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Abstract
The recurrence discussion in varicose veins is mainly led to a tendentious venous stump 
discussion. Radical stripping vs. endovenous laser as a vehicle for the fundamental scientific, 
turning away from the endovenous procedures, in the treatment of varicose disease. This 
is no new phenomenon, it`s nearly as old as the different therapy options himself. Since 
1911 we have seen the discussion between the radical surgery fraction and the endovenous 
fraction.
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Introduction
The recurrence discussion in varicose veins is very intensive and 
controversal. On one side the collegues with experiences in 20 
years of catheter based endovenous ablation, on the other side 
collegues without any experience in these techniques. Here 
we find insistence on radical therapy techniques. This is all the 
more surprising since Ferdinand Sauerbruch in 1929 considered 
radical vein surgery to be no longer up-to-date.

Saphenion would like to discuss the scientific work of Prof. 
Achim Mumme, Head of Vascular Surgery at the Catholic 
Hospital Bochum in the journal "Phlebologie" [1]. Meanwhile, 
he declared in TV the "stripping" to gold standard again [2]!

Another reason is the current review in a district Court 
procedure in Neubrandenburg for the reimbursement of costs 
for endovenous procedures on the venous system. The expert, 
Prof. Ernst Klar, Head of University Surgery Hospital Rostock, 
largely accepts the arguments of Prof. Mumme.

Long venous stump after catheter therapy-
cause of higher recurrence rate? 
Prof. Mumme writes: “In the case of endovenous procedures for 
the treatment of truncal venous insufficiency, the principle of 
crossectomy (lateral branch obstruction in the inguinal region, 
in the foreground) is dispensed with and almost always a vein 
stump remains (long stump of the saphenous vein, author) , 
crossectomy is an indispensable part of the treatment concept 
in surgical treatment, however, and leaving a truncal vein stump 

is considered a treatment error, which favors the development 
of recurrent varicose veins. In the field of GSV-junction there is 
therefore currently no uniform treatment principle“. 

What is considered as therapy recommendation in one procedure 
(endovenous procedure) is a treatment error in the other 
procedure! 

Against this background, long-term results of the competing 
procedures are relevant. In particular, the question must be 
clarified whether the departure from the principle of crossectomy 
actually has no effect on the recurrence rate.

A literature search looked for prospective randomized trials with 
a follow-up period of at least 5 years in which endovenous laser 
procedures were compared with the crossectomy and stripping 
operation and in which the duplex sonographic detection of 
vein junction was performed. The duplex sonographic junction 
recurrence is considered a surrogate parameter for the later 
occurring clinical junction recidive. Laser therapy (EVLA) was 
studied in 6 randomized trials and radio wave therapy in one 
study. In favor of a better homogeneity of the comparison groups, 
the only radiowave study was excluded, so that only laser studies 
were included. 

In none of the studies was the rate of duplex sonographic 
recurrence after laser lower than after crossectomy and stripping. 
In one study, the recurrence rates were the same and 5 studies 
showed an advantage for the surgery. In these studies, the rate 
of duplex sonographic recurrence after laser was 1.7-5.6 times 
higher than after surgery. 
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The data from the medium-term follow-up studies indicate that 
the departure from the principle of radical surgical crossectomy, 
at least in the case of the laser, is at the expense of a higher rate 
of recurrence. In view of the great socio-medical significance of 
the recurrence of the disease, these figures are alarming, since 
high follow-up costs for the treatment of recurrences must be 
expected. Whether the principle of crossectomy can also be 
implemented endovenously is questionable. 

However, to what extent the principle of crossectomy can be 
understood in an endovenous way is still unclear. There is no 
evidence that an endovenous occlusion of the crosse at the level 
of the deep vein also persists in the long term. 

In addition, it is unclear whether the heat ablation directly 
at the deep vein leads to consequential damage such as 
thromboembolism, scarred stenosis (constriction d.A,) or damage 
to the lymphatic tissue.

Other problems exist in medical terms. Finally, in the application 
notes of various methods, the heat ablation of the proximal 1-2 
cm of the trunk vein is expressly prohibited. 

Until these issues have been resolved, heat ablation directly 
on the deep vein should only be done within ethically verified 
studies. High recurrence rates of laser therapy confirm the 
necessity of the crossectomy. 

The high recurrence rates of laser therapy are alarming and, 
in retrospect, raise the question as to whether the paradigm 
shift made with the introduction of heat ablation methods was 
justified. The negative effects of the saphenous stump known 
from operative therapy with regard to the development of 
recurrences apparently also apply if the stump is the result of an 
endovenous treatment. Demensprechend must be considered as 
a consequence of the endovenous therapy that no Crossenstumpf 
with morbidly altered V. saphena magna may be left behind. 
Finally, this acceptance of the principle of crossectomy would 
also end the paradox that has existed for years, that on the 
one hand (endovenous therapy) is permitted, which on the 
other hand (surgery) is regarded as a treatment error and is 
therefore prohibited. In fact, so far two (!) Randomized studies 
have confirmed the positive effect of a combination of EVLA 
and crossectomy. In combination with surgical cystectomy, laser 
therapy has similar cervical reflux rates as the crossectomy and 
stripping operation. 

Much of the operations carried out in Germany are aimed at 
eliminating crossbones. According to data published by Noppeney 
in 2005, of a Germany-wide quality assurance register, the 
proportion of operations on relapse was about 15%. In specialized 
centers, the proportion of re-crossectomies is even higher. In the 
infirmary of Frings et al. their share was 24%. Accordingly, the 
socio-economic importance of the Crossezidive is high. Already 
in the year 2000, the costs in Germany amounted to approx. €64 
million. At the time, it was still all about "surgical recurrences". 
At present, however, we are seeing an increasing substitution of 
varicose veins surgery with endovenous procedures.

This development should lead to considerable socio-medical 
effects. In view of the higher rates of recurrence of laser ablation 

in Germany by factor 4 or 5.6, follow-up costs at the astronomical 
level threaten the later elimination of stomp veins. Extrapolated 
from the figures from the year 2000, these cheat about € 256 
million to € 358.4 million per year if only lasers were used instead 
of the radical surgical operation. Such extrapolations are certainly 
fraught with great uncertainties.

Nevertheless, they illustrate the burdens that would be expected 
if the relapse-poor operation were substituted by endovenous 
methods [3] (Figures 1 and 2).

Our thoughts and experiences to the topics

Basically, we agree with Prof. Mumme. The effective treatment 
of the vein junction is not just since today sine qua non. We 
too have learned the Crossectomy in the appropriate clinics 
and universities and carried out many thousands of stripping 
operations in the hospital and then in our own practice [4-7]. At 
Saphenion, crossectomy is still considered necessary. However, 
crossectomy is also endovenous very well - if not better - feasible. 

Combination of venaseal and sealing foam in 
therapy of GSV junction.

Figure 1

Sonography post op venaseal of GSV and VSAL 
simultaneously at the juction.

Figure 2
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We have an ultrasound device intraoperatively and can show all 
lateral veins in the inguinal region during the catheter procedure. 

In the endovenous procedures radio wave and vein glue, as well 
as in the microfoam, the principle of crossectomy is not dispensed 
with. All the colleagues we know, whether traveling with the new 
laser devices, working with the radio wave catheter or, as we do, 
with the venous adhesive, push the catheter as far as possible 
(about 1 cm from junction) and then start the therapy. So it comes 
with the thermal process to the boiling of the vein wall to the 
confluence, as well as the glue for sealing to the sealing of vein 
junction. This requires-of course-the experience of about 150 
interventions (s. a. my presentation at the "hot iron Heidelberg 
2017"). Then the modification of the therapy can be started. To 
what extent the laser operating at very high temperatures sets 
injuries to the deep venous system or to the lymphatic or nervous 
system in the case of estrogen-related therapy, we can not judge. 
We left the laser in 2008 and then switched to the radio wave 
catheter before working with the vein glue in 2012 [8-14].

Even with endovenous therapy, it is not true that a long stump is 
accepted. Again, the junction is treated, either with microfoam or 
with a renewed catheter maneuver [15-18]. 

Unfortunately, Prof. Mumme only compared the laser process 
with stripping for his work. The 6 studies chosen by Prof. Mumme 
are also no longer up-to-date. For 3 years, long - term results 
from the radio wave or VenaSeal catheter have been available 
[19-25]. Bearing in mind that the radio wave catheter has a higher 
closure efficiency than the laser and the glue once again more 
effective than radio wave, the statements on the topic are only 
very limited to discuss.

As already mentioned, the current study literature on long-term 
results of the radio wave and the VenaSeal vein glue was not 
spotted by Prof. Mumme at all. In this respect, the statement 
prohibits, endovenous procedures produce faster and more 
recurrences. The results speak a completely different language 
[26,27]. 

The indication of an almost 6 times higher recurrence rate in 
the laser compared to the radical stripping op is in itself clearly 
polemical and tendentious, as Prof. Mumme considers only the 
laser (which laser at all, linear or radial laser?) isolated [7].

We agree with Prof. Mumme - recurrences are not beautiful and 
must always be treated. But we also see stripping in up to 60% 
depending on the study. In our vein center many relapses come 
after stripping surgery. But here is also cited Van Dongen: "... you 
always have to educate the patient that the varicose veins are a 
chronic process and we can not really stop the new development 
...." [3]. By the way, after radiowave or vein glue therapy, we have 
seen significantly fewer recurrences for nearly 7 years in the 
follow-up [8,15,16].

The proof of a long-term closure of the vein glue is provided by 
regular duplex sonographic follow-up checks. We have seen a 
closure rate of 96.4% over 81 months [15,18,25,27].

Prof. Mumme is right here! That was a reason for us to stop using 
the Linearlaser from 2008 onwards. Also we have seen nerve and 
lymphatic damage [7]. 

We are also aware that manufacturers of various endovenous 
technologies always point out that they are about 5 cm away from 
the crosse. This also applies to the vein glue [17]. However all 
procedures are clearly modifiable after appropriate experience. 
And you clarify in any case, the patient on the therapy process. 
Normally, our patients almost always ask whether the catheter 
is in the pelvic vein or the vein glue flows into the pelvic vein-so 
they understood the problem [15,27].

In the laser we agree with Prof. Mumme. But we would also 
like to hear current users of the laser system. And perhaps the 
collegue of Prof. Mumme in Bochum, Prof. Stücker, now head of 
the venous center at the Catholic Hospital Bochum, to report on 
his own experience with laser and radio wave [7,20,21]. 

We also agree completely with Prof Mumme here. Crossectomy 
must also be used in endovenous procedures. And as described 
above, this is done by most of us colleagues known in various 
ways. However, the high recurrence rates only in the (older) 
laser studies are really not the reason to want to demonize all 
endovenous procedures for massive cost increases in the future. 
Conversely, a shoe is sewn: a clear definition for all endovenous 
procedures and exclusively outpatient therapy (because 
stationary much more expensive [22]. 

Here we can not agree - we do not see higher recurrence rates, 
we see recurrences especially after radical surgery. Now you 
could say that this surgery was wrong. But that's not ours and 
we will not do colleague bashing. But the warning of rising costs 
for recurrence treatment through the large-scale introduction of 
all endovenous procedures is biased and not substantiated by 
factual evidence [7-10,20-22].

As already written by Prof. Mumme, to speak of astronomically 
rising costs related to the high recurrence rate of endovenous 
therapy is unsure. So again tendentious in this context [7,22] 
(Figure 3). 

This is all the more true for the final conclusion: Stripping as a 
relapse-poor compared to radio wave and vein glue is a complete 

Venaseal of GSV and VSAL with aneurysms near 
at vein junction.

Figure 3
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lack of awareness of the current study situation and the daily 
clinical experience in the specialist practices [8-10,17-27]. 

Conclusion
We have to start again in Germany with the radical "stripping" 
after Sauerbruch 1929 had put this procedure to the record. 
Around Germany, people are working diligently with endovenous 
techniques. Whether in Poland, in the Baltic Republics or in 
Russia! and even better, you also know the numbers: In Germany, 
65-70% of all patients are treated by radical stripping, in the 
US more than 90% of patients are treated with endovenous 
catheters. 

We don`t think, that 6 older studies about laser ablation vs. 
stripping give the right to ignore all the new endovenous 
techniques. We have a lot of studies about radio wave and also 
about VenaSeal. Also, the microfoam shows good experiences 
in the therapy of truncal varicose veins, if we take care in some 
general points (diameter of veins, length of veins).

And the author has forgotten the better results of radio wave and 
the VenaSeal. But all users of these techniques have to ablate 
also the junction. This is to make very good with the catheter 
system alone or in combination with microfoam or Sealing Foam. 
Just as we can no longer build airports and subways in Germany, 
so we are going back to the "stripping" by the American surgeon 
Babcock first described in 1906/1907. 

And who thinks about the pain of the patient? Who thinks about 
the Quality of life (QoL-Index) after radical surgery?
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