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Before the introduction of duplex ultrasound imaging, surgeons would diagnose great
saphenous vein incompetence solely from the physical exam, i.e., a bulging vein in
the calf. The patient would then go to the operating room for surgical stripping of the
great saphenous vein and phlebectomy of varicose clusters. In the operating room,
after the groin would be opened, a stripping device would be passed “blindly” down
the thigh, and retrieved from a remote incision distally in the leg. It should come as
no surprise that recurrence rates were unacceptably high, largely because of improper
preoperative diagnosis and absent intraoperative imaging.2 If a surgeon identifies the
correct vein prior to treatment, be it surgical stripping or endovenous ablation, the
immediate recurrence rate is extremely low. Today, we know from duplex imaging
that the great saphenous vein (GSV) is often not the refluxing vessel causing

varicosis.

Great Saphenous Vein (GSV)

The saphenous compartment is bounded superficially by a hyperechoic saphenous
fascia and deeply by the muscular fascia of the limb. The saphenous fascia is the
portion of the membranous layer of the subcutaneous tissue that overlies the
saphenous veins. Visualization of this fascial envelope is an important landmark in
identifying the GSV with duplex ultrasound. Classically, the GSV has been said to be
duplicated in the thigh in as many as 20% of subjects. However, recent examinations
have demonstrated that true duplication, with two or three intrafascial veins in the

saphenous compartment, occurs in less than 1% of cases. Large extrafascial tributary



veins, which are termed accessory saphenous veins, can run parallel to the GSV and

can functionally act as duplicated veins.

The accessory saphenous veins are venous segments that ascend parallel to the
saphenous veins. They may be either anterior, posterior, or more superficial with
respect to the main trunk. The term anterior accessory great saphenous vein
(AASV) describes any venous segment ascending parallel to the GSV and located
anteriorly, both in the leg and in the thigh. The term posterior accessory great
saphenous vein (PASV) is consistent with any venous segment ascending parallel to
the GSV and located posteriorly, both in the leg and in the thigh. The leg segment
corresponds to the popular terms, Leonardo's vein or Posterior arch vein. The term
superficial accessory great saphenous vein (SASV) is considered any venous
segment ascending parallel to the GSV and located more superficially above the

saphenous fascia, both in the leg and in the thigh.

The key to successful varicose vein treatment is identification of the incompetent vein
in continuity with the area of varicosis. As for treatment, accessory veins are treated

in a similar manner to the GSV.

The AASYV is often short in length and is entered at the mid-thigh level on the anterior
aspect. The vein is entered percutaneously with ultrasound control using a
micropuncture system. The treatment length is often between 10 — 20 cm. (Recall that
the length of GSV treated is usually 40 -50 cm in length), For laser ablation,

exchange to a 5 FR sheath is not necessary because the 600 pm will fit through the 4

FR microsheath. The tip of the bare fiber is carefully navigated to the SFJ using






