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Catheter directed foam sclerotherapy for saphenous vein reflux: Mid-term results

Objective: To describe mid-term results of catheter-directed ultrasound guided foam sclerotherapy (CDFS) on saphenous vein 
reflux.

Design: Retrospective study with 1-38 months’ follow-up. 

Material and methods: Between January 2008 and October 2010, we treated 91 consecutive patients with CDFS using a 3% 
sodium tetradecyl sulfate (SDS) foam; 73 Great Saphenous Vein (GSV), 10 Small Saphenous Vein (SSV) and 8 Accessory 
Anterior Great Saphenous Vein (AAGSV). Clinical and duplex scanning (DS) assessment was performed at one week, one 
month and yearly thereafter. Seven patients were lost to follow-up after one month. Results were classified as recommended by 
the German Society of Phlebology and reported using a Kaplan-Meier plot.

Results: 84 treated patients were followed longer than one month, and the mean follow-up was 14 months (range 1- 38 months), 
95% of patients reported symptoms reduction and esthetic improvement, while 78% of veins were obliterated on DS. only one 
patient suffered tibio-popliteal vein thrombosis. There was no statistical significant difference in the occlusion rate between 
the GSV, SSV and AAGSV, but less than 7mm vein had a better occlusion rate than more than 7mm although the difference 
did not reach statistical significance. 

Conclusion: CDFS is a simple and safe method to treat axial reflux and offers good mid-term results for the treatment of 
saphenous veins reflux. 

Biography
Boutros Karam is a vascular surgeon trained at Mc-Gill and Western Ontario University in Canada in Private Practice in Montreal has special interest in 
Phlebology including EVLA, Foam and MOCA. Speaker at Canadien society of phlebology and Lebanese society for vascular surgery, active Member of 
the north American society for vascular surgery (SVS), and his name is on 17 peer reviewed publications. Joined the division of vascular surgery at the 
American university of Beirut in 2016 as an assistant professor of surgery, with practice dedicated to developing a varicose vein center at the AUBMC. 
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Conservative care options for patients with a failed thoracic outlet syndrome surgery 

Thoracic outlet syndrome is a compression syndrome of the thoracic outlet (inlet or compartment) which is a tunnel over the 
rib cage under the shoulder and that allows the safe passage of the subclavian artery, subclavian vein, and nerves of the brachial 
plexus that pass from the chest and neck area into the arm. 

Indications for surgery include, failure of a carefully supervised physical therapy program, paget-schroetter syndrome, post-
subclavian vein thrombosis, arterial compression, limb-threatening complications, long-term compression, and neurologic 
deficit  and intractable pain.    

A failed thoracic outlet syndrome surgery is one that yields recurring major symptoms after surgery.  One author estimated 
that recurring major symptoms persist in 15–20 percent of patients. Another author has stated the return of symptoms after 
surgery is more than 40 percent and another author stated it was as high as 61.2 percent. 

Both the supraclavicular and transaxillary approaches focus on the surgical resection of the anterior scalene muscle, the middle 
scalene muscle and the first rib because it is elevated into the neurovascular bundle.  Studies quote the reasons for recurrence 
or failed thoracic outlet syndrome surgery are due to an incomplete resection of the rib, an inadequate deep compression, 
reattached scalene muscles, scar tissue and a bony regeneration around the first rib.  

This lecture explores the possibility that thoracic outlet syndrome surgery fails because not only is the floor of the outlet 
elevated by the elevation of the first rib but also the roof of the outlet, the shoulder girdle has fallen into the outlet from 
weakness in the upper trapezius muscle and levator scapula muscle but it is also possible that the roof of the outlet shoulder 
girdle is being dragged into the outlet abnormal sustained contraction of the pectoralis minor muscle, biceps short head, 
coracobrachialis muscle, subclavius muscle lower trapezius muscle and latissimus dorsi muscle.  

If only the anterior scalene muscle, the middle scalene muscle and the first rib are resected this only opens space in the floor 
of the thoracic outlet.  If only the pectoralis minor is resected this could not completely address all the muscles that can cause 
compression of the outlet.  That is because the biceps short head, coracobrachialis muscle, subclavius muscle lower trapezius 
muscle and latissimus dorsi muscle are not addressed.

In this presentation we will discuss the thoracic outlet anatomy, the etiology of thoracic outlet syndrome and why the incidence 
is increasing, and the results we have had by treating patients whose surgery for thoracic outlet syndrome has failed by 
addressing the cause of the depression of the shoulder girdle into the thoracic outlet with conservative care.

Biography
James Stoxen, is the president of Team Doctors®, Chicago, Illinois, one of the most recognized treatment centers in the world.  He has been invited 
to give scientific presentations at over 60 medical conferences in Australia, Brazil, China, Columbia, France, Germany, India, Indonesia, Italy, Japan, 
Malaysia, Mexico, Monaco, Portugal, Russia, South Africa, Thailand, UAE, UK England, UK Scotland, UK, and throughout the United States. In 2015, 
he was awarded an honorary fellowship by a member of the royal family, the Sultan of Pahang, at the World Congress of Sports and Exercise Medicine 
for his distinguished research and contributions to the advancement of sports and exercise medicine on an International level.  In 2018 he published a 
book, Neck Pain? Back Pain? Shoulder Pain? Could it be Thoracic Outlet Syndrome? which, became a #1 International Best Seller.     
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“Live Cadaver” for surgical education - The real human anatomy in its functional 
condition

Considering the reduction in residents’ working hours and the trend toward minimally invasive or even nonoperative 
management of many surgical pathologies and traumatic injuries, residents and other surgical trainees have consequently had 
less training and experience with traditional open surgery. This issue is even more problematic given the tremendous advances 
in surgical techniques and in treatment modalities. Clinical experience is becoming exceedingly rare for scenarios involving 
highly complex surgeries and traumatic injury patterns or wounds that are not routinely seen in most centers.

To fill the resulting gap in surgical training, appropriate educational models that offer a more readily available source of tactile 
and visual experience for training are needed, one such simulation model that holds promise is laboratory surgical training. 

Unfortunately, current training methods for simulating neurovascular procedures and vascular injuries lack the combination 
of life-like conditions and real human anatomy essential for effective surgical training. High fidelity simulators, virtual 
reality, and live animals attempt to provide realistic training lack the relevant anatomy, while traditionally prepared cadavers 
provide the real human anatomy without life-like conditions. Here I present a simple method that combined both, the life-like 
conditions and the real human anatomy for practicing neurovascular procedures and the management of vascular and major 
traumatic injuries

The “Live Cadaver” model is the only available model that combined real human anatomy with life-like condition. It is a 
valuable realistic training tool for neurovascular and traumatic injuries for both resident and attending level surgeons. 

US Patent 6,790,043 

Biography
Emad Aboud a faculty at Creighton University and the Director of Education at the Arkansas neuroscience Institute, a graduate of Faculty of Medicine at 
Damascus University, Syria, he completed a full residency in neurosurgery, and Fellowship in neurovascular and skull base surgery at the University of 
Arkansas for Medical Sciences. He is known as the developer of the Aboud Model, the Live cadaver for surgical training, he has delivered hundreds of 
talks about his technique, published more than 25 articles, book chapters, and has been serving as a reviewer and an editorial board member of several 
scientific journals.

EAboud@stvincenthealth.com

Emad Aboud, J Surg 2018, Volume 3
DOI: 10.29011/2575-9760.C1.004


