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Superficial vein thrombosis (SVT) is less wellstudied than deep vein thrombosis (DVT)
because it has been considered less serious
and is easily diagnosed following clinical
symptomatology, and therefore requires mainly
conservative treatment.1 The condition is
common and is usually accompanied by clear
inflammatory skin changes, and should be
denoted as interchangeable with superficial
vein thrombophlebitis.2
The saphenofemoral junction is an important
anatomic marker when differentiating between
SVT and DVT, the latter being a highly probable
complication of the initial superficial thrombotic
process. Authors diverge in the cut-off values of
distance from the junction for the thrombotic
process to be considered as a DVT with high
probability of lethal consequences, such as a
pulmonary embolism. Even in the absence of
such a serious complication, DVT can still concur
with SVT when thrombus presence is 1–3 cm
from the junction.3-5
Authors still debate over the best treatment
option for SVT. A diversity of methods
and interventions are advised, including
elastic stockings, anti-inflammatory drugs,
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anticoagulants, and/or surgery.6 Even surgeons
are not unanimous when offering such a
solution: ligation of the saphenofemoral
junction (SFJ), stripping of the varicose
veins, and resection of the greater saphenous
vein (GSV).7,8 The recurrence of varicosities is in
fact not the only adversity challenging almost
all surgical options; pulmonary embolism is
another major event that requires appropriate
prevention peri- and intra-operatively, since an
extension of the thrombus into the deep venous
system is still possible. Apart from concerns
over these adversities, authors still debate the
best option for treatment of SVT, as well as the
best technique, if any.9
From January 2012 to December 2016, 120
patients presented at the Service of Vascular
Surgery, Tirana, Albania, with truncal varicose
veins complicated with thrombosis within 0–5
cm from the SFJ. The mean age of patients was
58 years (range: 34–82 years) with the majority
of patients in their 50s. 82 patients were female
(68%) and 38 were male (32%). All cases
underwent a duplex scan pre-operatively, and
the imaging data were associated with the intraoperative findings.
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In 24 patients (20% of the cases), in whom
the thrombus was 1 cm from the SFJ and with
extension into the common femoral vein (CFV),
a high ligation was performed after clamping
the CFV above and below the junction. In the
other group of patients (n=96; 80% of the cases),
where the thrombus was 2–5 cm from the SFJ,
the CFV was not clamped. The presence of the
thrombus within 0–5 cm from the SFJ is likely to
be an indication for surgical intervention, albeit
other sources suggesting the efficacy of a 45day anticoagulation therapy.10
The disconnection of the GSV from the CFV will
prevent the extension of the thrombus into the
femoral and iliac veins, thus avoiding potentially
life-threatening complications such as DVT and
pulmonary embolism. What is more, the clamping
of the CFV should always be performed when
the thrombus has penetrated the later, when it
is within 1 cm from the junction, and when the
surgeon is not sure whether the junction itself is
free. On the other hand, when sonography data
suggest a thrombus distance of 2–5 cm from
the femoral vein, there is enough space for the
operating surgeon to ligate the saphenous vein

without risking a thromboembolic event, and no
need to clamp the CFV.
None of the patients suffered from a pulmonary
embolism during the procedures. In the second
subgroup (96 patients; operated without
clamping the CFV) there was one case with DVT,
with extension of the thrombotic process into
the common femoral and external iliac veins.
Another two patients from the same subgroup
presented minor symptomatology of pulmonary
embolism post-operatively. All three cases
with minor complications were successfully
treated with rivaroxaban and were discharged
within 1 week following the operation. The other
patients (117/120) were discharged 2–3 days
following the surgery. No serious complications
presented in either subgroup within a 3-month
follow-up period.
Surgery of GSV involving SFJ is a safe and
effective
option,
when
comparing
final
outcomes with anticoagulation therapy alone;
the occurrence of severe adverse complications
when anticoagulating patients should also be
kept in mind.11
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