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and the other clinical factors, gender (P ¼ .7), laterality (P ¼ .156), and
CEAP (P ¼ .9).
Conclusions: Our study concludes that EVTA as a treatment for CVI

carries an increased risk of recanalization if performed on older patients.
This is also confirmed after exclusion of PVs.
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Percutaneous Cyanoacrylate Sandwich Technique

CombinedWith Segmental Sclerotherapy for Very
Superficial Vein Treatments
Table. Frequency of safety issues identified during Intersocietal
Accreditation Commission (IAC) site visits

Safety category No. %

Emergency equipment/medications 89 31.3

Autoclave/sterilization procedures 59 20.8

Infection control 42 14.8

Other medications 40 14.1

Complication tracking 21 7.4

Time out 20 7.0

Eyewear 18 6.3

Laser safety 8 2.8

Total safety issues 156 54.9
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Background: Cyanoacrylate adhesive closure (CAC) is commonly used
for the treatment of intrafascial vein reflux to minimize phlebitis-like
abnormal reaction (PLAR). However, there are several patients who
showed suprafascial saphenous vein reflux in major segments. In such
cases, sclerotherapy is highly recommended to reduce the amount of
cyanoacrylate at the very superficial vein segment. The present study ad-
dresses the new strategy for very superficial veins using CAC combined
with sclerotherapy.
Methods: Between April 2019 and August 2020, all consecutive patients

with very superficial truncal saphenous veins or major tributaries under-
went a transcatheter CAC or percutaneously injecting CAC. Percutaneous
CAC was indicated for tortuous and larger veins. Both procedures were
indicated only for the deeper vein segment more than 5 mm from the
skin and also inside the saphenous compartment. For the very superficial
segment which located at the distance of 5 mm or less from the skin,
percutaneous CACs were applied every 5 cm, followed by segmental
sclerotherapy in the space between CAC points: the segmental sclero-
therapy with cyanoacrylate sandwich technique. 0.5% polidocanol liquid
or foam were used for a segmental sclerotherapy. Occlusion rate was
observed and adverse side effects were recorded for three months.
Results: In total of 57 patients with 58 legs, 39 (68%) with female, 78%

with great saphenous vein (GSV)/autologous saphenous vein, 14% with
small saphenous vein (SSV), 9% with major tributaries, a mean truncal
diameter of 8.2 6 2.5 mm, an average of maximum diameter of 14.8 6
5.6 mm, a median Venous Clinical Severity Score of 4.0 6 1.8 were
recorded. 10 legs of GSVs underwent transcatheter CACs in total, and
35 legs (73%) of GSVs, 8 legs (17%) of SSVs and 5 legs (10%) of major trib-
utaries underwent percutaneous CACs. A mean diameter of treated vein
with percutaneous CAC was significantly larger than transcatheter CAC
(8.6 vs 7.1; P ¼ .036), and a mean volume of cyanoacrylate with percuta-
neous CAC is larger than transcatheter CAC (2.7 vs 2.4; P ¼ .049).
Segmental sclerotherapy with cyanoacrylate sandwich technique was
performed in six legs (60%) of transcatheter CAC and 18 legs (38%) of
percutaneous CAC respectively. A mean volume of foam with percuta-
neous CAC was larger than transcatheter CAC (7.3 vs 4.8; P ¼ .047). Occlu-
sion rate (96% with percutaneous vs 100% with transcatheter) and a
median pain grade after CAC (1 vs 0) were not significantly different.
There was no severe PLAR up to 2 weeks in both groups. Especially,
cyanoacrylate sandwich technique prevented PLAR completely.
Conclusions: Segmental sclerotherapy with cyanoacrylate sandwich

technique was performed in 24 legs (41%) and resulted in no PLAR after
procedure. Further study is necessary, but this method is recommended
as an alternative procedure for high-risk patients with PLAR.
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Background: The Intersocietal Accreditation Commission (IAC) began
accrediting vein centers in 2014 with 270 facilities applying for
accreditation and/or reaccreditation since that time. All accredited facil-
ities must undergo a site visit within the first 6 months of the 3-year
accreditation period. During the site visit, adherence to the IAC standards
and procedure safety is evaluated. Facilities must correct all discovered
deficiencies to remain accredited. This abstract aims to report common
safety issues observed during site visits.
Methods: The IAC database was used to extract the findings from all site

visits occurring since 2014. Identified safety issues were categorized into
eight groups: emergency equipment/medications, other medications,
time out, eyewear, laser safety, infection control, autoclave/sterilization,
andcomplication tracking. The overall results and safety issues are reported.
Results: A total of 284 site visits occurred (first time ¼ 194, reaccredita-

tion ¼ 90). Safety deficiencies were observed at 54.9% (n ¼ 156) of the fa-
cilities (Table). Emergency equipment and medication issues (n ¼ 89,
31.3%) were the most common. Emergency issues could be as simple
as failure to secure or inspect/inventory equipment and supplies or could
be as extreme as a failure to have emergency equipment, such as an
automated external defibrillator, or medications readily available. Expired
emergency medications were frequently discovered. The second most
frequent issue related to autoclave and sterilization procedures (n ¼ 59,
20.8%). These issues included a failure to perform or record maintenance,
biologic monitoring, or sterilization, in addition to a lack of sterilized
medical instrument identification. Infection control issues were observed
at 14.8% (n ¼ 42) of the inspected facilities and included improper sterile
technique, contamination of the sterile field, or failure to use personal
protective equipment. Of particular concern was improper hand hygiene
observed at several facilities (n ¼ 6, 2.1%). Medication issues such as failure
to refrigerate or label medications prepared in advance, use of sclerosant
not approved by the US Food and Drug Administration, inappropriate
use of compounded sclerosant, or expired medications were noted for
14.1% (n ¼ 40). Other less frequent issues were related to complication
tracking (n ¼ 21, 7.4%), performance of a time out prior before beginning
a procedure (n ¼ 20, 7.0%), protective eyewear use during endovenous
thermal ablation procedures (n ¼ 18, 6.3%), or laser issues such as
extended laser activation or lack of safety signage (n ¼ 8, 2.8%).
Conclusions: The IAC site visit process is an effective mechanism to

discover and document safety issues unrecognized by the facility. IAC
accreditation aids in the identification and correction of these issues.
Author Disclosures: M. Farrell: Intersocietal Accreditation Commission
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Seasonal Variation in Swelling of Lower Extremities

in PatientsWith Chronic Venous Insufficiency
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Background: We noted some patients with chronic venous insuffi-
ciency whose lower extremity edema worsened during warmer weather.
Limited research is available regarding the seasonal variation of lower ex-
tremity edema. The aim of this survey is to determine whether there’s sig-
nificant seasonal variation of edema in the lower extremities and what
factors may be associated with it.
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Methods: Patients with lower extremity edema and chronic venous
insufficiency were asked whether their edema worsened in the summer
or warmer weather. Data were collected between June 2017 and January
2018. Participants consisted of 589 consecutive patients with ages
ranging from 25 to 96 years (mean, 62.00 6 14.26 years). Of these patients,
385 were female (mean, 62.00 6 14.13 years) and 204 were men (mean,
62.00 6 13.82). Data were collected on presenting symptoms of patients
(by CEAP). Data were also collected for 500 patients on the degree of
venous reflux reported on their most recent duplex. Dates of duplex pro-
cedures used for data collection were between January 2017 and January
2018. Duplex data included the left and right common femoral, deep
femoral, femoral, popliteal, calf muscular, peroneal, great saphenous,
and accessory vein. For statistical analysis, c2 goodness-of-fit tests and
one-way analysis of variance tests were used.
Results: Among all patients, 53% did experience more lower extremity

edema during warmer weather. Overall, 60% of female and 39.7% of
male patients reported worsening in warmer weather. Of the 312 patients
who reported worsening, 75.9% were female. More female patients had
significant seasonal variation in lower extremity edema (P ¼ .00009).
There was no significant mean age difference between those who re-
ported worsening and those who did not (P ¼ .652). There was also no sig-
nificant mean age difference when considering males (P ¼ .941) or
females (P ¼ .331) individually. Additionally, there was no significant
mean difference in the degree of presenting symptoms between those
who reported worsening and those that did not (P ¼ .996). Last, there
was no significant mean difference in the degree of venous reflux be-
tween those who reported their swelling being worse in the warmer
weather and those who did not (P ¼ .575).
Conclusions: Of all patients surveyed, 53% reported worsened edema

in warmer weather. Women in this study experienced significant wors-
ening of lower extremity swelling during warmer weather, whereas
men did not. The degree of venous reflux, age, and degree of presenting
symptoms of patients does not seem to be associated with whether they
reported worsening or not. These findings suggest that there is a sex bias
in seasonal variation of lower extremity edema in populations with
chronic venous disease. These findings may have important implications
in understanding what is modulating seasonal variation in women.
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Evaluation the Subclinical Stage (Stage 0) of

Secondary Lymphedema after Axillary Lymph
Node Dissection Using Near Infrared Fluorescent
Imaging
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Background: After axillary lymph node dissection, the incidence of lym-
phedema is between 7% and 49%, and even after sentinel lymph node
biopsy there is still a risk of lymphedema in up to 13% of cases Further-
more, when radiotherapy is added to axillary lymph node dissection,
the risk of lymphedema increases with an odds ratio of 2.741. Lymphe-
dema stage 0, refers to a latent or subclinical condition where swelling
is not yet evident despite impaired lymph transport, subtle alterations
in tissue fluid/composition, and changes in subjective symptoms. Real-
time visualization of lymphatic system using indocyanine green
lymphography enables real-time assessment of early changes on the
lymphatic flow and the possibility of an a premature and effective treat-
ment to diminish and prevent progression to clinical lymphedema.
Methods: We evaluated five patients with axillary lymph node dissec-

tion, two after melanoma and three after breast cancer. With the objec-
tive of evaluating early lymphatic changes in the affected limb, a
fluorescence lymphography was carried out serially using indocyanine
green. Throughout the follow-up process, the patient was asymptomatic
without edema in the operated upper limb. The procedure was per-
formed from 5 to 90 days postoperatively. Wes administered 0.2 mL of
indocyanine green subcutaneously in the interdigital spaces of the right
upper limb. A massage was performed on the affected limb for 10 mi-
nutes afterwards. In order to evaluate the lymph pattern an IC-flow cam-
era was used. The system emits a wavelength of 780 nm and captures
fluorescent images that are projected onto a screen. According to the
quantity and shape of the lymphatic canalicules, a specific stage of lym-
phedema is established.
Results: Early changes was visualize after surgery, from linear (normal)

to an anarchic pattern at the proximal area near the scar, an early sign
of dermal backflow, with a derivative pathway to the contralateral axilla
by the mammary skin. in the follow-up we observe disturbance of lym-
phangiomotricity with areas of a stardust to diffuse pattern with the
development of collateral circulation in different area of the arm and
forearm.
Conclusions: Indocyanine green lymphography allowed for rapid and

easy evaluation of the lymphatic system and following mapping of the
derivative pathways in order to stimulate it in early rehabilitation and pre-
vent the progression of lymphedema, avoiding major complications. Its
utility and convenience provided us with an additional tool to help us
optimize patient outcomes.
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Background: Although endovascular ablation of axial and perforator
reflux has been used as an adjunct to compression to improve symp-
toms and has demonstrated to reduce recurrence in active venous ul-
cers, the role of these techniques in the treatment of chronic venous
insufficiency is beginning to be defined, especially in patients with der-
matosclerosis. The objective of this study is to determine the anatomical
success and clinical response of ultrasound-guided foam sclerotherapy
(UGFS) of incompetent perforator veins (IPV) in patients with severe
chronic venous insufficiency disease (CEAP C4 to C6) and analyze associ-
ated factors.
Methods: A retrospective cohort study was conducted in a prospec-

tively collected data of 63 consecutive patients (73 limbs) with C4 to C6
disease who underwent UGFS of IVP from June 2015 to December
2018. Duplex ultrasound examination and clinical evaluation were per-
formed at 1 and 12 months follow-up.
Results: In this cohort, 63% were women and the median age was 67

years (range, 58-72 years). The CEAP C distribution was: C4, 59 (80.82%);
C5, 5 (6.8%); and C6, 9 (12.3%). Thirty limbs (31.5%) had a previous GSV pro-
cedure (surgery or endovascular thermal ablation). The number of IPV
treated per limb varied from one to four with a size between 3 and 7
mm. UGFS of IPV was performed using 4 mL (range, 2-6 mL) of foam us-
ing 1% to 3% polidocanol (82.2%) or tetradecyl-sulfate (17.8%), regarding
51 (69.9%) of the cases had additional sclerotherapy of collateral veins.
Concomitant endovascular thermal ablation of GSV or SSV was per-
formed in 36 (49.3%) and 6 (8.2%) of the cases. One month follow-up
was completed in all patients and 12 follow-up was available in 44 pa-
tients (53 limbs). Acute inflammation in the treated area occurred in
five cases (6.8%). Routine 1-month duplex ultrasound scan showed three
asymptomatic infrapatellar deep vein thromboses (4.1%). The IPV occlu-
sion rate was 98.6% (73/74) and 58.5% (31/53) at 1 and 12 months follow-
up, respectively. Of the 22 cases without occlusion, 3 required a second
UGFS procedure. Clinical improvement was reported in 96.82% (61/63)
and 77.27% (34/44) of patients at 1 and 12 months follow-up. In seven of
the nine C6 patients, ulcers achieved healing, within a median time of
4 months. When analyzing patients demographics, veins and procedures
characteristics, only IPV diameter showed an association with duplex ul-
trasound scan occlusion rate at 12 months (P ¼ .02).
Conclusions: UGFS showed to be effective and safe for the treatment of

IPV in C4 to C6 patients. Perforator diameter predicted failure of IPV
occlusion.
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