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“Careful dissection of the saphenofemoral junction combined with additional stripping of
the long saphenous trunk to just below the knee appears to be the best way to prevent
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recurrence from the long saphenous vein in the thigh.

Introduction

That statement by a leading Continental surgeon summarized surgical thinking in
the mid 1990’s and perpetuated the dogmatic teaching of the preceding 80 years. It was
as clear a statement as could be formulated and it was absolutely wrong.

Langenbeck, in 1861 described restoration of continuity of the Great Saphenous
vein after a segmental excision.” And Perthes described exactly the same finding in 1895
and referred to Langenbeck’s previous report.’

Restoration of venous continuity as described by Langenbeck as, . . . a new vein
channel of the thickness of the quill of a crow’s feather, which again joined the both ends
of the fully functioning remaining saphena” followed a segmental excision of a
saphenous varix and therefore was true neovascularization. Later, Homans advocated
saphenofemoral ligation with ligation and division of the tributaries to the terminal
portion of the saphenous vein to prevent restoration of venous continuity through a
collateral network in the groin.* From that time until the present, the theory of recurrent

saphenofemoral reflux through pre-existing collateral veins has been dominant.

Neovasculurization
GM Glass operating at the Mater Hospital in Belfast re-awakened the theory of
neovascularization. He did this by repeating the operations done by Langenbeck and

Perthes and by providing histologic evidence of new vessel formation.’



Recurrence of reflux at the sapheno-femoral or sapheno-popliteal junction is
often blamed on operator failure during the first intervention but it can not always be
explained by such technical inadequacy.. Its development can be attributed to
neovascularisation in the granulation tissue around the ligated saphenous stump.

The majority of authors in the 20th century have followed Homans’ lead and
claimed that recurrence was due to the development of incompetence in pre-existing
collaterals, which had not been inadequately ligated by the previous surgeon. During the
period 1960-80's, Glass was one of few surgeons to focus on recurrence of varicose
veins through regrowth of veins or 'neovascularisation' in an interesting series of clinical
cases and experimental work. Neovascularisation seemed to him to play a crucial role in
recurrence after correctly performed sapheno-femoral ligation.

In explaining the genesis of neovascularization, Sheppard hypothesized that,
“Under the influence of the high femoral venous pressure, the capillaries and venules in
granulation tissue (of the newly-forming scar) developed into dilated tortuous channels™
But it was Glass who proved the appearance of new vessels in his series of observations.
Glass found that continuity between the proximal and distal cut ends of the saphenous
vein was established through small vessels after 40 weeks following transection, and
much larger dilated vessels were seen at 64 weeks.’

The histological examinations showed organization of blood clots starting soon
after the groin operation. Blood vessels moving in from the surrounding tissue were
responsible for re-vascularization. At six weeks, there was re-canalization of the
thrombus occluding the vein, and vessels started to grow from the transected vein ends.
At 18 weeks, it was observed that new vessels between the cut ends were arranged in
parallel formation, and at 40 weeks, continuity of the vein had been completely restored
through small vessels, which were continuous with the transected vein ends. The new
vessels were very thin-walled, with muscular tissue at the site of the previously-closed
vein. It seemed to be reopened.

Also, Glass published experimental work on neovascularization in restoration of
continuity of the rat femoral vein following surgical interruption.

As Duplex technology became widespread, it was clear that the Duplex scan

provided necessary anatomical and functional information about the nature of recurrent






