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SCIV 83%
10.8 mm
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PASV 68%
73.0 mm
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Duplex anatomy




AASV trunk




AASV trunk




AASV termination: into the GSV
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Common termination with GSV
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AASV termination: into the CFV
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Anatomical variations: AASV termination




Anatomical variations:
AASV trunk













Incidence of AASV reflux
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(n) AASV reflux (%) GSV reflux (%)
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Recommendation

We recommend that patients with symptomatic incompetence of the accessory GSVs
(AAGSV and PAGSV) be treated with endovenous thermal ablation (laser or
radiofrequency) or UGFS to reduce symptomatology

(strength of recommendation Grade 1, Level of evidence C).




Single TA of the AASV




TA of both GSV and AASV




REVATA Study

= Prevait in 164/2380 patients after EVL or RF
- 159 GSV TA: 97% ( + adjunctive SSV TA in 43 patients)
- 2 isolated SSV and 3 AASV ablations

* Mean time of VV recurrence: 3 years

= Origin of recurrence:

- Total or partial GSV recanalization: 29%
- New VV in unablated GVS territory: 14%
- AASV reflux: 24%
- New SSV reflux: 16%
- Perforator pathology: 64%

Bush 2014



AASV evolution after GSV TA

= 93 |imbsin 76 patients

= AASV detectable in 46% refluxing in 2%
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AASV evolution after GSV TA

Probability of (no) present AASV
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CONTIOVERS!!S & PD TES
IN VASCULAR SURGERY

= |s there a place for treating non-refluxing
accessory vein in a prophylactic fashion at the
time of GSV ablation?



PREVAIT after TA

= 8 comparisons TAvs L&S in 7 RCTs =2 2Y FU
- RFA n=3
- EVL n=>5

= Qverall recurrent VV
- after L&S: 22%

- after TA: PREVAIT after TA

. eg;t metanivms resulting of AASV
Neovascularization: 18% reflux:

- TA: 4,2%

Recanalization: 32%

AASV reflux:

O’Donnell 2016



Secondary UGFS

UGFS in primary AASV (n 93) and
recurrent AASV (n 46)

Table II. Second UGFS treatments for recurrent
(recanalization) and new reflux

GSVreflux  AASVreflux SSV reflux
First treatment N= 1031 N= 139 N =239

Legs (%) requiring
second UGES 122 (11.8) 14 (10.1) 25 (10.5)
Mean (range)
follow-up 41 (6-
{months) 68) 35 (8-64) 32 (9-66)
Recurrent reflux
(n = 109)
GSv* 87 — —
AASY — 5 ——
S8V — — 17
Recanalization

rate 8.4% 3.6% 7.1%




Descending or ascending progression?




Descending or ascending progression?







CONTROVERSIES & UPDATES

Single TA of the GSV s
if the AASV is competent ~— == -

ACP Recommendation

We recommend that patients with symptomatic incompetence of the accessory GSVs (AAGSV and PAGSV) be
treated with endovenous thermal ablation (laser or radiofrequency) or UGFS to reduce symptomatology.

There are no data, however, to demonstrate that treating non-refluxing accessory vein
in a prophylactic fashion at the time of GSV ablation improves patient outcomes or
reduces the incidence of varicose vein recurrence.

www.cacvs.org



Don’t miss any AASV reflux!

+ Dist 0.646 cm

;¢ Dist 0.261 cm










