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Thrombus at the SFJ after endovenous ablation: What should I do now?
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Recent advances in ultrasound, radiofrequency and laser technology have made
endovenous vein obliteration a new exciting alternative to traditional ligation

and saphenectomy for the treatment of varicose veins and venous insufficiency. A
relatively easy learning curve and overwhelming patient satisfaction have made this
procedure very appealing to many clinicians. Early results with this minimally invasive
modality have equal to or better efficacy than traditional ligation and saphenectomy.
Despite these encouraging results, there has been mounting concerns by clinicians over
the incidence of Deep Vein Thrombophlebosis (DVT) following endothermal vein
ablation and the potential for fatal pulmonary embolism. There are several reports in the
literature citing the concerns of the progression of isolated superficial thrombophlebitis of
the great saphenous vein into the deep venous system and potential risk of pulmonary
embolism.™ 2 This has prompted a debate in the medical community regarding whether

to treat superficial thrombophlebitis (STP) of the great saphenous vein.

Many clinicians have regarded STP as a relatively benign disease process, which can be
observed with little or no consequence and treated with traditional therapy consisting of

analgesics, non-steroidal anti-inflammatory medications and application of heat therapy.



Others, citing a high incidence of proximal progression and resultant DVT and
pulmonary embolism, aggressively treat this finding with anticoagulant therapy and/or
SFJ ligation.'*! Cheﬂgelis et al reported an incidence of 11% progression of STP to DVT,
prompting them to treat isolated superficial thrombophlebitis with anticoagulation."!
Verlato et all reported a 33% rate of objectively proven pulmonary embolism in patients
with STP of the great saphenous vein.”) It would therefore seem clinically prudent to

treat isolated STP with anticoagulation and or ligation, particularly if it is located in

proximity to the SFJ.

With the increasing use of minimally invasive endovenous obliteration in the treatment
of varicose veins, the potential of thermally induced thrombosis of the great saphenous
vein propagating into the femoral vein post operatively has become a clinical reality.
Hingorani et al. reported a 16% duplex documented DVT following radiofrequency
ablation of the GSV /! Although at the Vein Institute New Jersey this occurrence has not
been as high (6/800/0.75%), when documented ultrasonically, it requires immediate

attention.

At the Vein Institute of New Jersey and the Venous Day Surgery Center in Padua, Italy,
we have seen and repeatedly demonstrated that a venous thrombus produced by
endothermal obliteration, displays a different sonographic echogenicity. Within a
relatively short period of time (less than 24 hours), the thrombus is sonographically
echogenic whereas a spontaneously occurring thrombus may remain hypoechoic for
many days after its initial identification. Also, we have looked at the potential for further

thrombosis propagation after the initial post-operative documentation of EHIT and found






