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Background: Varicose veins are common in Iraq. Increasing incidence is associated with available jobs of
bodyguards, barbers and computer workers.

Objectives: To highlight the frequency, presentation, methods of accurate diagnosis and surgical procedures
which are commonly used by Vascular Surgeons in Medical City Teaching Complex, Al-Shaheed Ghazi Al-
Hariri Subspecialties hospital and to compare this study with other international studies.

Patients and methods: This is a retrospective study of hundred patients with varicose veins, who were
admitted and surgically treated at Al-Shaheed Ghazi Al-Hariri subspecialties hospital during one year
period (1st of July 2010 to the 30th of June 2011). It illustrates the technique used and presents the surgical
complications met with in these cases.

Results: Most of the patients were males (67%). Most of them were bodyguards or computer workers. In
eight patients only surgical complications are met and dealt with.

Conclusions: We are in utmost need for newer methods of treating varicose veins such as Endovenous
laser treatment or radiofrequency ablation, and also in need for a well trained personnel and the essential

equipments to implicate this.
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Introduction:

Varicose veins are veins that have become enlarged and
tortuous. The term commonly refers to the veins on the leg,
although varicose veins can occur elsewhere.[1] The word
“varicose” is an old one. The origin of the word comes from
the Greek “grapelike”. It was probably first used as a medical
description by Hippocrates in 460 BC.[1] Varicose veins
were first described in the Ebers papyrus over 3500 years ago
.This ancient Egyptian work described ‘serpentine windings’
which were not to be operated on because the patients would
be ‘head to the ground’[1]The Hippocratic Treatises, written
in 460 BC, took treatment one step further, he prescribed
compression following multiple punctures. [1]

Most famous physician and surgeon of the era was ‘Abu al-
Qasim Khalaf ibn al-Abbas Alzahrawi’ known to the west
as Albucasis (930 AD to 1013 AD).[1] His description of
varicose veins stripping, even after ten centuries, is almost
like modern surgery “.

The advent of anaesthesia and antiseptic surgery advanced
the treatment of varicose veins with great pace. Friedrich
Trendelenburg (1841-1891), perhaps one of the most well
known venous surgeons, popularized mid-thigh ligation of
the GSV.

Several new approaches to stripping the greater saphenous
vein were introduced in the first few years of the 20th century.
The Mayo stripper is an extra luminal ring that cuts the
tributaries as it passes along the vein. The Babcock device is
an intraluminal stripper with an acorn-shaped head that pleats
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up the vein as it pulls the vessel loose from its attachments.
A number of techniques including Endovenous obliteration
with radiofrequency(2,3) cry stripping [4]; endovenous laser
obliteration (5) , angioscopic techniques[6], transposition of
a competent tributary vein [7] and echosclerotherapy using
a sclerosant foam [8 ,[9], have been proposed to minimize
the trauma of surgical treatment or to spare the LSV for
possible future artery bypass grafting.

Female sex, pregnancy, geographical site and race are risk
factors for varicose veins.[10] Other factors such as high
body mass index, poor health status, haemorrhoids and some
professional categories may be also important factors in their
presentation.[11] Less commonly, but not exceptionally,
varicose veins can be due to other causes, as post phlebitic
obstruction and/or incontinence, venous and arteriovenous
malformations.[12]

Varicose veins (VVs) classically result from venous
hypertension owing to incompetence of the major
communications between the superficial and deep veins
of the lower extremity. In a significant number of patients,
there is no demonstrable saphenous reflux and varicosities
are the result of isolated perforating and non-saphenous vein
incompetence. [13].

Patients & methods

This is a retrospective study of hundred patients with
varicose veins, who were admitted and surgically treated
at Al-Shaheed Ghazi Al-Hariri subspecialties hospital
during one year period from Ist of July 2010 to the 30th
of June 2011. The data were collected from the patients’
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case sheets and theatre records. Analysis of the data was
made by further taking information depending on history,
physical examination and different investigations (duplex
scanning, abdominal US, etc...). All patients, after a full
preoperative preparation underwent surgery under general,
spinal or epidural anaesthesia, during which the incompetent
veins were stripped from their junction with the deep veins
down in a retrograde fashion. Perforator veins were avulsed.
Haemostasis secured. The affected limb then wrapped in
compression bandage for 24-48 hours. Postoperatively these
patients were transferred to the surgical ward and stayed there
for three to five days. Antibiotic cover is used as a single dose
of cephalosporin 1gm i.v at induction as it is regarded as a
clean operation and this cover maintained during his/her stay
in the hospital and to be changed to single oral antibiotic on
discharge from the hospital until stitches were removed on
7th — 8th postoperative days. These patients were followed
up in our consultation clinic, on outpatient basis.

Special formula

A special formula was used to divide the patients as regard
their sex, age, presenting clinical features, affected side
(limb), preoperative investigations, type of anesthesia, details
of surgery and per and postoperative complications.

Results:

Hundred patients with varicose veins, operated upon during
one year period from 1st of July 2010 to the 30th of June
2011. Of them, sixty seven were male (67%) and thirty three
were female (33%).

The youngest patient was seventeen years old male and the
oldest patient was sixty five years old male. The majority of
patients were in the 4th decade of life (30 — 39) years. The
distribution of our patient as regard their age is shown on
figure (1).
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Figure 1: Age distribution of study patients

Seventy two of our patients presented with painful visible
veins, but twenty four patients presented with painless visible

veins, while twelve  patients complaining from itching.
Sixteen patients complaining from swelling and only five
patients were presented with ulceration and discoloration,
twenty nine patients presented with more than one sign
and symptom. The distribution of patients as regard their
presenting signs and symptoms is shown in table (1).

Table 1: Clinical presentations of the study patients

The signs and symptoms No. of cases %
Painful visible veins 72 72 %
Visible veins 24 24%
Itching 12 12 %
Swelling 16 16 %
Ulceration &discoloration 5 5%

Left lower limb is affected in forty nine patients (49%), while
the right lower limb is affected in forty two patients (42%).
Only nine of our patients presented with bilateral varicose
veins. The distribution of limb affection is shown in figure 2.

= Left lower limb
m Right lower limb

m Bilateral affection

Figure 2: Distribution of the study group by limb affection

Doppler study was done for all the patients. It showed that
sixty-four patients (64%) have incompetent saphenofemoral
junction, while in ten patients (10%) an incompetent
saphenopopliteal junction was demonstrated. In the rest of
our patients (26patients) no incompetent saphenofemoral
and saphenopopliteal junctions were demonstrated but
multiple perforators above and below the knee were evident.
In all patients the deep veins were patent . The distribution of
patients as regard Doppler findings is shown in table 2.

Table 2: Doppler findings in the study patients

Doppler findings No. of patients %
Incompetent saphenofemoral junction 64 64%
Incompetent saphenopoplitealjunction 10 10%

Competent saphenofemoral and sapheno
popliteal junctions (multiple perforators 26 26%
above and below knee)
Total 100 100%
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Surgery was conducted under general anaesthesia in 74
patients. Spinal anaesthesia was used in 19 patients. In the
remaining 7 patients with varicose veins the surgery was
conducted under epidural anaesthesia, and the distribution
of patients as regard type of anaesthesia used is shown in
figure 3.

m General
M Spinal

W Epidural

Figure 3: Type of anaesthesia used

Stripping and multiple ligation was the surgery of choice
in seventy four patients (74%), Of them, sixty four patients
stripping was done at saphenofemoral junction, while in the
remaining ten patients stripping was done at saphenopopliteal
junction. Multiple ligations were done for twenty six patients
(26%). The distribution of patients as regard the type of
surgery is shown in table 3.

Table 3: Type of surgery conducted on the study patients

Type of surgery No. of patients %
Stripping at saphenofemoral o
junction & multiple ligation 64 64%

Stripping at saphenopopliteal o
junction & multiple ligation 10 10%
Multiple ligation only 26 26%
Total 100 100%

Per operative course was smooth and uneventful and all of
our patients recovered smoothly .Postoperatively eight of
our patients develop some complications like parasthesia
which occur in four patients (4%) which was transient and
recovered after one week .Bleeding occur in three patients
(3%)which controlled by compression and not necessitated
surgical intervention ,wound infection occur in only one
patient (1%) which responded to change of antibiotics
and daily dressing .Deep vein thrombosis and pulmonary
embolism did not occur in our patients .No single mortality.
The distribution of the complications is shown in table.4

Table 4: Postoperative complications among the study
patients
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Discussion:

Varicose veins are common in our country .It is commonly
stated to be responsible for a wide range of lower limb
symptoms such as heaviness, swelling, aching, restless legs,
cramps and itching.[14°15]

Most of our patients were male (67%).The most common
predisposing factor is prolonged standing and that was
common in our male patient working as policemen or
bodyguard whom their work entailed prolonged standing
which lead to stagnation of blood in the lower limb,
increasing venous pressure and venous engorgement and
reflux of blood into superficial veins leading to varicosities
, and these results are in agree with Edinburgh vein study
in a cohort of 1566 patients, males were more than females,
but it is disagree with another study done by Brand FN et al
, were the most affected patients were females.[16] . Recent
surveys have suggested that the occurrence in men may be
comparable to that in women.[17]

San Valentino Vascular Screening Project stated that varicose
veins are more common with increasing age. The increase
with age is linear, there was no important difference between
males and females.[18]

The youngest patient was seventeen years old male and the
oldest patient was sixty five years old male. The majority
of our patients fall in the fourth decade of life. Most of our
patients were spending eight to twelve hours in an average day
in sedentary activities (sitting or standing) like bodyguards
or policeman or people working in offices spending their
time working on computers, and this is agree with a study
done by Brand FN.[19]

Cesarone M. R. et al stressed upon varicose veins incidence
increase with age rather than distributing patients according
to their age, and one of the studies conducted in Finland
stated that the incidence of varicose veins was significantly
higher at the age 50 — 55 years. [20]

Seventy two of our patients presented with painful visible
veins, while twenty four patients presented with only visible
veins, and this is in agree with Labropoulos et al study who
found that 70% of patients with long saphenous vein reflux,
complained of aching legs [21] , while French patients
with venous disorders of the legs are presented more with
sensations of heaviness, swelling, or restlessness in the legs,
abnormally felt in usual daily living. [22]

Left lower limb is affected in forty nine patients (49%),
while right lower limb is affected to a lesser extent (i.e.) in
forty two patients (42%), Bilateral affections seen only in
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nine patients.This in agree with a study done in France by
Patrick H. Carpenier in which the left lower limb is affected
more than the right lower limb .[22],but disagree with other
study done by Mark H. Meissner et al in which there is no
difference in the affection between the right and left lower
limbs. [23].

Duplex scanning for the varicose veins, it consists of three
methods of investigations, B — mode ultrasound, pulsed
duplex and color duplex scanning It showed that the majority
of our patients (64%) have incompetent saphenofemoral
junction and in only ten patients (10%) the Doppler
findings were incompetent saphenopopliteal junction. In
the remaining twenty six patients (26%), no incompetent
junctions but multiple perforators above and below the
knee were demonstrated. All patients have no DVT and all
superficial and deep veins were patent. Duplex scanning has
become the “gold standard” for diagnosis of varicose veins.
It is the main diagnostic tool in the preoperative diagnosis of
varicose veins, confirming the clinical diagnosis in our cases
and this is in agree with other studies. [24,25].

In most of our patients (74%) surgery was conducted
under general anaesthesia. In the remaining patients (26%)
the surgery was conducted under either spinal or epidural
anaesthesia. Most of the centres used general anaesthesia.
However a comparative study of local versus general
anaesthesia for varicose veins surgery conducted by M L
Wall, et al[26] conducted varicose vein surgery using general
anaesthesia in 26 patients and local anaesthesia in 72 patients
over three years (April 2004 — March 2006) concluded that
surgical treatment of varicose veins under local anaesthesia
can be performed safely with comparable results to general
anaesthesia in self — selected patients.

Epidural block provide a good alternative to general
anaesthesia.[27]However severe complications associated
with epidural and spinal anaesthesia were reported in Finland
like cardiac arrest, paraplegia and neurological deficit.[28]
Surgery was done in symptomatic patients. Conservative
treatments were given only during the waiting period until
the day of surgery, in the form of elevating the legs to provide
temporary symptomatic relief, advice about regular exercise
or wearing of compression stockings. The use of Diosmin
or other flavonoid has resulted in decreasing oedema due to
decrease transudation of fluid into the extracellular space,
often gives symptomatic relief.

Stripping and multiple ligation was done for seventy four
patients (74%), in sixty four patients stripping was done at
saphenofemoral junction , while in ten patients stripping was
done at sapheno popliteal junction . Only multiple ligation
or avulsion was done for twenty six patients (26%). This is
agreed with other study which showed that stripping of the
incompetent saphenous trunks is widely considered to be the
most appropriate management of varicose veins and chronic
venous diseases.[29].

The newer methods for treating varicose veins such as
endovenous Thermal ablation (Endovenous laser treatment or

radiofrequency ablation) and foam sclerotherapy[30,31] are
not in use in our hospitals as all the equipments and trained
personnel are not available .However all treatments were
efficacious. The technical failure rate was highest after foam
sclerotherapy, but both radiofrequency ablation and foam
were associated with a faster recovery and less postoperative
pain than endovenous laser ablation and stripping.[32]
Postoperative course was smooth and uneventful and
all of our patients recovered smoothly with no operative
complications. However Critchley G et al reported a major
vascular injury, the common femoral vein being damaged in
a patient undergo surgery, vein patch repair was performed
and patency was maintained.[33].

Postoperative complications like parasthesia which occurred
in four patients (4%) , was transient and recovered after one
week, bleeding occur in three patients (3%) which controlled
by compression and not necessitated surgical intervention .
Wound infection occurred in only one patient (1%) which
responded to frequent change of dressing and changing of
the antibiotics(all regarded as minor complications), which
also was reported in other studies.[34,35] . Postoperative
DVT which is reported by A. M Van Rij et al is not seen in
our patients.[34].

Pulmonary embolism following varicose vein surgery which
is reported by Critchley G et al.[33],Kazuhito Nagasaki et
al.[36] is not encountered in our study.

Mortality which is reported as a sequence of pulmonary
embolism was not reported in our patients. The mortality rate
following vein ligation and stripping has been reported to be
1 in 30000 in encyclopedia of surgery.[36]

Recurrence rate which is reported to be 15% to 30% in the
literature done by Darke SG is not seen in our cases during
this short follow up period.[37].

Conclusions:

Varicose veins are still common in Iraq. Most of our patients
were males, engaged in duties requiring long hours standing
or sitting. Affected females are mostly multiparous, obese
women.-Duplex scanningbecamethe gold standard test forthe
diagnosis replacing traditional clinical tests (Trendlenberg’s
or perthes’s manoveuvre). Classical surgeries of treating
varicose veins like stripping, avulsion or multiple ligation,
are still the most common surgical modality in use in our
country. Majority of our patients ran smooth post operative
course and no mortality being reported.

Recommendations:

Itisthe time to introduce the newer method of treating varicose
veins as Endo venous laser treatment or radiofrequency
ablation and foam sclerotherapy to our hospital. This
requires availability of necessary equipments and training of
the specialists.
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