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Perforators contribute to 
ambulatory venous hypertension  

 

• Number and diameter of perforators 
increases in advanced CVI 

• 70% of the IPV have hemodynamic 
significance  

• 45% of perforators are not 
abolished with saphenous ablation 
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When to Treat Them ?  

Incompetent  Perforators Advanced CVI (C5 – C6) 

No deep venous obstruction 



Perforating Veins 

Competent 

(< 500 ms) 

Incompetent 

( >500 ms) 
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• A perforator vein diameter of 3.9 mm had 

 high specificity (96%) 

 low sensitivity (73%)  

  to predict incompetence 

• Almost one-third of the incompetent 

perforators had a diameter of < 3.9 mm 



 a perforator diameter of 3.5 mm was 

associated with reflux in 90% 





Perforating Veins 

Competent 
(< 500 ms) 

Incompetent 
( >500 ms ) 

Pathologic Non-Pathologic 

• Small (< 3.5 

mm) 

• C2-C4 

• Not in close 

proximity of 

ulcer 

• Large (< 3.5 

mm) 

• C 5-6 

• Underneath a 

healed or active 

ulcer 



Guidelines of the SVS/AVF on Duplex Scanning 
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N of 
Guideline 

 

Guideline 

 

Grade of 
recommendati

on  

1 = strong 

2 =weak 

Grade of 
Evidence 

A: High quality 

B: Moderate quality 

C: Low or very low 
Quality 

2.4. We recommend a cutoff value of 
500 ms for the perforating veins 

1 B 

2.5. We recommend that the definition 
of “pathologic” perforating veins 
includes those with an outward 
flow of duration of 500 ms, with a 
diameter of > 3.5 mm and a 
location beneath healed or open 
venous ulcers (CEAP class C5-C6) 

1 B 



 



 



 



 



Dutch SEPS Trial 

• RCT on best medical treatment vs. 
SEPS and saphenous ablation 

• No difference at 29 months  

• SEPS beneficial  

• in recurrent and in medial ulcers 

• in centers of excellence 

van Gent WB et al. J Vasc Surg 2006:44;563-571 



 



 

• 1 year closure rate after RF was 88% 

• RF stylet is an effective treatment of incompetent 

perforating veins 



 

• 75 recalcitrant ulcers treated with RF ablation  

• 90% of ulcers healed when at least 1 perforator 

was closed 

• No ulcer healed without at least 1 perforator 

being closed 



 



Perforator Interruption in Simple 
Varicose Veins (C2) 

     Kianifard B, Holdstock J, Allen C, Smith C, Price B, Whiteley MS. 
Randomized clinical trial of the effect of adding subfascial endoscopic 
perforator surgery to standard great saphenous vein stripping.                                                                                             
Br J Surg 2007;94:1075-80. 

 

• RCT: 38 limbs with HLS + SEPS, 34 with HLS 

• No difference in pain, mobility, varicose vein 
recurrence and QOL scores At 1 year  

• SEPS added no benefit  in C2 disease 



• 64 ulcers 

• 100% healed after RF, 88% after SEPS 

• Recurrence was 17% after SEPS, 25 % after RF 

• Supports perforator + GSV ablation in C6 

disease 



 

SEPS 

Duplex Guided 

Phlebectomy RF 

 

Laser Sclero 
therapy 

Proven 
efficacy 

++ + ++ + + 

Long term 
data 

++++ + ++ + + 

Invasive 
procedure 

++++ +++ ++ ++ + 

Treats all 
IPVs 

++ +++ +++ +++ ++++ 

Return to 
work 

++ +++ ++++ ++++ ++++ 

Repeatable + ++ +++ +++ ++++ 

SEPS vs. Other Methods? 



Guidelines of the SVS/AVF on Treatment of Perforating Veins 
 

N of 
Guideli

ne 

 

Guideline 

 

Grade of 
recommendati

on  

1 = strong 

2 =weak 

Grade of 
Evidence 

A: High quality 

B: Moderate quality 

C: Low or very low 
Quality 

13.1 We recommend against selective 
treatment of incompetent perforating 
veins in patients with simple varicose 
veins (CEAP class C2). 

1 B 

13.2 We suggest treatment of “pathologic” 
perforating veins that includes those 
with outward flow of 500-ms duration, 
with a diameter of 3.5 mm, located 
beneath healed or open venous ulcer 
(class C5-C6). 

2 B 

13.3 For treatment of “pathologic” 
perforating veins, we suggest SEPS, 
ultrasonographically guided 
sclerotherapy, or thermal ablations. 

2 C 



 Do Perforator Veins Always Need to be Treated 
or Should Treatment be Limited to C5 or C6 

Venous Disease and How? 

Treat incompetent perforating veins selectively  

• in patients with large perforators (>3.5 mm)  

• in C5-C6 disease 

• when they are located underneath of healed 

or active ulcers 

• Use percutaneous techniques preferentially 

• SEPS is reserved for rare and refractory 

cases with severe skin changes 



THANK YOU! 


