Great saphenous vein stripping using nasogastric tube
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Summary

Background; Crossectomy and Great Saphenous Vein (GSV) stripping remains the gold standard of treatment for great
saphenous varicose vein. Many techniques of GSV stripping have been described. However, very few hospitals in
developing countries are equipped with a vein stripper.

Method and result: We describe the use of nasogastric tube in the stripping of GSV. This simple technique has been
successfully applied in three patients.

Conclusion: There is a need to carry out a prospective study regarding the application of this technique of GSV

stripping
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Introduction

A venous leg ulcer represents the severe end of the spectrum of chronic venous
disease’. Venous disease remains the most common cause of leg ulcer worldwide and it
leads to significant impairment in quality of life and work productivity?. For primary great
saphenous varicose veins, crossectomy (disconnection of incompetent saphenous-
femoral junction) combined with surgical stripping remains the gold standard of treatment
against which the results of newer techniques of varicose vein treatment, such as
endovenous laser therapy and radiofrequency ablation must be judged®. In developing
countries, not only are the above newer techniques un-available, but very few hospitals
are equipped with a stripper®. Thus there is a need to develop other means of stripping
which are compatible with the local situation. Previous attempts at stripping the GSV
without a stripper include tunneling around the GSV, with an additional incision above the
knee*. This method has the disadvantage of increased operation time and postoperative
pain. We commenced the use of a nasogastric tube in saphenous venous stripping and
hereby present a preliminary report.

Technique

With the patient under spinal or general anaesthesia, a 4-6 cm incision was made at the
groin crease medial to the pulsation of the femoral artery and sapheno-femoral junction
and all the tributaries of the great saphenous vein (GSV) were identified with careful
dissection. Once the anatomy was demonstrated beyond doubt, double- ligation of the
sapheno-femoral junction was performed with O-silk. The tributaries of GSV were ligated
beyond their first branch. A size 14 nasogastric tube was then passed through the lumen
of the GSV from the groin to the knee, figure 1.



The nasogastric tube was identified by palpation at the knee and a transverse, 3-4 cm

Figure 1: Groin crease wound with the Figure 2: Distal wound around the knee

nasogastric tube already inserted into the vein. showing vein already secured to the tube just
before stripping

The GSV was then transected distal to the tube and anchored with 0-silk to the end of the
tube at three points. Blunt dissection was carried out for a short distance proximally and
distally around the GSV to provide the plane of separation of the vein from surrounding
tissue. Then a swift force was applied proximally with the GSV and the nasogastric tube
held together with resultant stripping of the GSV, figure 3. Sterile elasticated bandage
was then rapidly applied to the thigh exposing the wounds at the groin and knee.
Subsequent wound closure was achieved in one layer with 4-0 nylon in simple interrupted
technique.
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o Figure 3: Showing stripped vein and tube in situ

We applied this technique successfully on three consecutive patients for great saphenous
varicose vein. The first was a 26 year old man with chronic left leg ulcer of six year
duration. Preoperative evaluation revealed sapheno-femoral incompetence and
incompetent left leg perforators. He had crossectomy, GSV stripping using a nasogastric
tube, sub-fascial ligation of perforators, ulcer excision and split-thickness skin graft. The
post-operative period was uneventful.

The second patient was a 44 year old man with right great saphenous varix who
presented for cosmetic reason. He had crossectomy and GSV stripping as described
above and the postoperative period was satisfactory.

The third patient was a 65 year old man with chronic left leg venous ulcer of 20 year
duration. Preoperative evaluation revealed GSV incompetence. He had crossectomy,
GSV stripping, wound excision and split thickness skin graft. Postoperative period was
satisfactory.

There was no incidence of haematoma collection or sensory abnormalities related to the
saphenous nerve after ten months of follow-up.

Discussion
Crossectomy and GSV stripping remain the gold standard in the management of great
saphenous varicose vein. Evidence suggests that GSV ablation is important in the
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treatment and prevention of recurrence of leg ulcers due to varicose veins®. Many
techniques of GSV stripping have been described °. Perhaps the most well-known are the
perforate invagination stripping (PIN, Crendenhill, Ltd, Derbyshire, UK) and the
conventional stripping (Astratech AB, Sweden). However, most hospitals in developing
countries are not equipped with a stripper and thus the need to develop another means of
stripping the GSV that is adaptable to the local situation.

We hereby describe this simple, cost saving technique which is applicable to any locality
where a stripper may not be available. The technique can be applied in reasonable time
without unduly prolonging the operation time. The size of the nasogastric tube may be
critical as we used size 12 nasogastric tube, rather than size 14, in one of the patient
initially resulted in snapping when the swift force was applied.

While complications such as sensory impairment from saphenous nerve injury have been
reported with the use of the conventional stripper’, there was no such complication in the
three patients who had this procedure. There is a need to carry out a prospective study
regarding the application of this technique of GSV stripping.
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