in particular 
those affecting trunk and perforating veins, lead to complications 
and sequelae such as chronic oedema, trophic changes in the skin, 
venous ulcers, incompetence of the deep veins or thromboembolic 
events [8] [9] [10]. The dynamics of the clinical progression of vari­
cose veins varies from person to person and cannot be predicted in 
the individual case [11]. As the performance of the venous pump 
becomes more limited, high venous pressure develops and, as a 
result, the incidence of irreversible damage increases. Significant 
consequences and substantial costs thereby arise for the affected 
individual and the socioeconomic system [12] [13]. Early treatment 
of varicose veins is therefore worthwhile. The therapeutic options 
for varicose veins have seen rapid developments over recent years. 
They include conventional open surgery, sclerotherapy, and endo­
venous procedures such as laser therapy, radiofrequency ablation, 
vein glues, and the application of superheated steam.

Surgical treatment of primary varicose veins has been the gold 
standard for more than 100 years. The surgical technique was in­
troduced by William Babcock in 1907 and the operation is still car­
ried out in modified form today [14].

In 1915, Linser described the first successful sclerotherapy [15]. 
The first clinical attempts with endovenous catheters were car­
ried out in the 1990 s. The first radiofrequency catheter was intro­
duced in 1999, and a laser catheter was used to treat varicose veins 
in 2002. Another endovenous procedure, superheated steam, has 
been approved for the treatment of varicose veins in Germany since 
2009. The use of cyanoacrylate glue for this purpose was approved 
throughout Europe in 2010.

Methods
In order to gain an overview of how the procedures have developed 
and become established in accredited German centres, we carried 
out a survey throughout Germany. Participants were asked to com­
plete the questionnaire only once. All accredited vein centres of ex­
cellence were invited to participate (as per April 2017, 149 centres).

In Germany, varicose veins are treated by doctors from differ­
ent specialties and subspecialties, including angiologists, phlebol­
ogists, general surgeons, vascular surgeons, and dermatologists. 
Since 2009, as part of the QM accreditation programme, the Ger­

man phlebology societies Deutsche Gesellschaft für Phlebologie 
and Berufsverband der Phlebologists e.V certify dedicated vein cen­
tres that can demonstrate quality-oriented phlebological practice. 
Given the requirements for accreditation, we can assume that our 
colleagues in these centres a) have made progress in their medical 
knowledge through regular continuing professional development 
that may also influence their routine practice, and b) can be consid­
ered as being committed and interested, so that a good response 
to the survey can be expected.

The first part of the questionnaire contained questions on the 
doctor’s specialty, age, location, facilities, number of patients and 
other general aspects. The second part looked at the therapeu­
tic methods used in practice and then focussed specifically on the 
methods used for primary and recurrent trunk varicose veins of the 
great saphenous vein (GSV) and the small saphenous vein (SSV) of 
different CEAP classes, as well as reticular veins and spider veins, 
20 years ago, 10 years ago, and today. The full questionnaire is 
available from the corresponding author on request.

The questionnaire was sent electronically (via email). After 
the first transmission, two reminders were sent at intervals of 
6–8 weeks. The questionnaires could be sent back by email, fax or 
post, as the participants preferred. All the accredited vein centres 
were invited to participate in the study. The analysis was performed 
anonymously with descriptive statistics. Mean values and standard 
deviation, or median and quartiles were calculated for numerical 
data – depending on the distribution. Categorical data were pre­
sented as absolute and relative frequencies.

The survey “Treatment of varicose veins over the course of time” 
was approved by the Ethics Committee (opinion No. 17–6041), and 
was registered as Study No. DRKS00012601 in the German clini­
cal study register.

The aim of the study was to address the following questions:
▪▪ Which therapeutic procedures were used to treat primary var­

icose veins or recurrences 20 years ago and 10 years ago, and 
which are used today?

▪▪ What are the indications for using the different types of thera­
py in Germany?

▪▪ Are there any differences in the use of the therapeutic options 
related to age, specialty, or geographical location?

▶Table 1  Clinical appearance of varicose veins according to the 
CEAP classification 

Class Clinical signs

C0 No visible signs of venous disease

C1 Telangiectasia (spider veins) or reticular veins

C2 Varicose veins without any signs of CVI

C3 Oedema

C4 Skin changes

C4a Pigmentation or eczema

C4b Lipodermatosclerosis or atrophie blanche

C5 Healed venous ulcer

C6 Active venous ulcer
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The primary outcome measure of this study was defined as the 
predominantly used procedure for the treatment of primary var­
icose veins or recurrent saphenofemoral or saphenopopliteal in­
competence.

Results
Sixteen of the 149 doctors invited returned the completed ques­
tionnaire. All 16 participants were over the age of 41 at the time of 
the survey and had more than 20 years’ clinical experience of treat­
ing varicose veins. Most of the doctors (76 %) put phlebologist as 
their main job title, 6.25 % were angiologists and 18.75 % vascu­
lar surgeons. Secondary (sub)specialties were angiology (6.25 %), 
vascular surgery (25 %) and dermatology (12.5 %), and tertiary spe­
cialties were general surgery (6.25 %) and general (internal) med­
icine (6.25 %). 75 % ran their own private practice. The location of 
the practice was in postcode districts 8- in 31.25 %, with the same 
percentage (31.25 %) in postcode districts 9-. The remainder were 
found in postcode districts starting with 1-, 4- and 5-.

87.5 % of the doctors performed high ligation and stripping, 
75 % carried out revision (redo) surgery for recurrent saphenofem­
oral or saphenopopliteal incompetence. 18.75 % carried out ex­
traluminal valvuloplasty. Only 6.25 % carried out the conservative 
haemodynamic correction of venous insufficiency (CHIVA). Endo­
venous laser ablation (EVLA) was performed by 50 % of the doctors 
and radiofrequency ablation (RFA) by 62.5 %. Only 6.25 % applied 
glue for endovenous adhesive closure. Sclerotherapy was used by 
68.75 % for trunk veins, by 93.75 % for tributary veins, and 100 % 
used liquid sclerotherapy for reticular veins and spider veins. None 
of the doctors who responded used superheated steam therapy. 
Some 25 % performed laser therapy for reticular veins and spider 
veins. We have presented graphs showing the results of the ques­
tions on the therapeutic methods used in the various indications 
20 years ago, 10 years ago, and today (▶Fig. 1–▶Fig. 10).

Primary trunk varicose veins of the GSV or SSV  Twenty years 
ago, the doctors participating in this study carried out high ligation 
and stripping for primary trunk varicose veins of the GSV and SSV, 
irrespective of their diameter and CEAP class. The number of con­

▶Fig. 1  Treatment of GSV trunk varicose veins > 10 mm, CEAP C2-C3.

▶Fig. 2  Treatment of GSV trunk varicose veins ≤ 10 mm, CEAP C2-C3.
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▶Fig. 5  Treatment of SSV trunk varicose veins ≤ 10 mm, CEAP C2-C3.

▶Fig. 4  Treatment of SSV trunk varicose veins > 10 mm, CEAP C2-C3.

▶Fig. 3  Treatment of GSV trunk varicose veins, CEAP C4-C6.
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ventional operations has fallen in the last two decades. Today, more 
than half of them perform an endovenous procedure on trunk vari­
cose veins of the GSV and SSV for all classes and diameters. In most 
cases this consists of laser therapy or radiofrequency ablation, but 
less often foam sclerotherapy (▶Fig. 1–▶Fig. 6).

Recurrent saphenofemoral (GSV) or saphenopopliteal (SSV) 
incompetence  Twenty years ago, the participating doctors treat­
ed recurrent saphenofemoral or saphenopopliteal incompetence 
surgically. The number of conventional operations for this purpose 
has fallen in the last two decades and foam sclerotherapy is the 
method most commonly used today for clinically relevant recur­
rence in the GSV or SSV. An endovenous procedure (RFA or EVLA) 
took second place for treating recurrent saphenopopliteal incom­
petence. After foam sclerotherapy, conventional surgery and en­
dovenous procedures were equally frequent choices for recurrent 
saphenofemoral incompetence (▶Fig. 7–▶Fig. 8).

Tributary varicose veins > 3 mm in diameter  The practice 
of more than half the doctors 20 years ago was to carry out a 
mini-phlebectomy for relevant tributary varicose veins measur­
ing > 3 mm in diameter, with liquid sclerotherapy in second place. 
Foam sclerotherapy was given as the preferred method of treat­
ment for relevant branch varicose veins today (▶Fig. 9).

81.25 % of the responding colleagues treated trunk varicose 
veins together with tributary varicose veins, reticular veins and 
spider veins in one session (▶Fig. 10).

The results showed no trends in preferred treatment with re­
spect to location, age or specialty.

Discussion
The treatment of varicose veins has changed considerably world-
wide in the last two decades, and high ligation and stripping as car­
ried out by Babcock in 1907 is no longer standard treatment accord­
ing to the current literature from Europe and the USA. Numerous 
methods have become established as alternatives to conventional 
varicose vein surgery, most of which are based on a catheter system. 

▶Fig. 6  Treatment of SSV trunk varicose veins, CEAP C4-C6.

These therapeutic procedures are recommended in the current in­
ternational guidelines as the treatment of choice for clinically rele­
vant varicose veins [16] [17], but are not undisputed with respect 
to their clinical benefit and the frequency of recurrence [18] [19].

Although the guidelines define therapeutic endovenous proce­
dures as the treatment of choice for varicose veins in several indica­
tions [20], the National Association of Statutory Health Insurance 
Funds (GKV) catalogue recognises only conventional surgery for 
treatment. Reimbursement of costs for endovenous procedures is 
for the most part regulated by contracts for integrated care or ap­
proved only in individual treatment decisions. Private health insur­
ers essentially bear the costs of all therapeutic procedures in terms 
of the individual contract with the person insured.

The study carried out by us showed that the responding experts 
today prefer endovenous methods as the treatment of choice in 
many indications. There is very little difference between the use 
of endovenous radiofrequency ablation and laser therapy. The two 
therapeutic methods are used to the same extent for different in­
dications and varicose vein diameters.

The therapeutic method preferred is also independent of the 
doctor’s specialty. Surgeons working in phlebology have increased 
their use of endovenous methods and reduced the number of open 
operations for varicose veins in just the same way as their col­
leagues from general (internal) medicine.

Foam sclerotherapy is not used so commonly in the treatment 
of primary trunk varicose veins of the GSV and SSV, but is the treat­
ment of choice for recurrent saphenofemoral or saphenopoplite­
al incompetence.

Our data show that superheated steam application is not used 
in the accredited vein centres in Germany. CHIVA and endovenous 
cyanoacrylate glue are used only in isolated cases.

Limitations  The small number of completed questionnaires re­
turned means that the survey results are unfortunately not rep­
resentative but can only indicate a trend. The poor response rate 
also makes it impossible for us to make a meaningful comparison 
between doctors working in an outpatient or inpatient setting, i. e. 
between private practices and hospitals.
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▶Fig. 7  Treatment of recurrent saphenofemoral incompetence.

▶Fig. 8  Treatment of recurrent saphenopopliteal incompetence.

▶Fig. 9  Treatment of tributary varicose veins > 3 mm.
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CONCLUSIONS
The results of the survey have allowed us to gain a (non-rep­
resentative) view of how the treatment of varicose veins has 
developed in Germany over the last 20 years, especially in 
dedicated centres. There is a clear trend towards doctors pre­
ferring endovenous therapy. In recent years, catheter-based 
therapeutic methods have become accepted as standard 
procedures in the treatment of varicose veins. The large 
number of methods available today (if carried out correctly) 
allows doctors and patients to choose the most appropriate 
procedure for the vascular changes present.

Conflict of interest

The authors declare that they have no conflict of interest.

References

[1]	 Linton R. The post-thrombotic ulceration of the lower extremity: 
Its etiology and surgical treatment. Annals Surgery 1953; 138(3): 
415–432

[2]	 Evans C, Fowkes F, Ruckley C et al. Edinburgh vein study: methods 
and response in a survey of venous disease in the general population. 
Phlebology 1997; 12: 127–135

[3]	 Fischer H. Venenleiden – Eine repräsentative Untersuchung in der Bev­
ölkerung der Bundesrepublik Deutschland (Tübinger Studie). Fischer 
H, editor. München: Urban & Schwarzenberg; 1981

[4]	 Rabe E, Otto J, Schliephake D et al. Efficacy and Safety of Great Saphe­
nous Vein Sclerotherapy Using Standardised Polidocanol Foam (ESAF): 
A Randomised Controlled Multicentre Clinical Trial. Eur J Endovasc Vasc 
Surg 2008; 35 (2): 238

[5]	 Wienert V, Waldermann F, Zabel H. Leitlinie Phlebologischer Kompres­
sionsverband. Phlebologie 2004; 33: 131–134

[6]	 Eklöf B, Rutherford R, Bergan J et al. Revision of the CEAP classification 
for chronic venous disorders: Consensus statement. J Vasc Surg 2004; 
40: 1248–1252

[7]	 Kistner R, Eklof B, Masuda E. Diagnosis of chronic venous disease of 
the lower extremities: the „CEAP”classification. Mayo Clin Proc 1996; 
71: 338–345

[8]	 Butler C, Coleridge-Smith P. Microcirculatory aspects of venous ulcer­
ation. Dermatol Surg 1994; 20: 474–480

[9]	 Coleridge-Smith P. Pathogenesis of chronic venous insufficiency and 
possible effects of compression and pentoxifylline. Yale J Biol Med 
1993; 66; 47–59

[10]	 Guex J. Thrombotic complications of varicose veins. A literature review 
of the role of superficial venous thrombosis. Dermatol Surg 1996; 22: 
378–382

[11]	 Schultz-Ehrenburg U, Reich-Schupke S, Robak-Pawelczyk B et al. 
Prospective epidemiological study on the beginning of varicose veins. 
Phlebologie 2009; 38: 17–25

[12]	 Rabe E, Pannier-Fischer F, Bromen K et al. Bonner Venenstudie der 
Deutschen Gesellschaft. Phlebologie 2003; 32: 5–20

[13]	 Nüllen H, Noppeney T. Ambulante Varizenoperation. Phlebologie 
2011; 40: 61–66

[14]	 Babcock W. A new operation for the exstirpation of varicose veins of 
the leg. N Y Med J 1907; 86: 153–156

[15]	 Scholz A, Burg G, Geiges M. Operative Dermatologie, Kryotherapie 
und Phlebologie. In Scholz A, Holubar K, Burg G, Burgdorf W, Gollnick 
H. Geschichte der deutschsprachigen Dermatologie. Deutsche Derma­
tologische Gesellschaft; 2009: 460

[16]	 NICE guidlines. National Institute for Health and Care Excellence; 2013. 
Im Internet: http://guidance.nice.org.uk/CG168; Stand: 2013

[17]	 Pavlović M, Schuller-Petrović S, Pichot O et al. Guidelines of the First 
International Consensus Conference on Endovenous Thermal Ablation 
for Varicose Vein Disease – ETAV Consensus Meeting 2012. Phlebology 
2015; 30 (4): 257–73

[18]	 Mumme A, Olbrich S, Babera L et al. Saphenofemorales Leistenrezidiv 
nach Stripping der Vena saphena magna: technischer Fehler oder 
Neovaskularisation? Phlebologie 2002; 31: 38–41

[19]	 Mumme A, Hummel T, Burger P et al. Die Krossektomie ist erforder­
lich! Ergebnisse der Deutschen Leistenrezidivstudie. Phlebologie 2009; 
3: 99–102

[20]	 Deutsche Gesellschaft für Phlebologie, Deutsche Gesellschaft für 
Gefäßchirurgie, Berufsverband der Phlebologen e. V. und Arbeits­
gemeinschaft der niedergelassenen Gefäßchirurgen Deutschlands 
e. V. Leitlinie zur Diagnostik und Therapie der Krampfadererkrankung. 
Phlebologie 2010; 39 (5): 271–289

▶Fig. 10  Treatment of varicose veins in one session.

D
ie

se
s 

D
ok

um
en

t w
ur

de
 z

um
 p

er
sö

nl
ic

he
n 

G
eb

ra
uc

h 
he

ru
nt

er
ge

la
de

n.
 V

er
vi

el
fä

lti
gu

ng
 n

ur
 m

it 
Z

us
tim

m
un

g 
de

s 
V

er
la

ge
s.


