CORRESPONDENCE

Varicose veins, there is more than meets the eye
studies near to impossible. The CEAP-classification
almost immediately revolutionised the way in which
phlebology was looked at because of its simplicity and
reproducability. It made comparison between different studies possible, and has become the worldwide
standard for describing the clinical features of CVD.3
However, in many practices the CEAP-classification is
reduced to only the C (grade 0 to 6). Because with the
introduction of the CEAP-classification in 1996 when
the Hand-Held-Doppler was the phlebologist’s most important investigative tool, clinical appraisal was done
by sight alone. Although DUS had been introduced in
the late 80s of the last century it was still too expensive
and too elaborate for every practice. Nowadays DUS is
common in every phlebological practice and mandatory
to perform in every patient before an intervention takes
place. In addition DUS has become an essential part in
both diagnosis and treatment of varicose veins since the
introduction of ablative endovenous techniques such as
endovenous laser ablation (EVLA) and radiofrequency
ablation (RFA) almost a decade ago. These endovascular procedures have become very popular and the focus
of many with the intention to recover the disturbed venous hemodynamics. The physician is the only person
who can make the right decision for the patient. The
consideration to treat or not to treat is nowadays dependent on DUS findings and not on clinical appreciation alone.
A complete CEAP-classification gives a correct statement about reflux in the saphenous veins, but the use of
the C alone is misleading. It can even lead to misinterpretation of the function of the saphenous veins because
the C only comprises visible clinical signs. According
to its definition the C is based on the physician’s visual
clinical appraisal of the patient. Following the complete
CEAP-classification endovenous procedures may be
justifiable in all C classes. However a patient without
visible varicose veins (C0) or small reticular varicose
veins (C1) may also have significant reflux.5 Classifying
a patient with an incompetent but invisible GSV as C0
or C1 is misleading, since this patient has more severe
pathology than the clinical score suggests and may lead
to undertreatment. An excellent and objective scoring
system for varicose veins can also be helpful in health
care insurance decisions which patients should receive
reimbursements for their treatment. In other words,
cosmetic varicose veins can be separated from medical
varicose veins. Unfortunately reflux is not an absolute
haemodynamic parameter because not all patients with
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TO THE EDITOR: Patients with varicose veins consult
a physician because of complaints, visible signs, or a
combination of both. Classically, varicose veins are divided into telangiectasia, reticular veins, tributary varicose veins and saphenous varicose veins.1 Based on Duplex ultrasonography (DUS) varicose veins are divided
into varicose veins inside the saphenous compartment
and varicose veins outside the saphenous compartment. Varicose veins outside the saphenous compartment are frequently clinically visible as classical varicose veins and rarely lead to complaints. Varicose veins
inside the saphenous compartment are rarely clinically
visible varicose veins, but may lead to severe complications (C3 to C6 according to the clinical score of the
CEAP-classification) if left untreated.
Fifty percent of all chronic venous leg ulcers are
caused by superficial venous insufficiency (SVI) alone,
which consists of a spectrum that runs from venectasia
to full-blown saphenous vein incompetency. Early treatment may in time avoid nearly all of these leg ulcers.
The great saphenous vein (GSV), small saphenous vein
(SSV) and their major side branches ‑ especially the anterior accessory saphenous vein (AASV) ‑ may contribute to disturbed venous hemodynamics. In fact for the
superficial venous system reflux forms the only hemodynamic disturbance, which may lead to venous hypertension and finally ulceration. In addition the terminal
and preterminal valves at the saphenofemoral junction,
some major perforators and the so-called “point de Gillot” may contribute to the severity of SVI. Recently Pittaluga demonstrated the relationship between incompetence of the AASV and GSV.2
All this means that behind the clinical diagnosis of
C2 according to the CEAP-classification 3 a broad and
complex situation exists regarding disturbed venous hemodynamics. Just mentioning C2 does not provide any
information about the complexity of SVI in which varicose veins play the major role. Up to now an adequate
classification system for varicose veins is lacking. Nonphlebologists often confuse varicose veins with chronic
venous disease (CVD). However varicose veins are only
in part responsible in the complex spectrum of CVD.
In 1994 the CEAP-classification was introduced as “a
more precise classification of chronic venous dysfunction simple enough to encourage its universal acceptance”.4 Up to then physicians classified CVD with a vast
variety of clinical, anatomical and physiological signs.
Frequent adaptations of anatomical nomenclature and
treatment options have made comparison of scientific
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reflux will develop an ulcer over time. This is illustrated
by the fact that the incidence of varicose veins is much
higher than the incidence of venous ulcers. We therefore
propose to adjust the C in the CEAP-classification by dividing C2 into two subclasses: C2a (minor reflux) and
C2b (major reflux) just as was done with C4 in 2004.3
The decision to treat or not to treat should be based
on medical and not on cosmetic grounds. This should
depend on the risk or presence of complications of
CVD. So, disturbed venous hemodynamics with significant reflux should be the criterium.6 As an adequate
study lacks we propose on theoretical grounds that a
GSV with a diameter ≥5 mm measured at 15 cm distal from the saphenofemoral junction corresponds with
significant reflux, and may be classified as C2b. Such
findings justify an adequate treatment which restores
normal hemodynamics, takes away complaints and
reduces the risk of longterm complications such as venous leg ulcers.
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