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Abstract: The aim of this study was to demonstrate the effects of compression following the endove-
nous laser ablation (EVLA) of incompetent great saphenous veins (GSVs) using a 1470 nm diode
laser (Ceralas E 1470 nm, biolitec) and a 2ring radial fiber (ELVeS Radial 2ring™, biolitec). In this
single-center prospective study, 150 legs of 150 consecutive patients were randomly allocated to
one of three groups (A, B, and C). Group A patients did not undergo postoperative compression.
Group B patients wore a thigh-length graduated compression stocking (23–32 mmHg) for 7 days,
whereas group C patients wore the same stocking for 28 days. No additional phlebectomies or
sclerotherapies were performed. Investigations were performed prior to intervention, at the day
of intervention (D0), at day 7 (D7), and at day 28 post intervention (D28). The primary endpoint
was post-interventional pain measured on a 10-point scale. A significant but small pain decrease
was observed in the first week of compression, by comparing group B’s mean pain scores to those
of group A (p = 0.009). Wearing a compression stocking after EVLA reduced pain within the first
week on a significant, but low level. Taking the very low differences in pain levels into account, the
difference may not be clinically relevant and post-treatment compression may not be necessary if no
additional phlebectomies or sclerotherapies are performed.
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1. Introduction

Endovenous laser ablation (EVLA) is an effective method of treating incompetent
great saphenous veins (GSV) [1–3], with occlusion rates demonstrated to reach approx-
imately 95% after five years [4]. Compression treatment with bandages or compression
stockings is used routinely after saphenous ablation to reduce pain, bruising and other side
effects [5,6]. Recent studies demonstrated that the main effect of compression following
GSV interventions is pain reduction within the first 7 days after treatment [7–15]. In most
of these studies, additional phlebectomies were performed. The aim of this study was to
demonstrate the outcomes and side effects of compression therapy four weeks after EVLA
of the GSV using a 1470 nm diode laser (Ceralas E 1470 nm, biolitec) and a 2ring radial fiber
(ELVeS Radial 2ring™, biolitec) with and without compression stockings. No additional
phlebectomies or sclerotherapy of varicose veins were performed.
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2. Materials and Methods

In this single-centre prospective study, 150 legs in 150 consecutively sampled patients
from the Dr. Maurins Vein Clinic in Riga, Latvia, treated by EVLA for GSV incompetence
between November 2011 and March 2013, were randomly assigned to one of three groups:
Group A underwent no postoperative compression; Group B used postoperative compres-
sion with a thigh-length graduated compression stocking (23–32 mmHg) for 7 days; Group
C used the same kind of stocking for 28 days postoperatively. In groups B and C, initial
eccentric compression with cottonwool was performed following the procedure. The stock-
ings were applied every morning until evening. A sample size of 50 patients per group was
calculated at 80% power and a 5% significance level, assuming a 20% drop out rate and an
equal number of patients per group. To facilitate randomization, the consecutively ordered
patients were assigned to groups A, B or C in an alternating fashion until 50 patients were
included in each group.

All patients were examined clinically and by duplex ultrasound by an experienced
phlebologist prior to intervention (screening visit), at the day of the intervention (D0) and
at the follow-up visits after the procedure at day 7 (D7) and day 28 (D28) to assess side
effects, complications and occlusion of the treated vein.

Duplex ultrasounds were performed in an upright position. Reflux was defined as
retrograde flow of >0.5 s duration after a Valsalva maneuver or manual compression and
decompression of the distal vein. All treated veins were assessed pre- and postoperatively
and even a slight marginal flow or reflux in a largely occluded vein was assessed as not
occluded. The entire deep venous system of the legs was checked for DVT.

The main outcome parameter was patient-reported postoperative pain. Secondary
outcome parameters were: the improvement of the rVCSS score, the use of analgesics,
DVT, ecchymoses, bleeding and other adverse events, the occlusion rate of GSV, leg
circumference, time off work and normal activity, and patient satisfaction.

Clinical evaluations involved clinical classification (C of CEAP) and the revised venous
clinical severity score (rVCSS) [16,17]. The rVCSS has 10 questions with 0–3 points for
each item, yielding a minimum score of 0 points and a maximum of 30. Patients reported
pain was assessed on an 11-point numerical scale ranging from no pain at all (0) to worst
pain (10) in a diary. Patients’ satisfaction with their treatment was assessed using 5-point-
scales ranging from 0 to 4. The questions were: “Are you satisfied with the method being
used?” (0 = very satisfied, 1 = satisfied, 2 = fairly satisfied, 3 = not satisfied, 4 = extremely
unsatisfied), and “would you choose endovenous laser therapy again?” (0 = definitely,
1 = probably, 2 = don’t know, 3 = probably not, 4 = definitely not). To assess for possible leg
swelling after the procedure, the circumference of the lower leg was measured on D0, D7
and D28 at three different locations: the smallest ankle circumference, the mid-calf, and
below the knee.

EVLAs were performed with a 1470 nm Diode laser (Ceralas E, biolitec). The entire
procedure was performed under duplex guidance (Imagic Agile, Kontron MEDICAL)
using cold [18] (5 ◦C) tumescent local anesthesia with 0.05% lidocaine. A similar volume of
tumescence fluid was used in all groups. No additional treatment, such as phlebectomies or
sclerotherapies for incompetent tributaries, were performed in the same session or during
follow up.

GSVs were accessed at the most distal insufficient points using a 17-gauge needle. The
600 µm radial 2ring fiber was introduced through a micro puncture set and the tip was
positioned at the level of the GSVs’ terminal valve under duplex guidance. The tumescent
local anesthesia was then applied perivenously under duplex guidance. Laser treatment
was carried out in a continuous mode with a power of 10 W. Prophylactic anticoagulation
was given for 7 days to all patients. The patients were mobilized immediately after the
intervention. The NSAID ibuprofen, 200 mg, was prescribed in cases of postoperative pain.

The results are reported as absolute numbers, percentages (%), mean values, and stan-
dard deviations (SDs). Two-sided t-tests were used to test the hypothesis that differences
will occur between the treatment groups. p-values below 5% were considered significant.
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3. Results

The patients’ general and technical data are presented in Table 1. No significant differences
could be found for the general data between the groups except for the distribution of C-stages.

Table 1. Patients’ general and technical treatment data (GSV = great saphenous vein, n = number, BMI = body mass index,
C = clinical class CEAP classification, LEED = linear endovenous energy density, EFE = endovenous fluence equivalent,
p = p-value, ns = difference not significant).

Parameter Group A Group B Group C p

Patients at inclusion (n) 50 50 50 ns

Patients at follow-up (n) 48 48 50 ns

Female (%) 88 83 82 ns

Mean age (years) (range) 51 (24–78) 49 (25–73) 52 (24–79) ns

BMI (kg/cm2) mean (range) 27 (19–45) 28 (18–39) 27 (19–44) ns

C of CEAP <0.05

C2 (CEAP) 17 19 20

C3 (CEAP) 8 14 12

C4 (CEAP) 22 15 17

C5 (CEAP) 1 0 1

GSV diameter (mm) at 3 cm, mean (range) 8.1 (3–15) 7.6 (4–14) 8.3 (3–21) ns

Treated length GSV (cm) mean (range) 61 (43–88) 56 (30–83) 59 (32–88) ns

LEED (J/cm) mean (range) 61 (42–104) 62 (36–94) 64 (31–122) ns

EFE (J/cm2) mean (range) 31 (20–43) 31 (19–45) 31 (20–46) ns

Follow-up was 28 days. Four patients (2.7%) were unavailable for follow up, two in
group A and 2 in group B. The average linear endovenous energy density (LEED) was
61 (42–104) J/cm in group A, 62 (36–94) in group B, and 64 (31–122) in group C. The average
endovenous fluence equivalent (EFE) was 31 (20–43) J/cm2 vein in group A, 31 (19–45) in
group B, and 31 (20–46) in group C. The results are shown in Table 2.

Table 2. Clinical results after EVLA (n = number of participants, D0 = day of intervention, D1–D7 = follow-up of the first
week, D8–D28 = follow-up of week 2–4, p = p-value, analgesics = number of patients who took analgesics, rVCSS = venous
clinical severity score, occlusion = occlusion rate, normal activity = return to normal activity, work = return to work,
satisfaction = satisfied with method (score 1–4), repeat = would choose method again (score 1–4).

Parameter Group A (n = 48) Group B (n = 48) Group C (n = 50) p

Follow-up D0 D1–D7 D8–D28 D0 D1–D7 D8–28 D0 D1–D7 D8–28

Pain score, mean (SD) 1.4 (1.4) 0.9 (0.9) 0.5 (0.9) 1.0 (1.4) 0.4 (0.7) 0.4 (0.7) 1.5 (1.9) 0.6 (0.8) 0.4 (0.7) *

Analgesics D1–D28, (n) 6 6 4 ns

Follow-up D0 D28 D0 D28 D0 D28

rVCSS, mean (SD) 6.4 (4.2) 3.2 (3.0) 5.6 (3.6) 2.6 (2.7) 6.1 (3.8) 2.9 (3.0) **

Occlusion rate (%) 100 100 100

Adverse events ns

DVT (n) 0 0 0

Infection (n) 0 0 0

paresthesia (n) 7 2 5

Pigmentation (n) 7 1 3

Phlebitis (n) 2 3 1

Bleeding (n) 0 1 0

Ecchymoses (n) D7 10 11 8
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Table 2. Cont.

Parameter Group A (n = 48) Group B (n = 48) Group C (n = 50) p

Return to normal activity,
days, mean (SD) 0.4 (1.1) 0.5 (0.7) 0.4 (0.5) ns

Return to work,
days, mean (SD) 0.8 (1.3) 1.0 (1.9) 0.9 (1.4) ns

Satisfaction,
mean (SD) 0.5 (0.7) 0.4 (0.5) 0.4 (0.6) ns

Reiterate,
mean (SD) 0.4 (0.6) 0.3(0.5) 0.3 (0.6) ns

Circumference (cm) D0 D7 D28 D0 D7 D28 D0 D7 D28 ns

Ankle
mean, (SD)

23.5
(1.8)

23.1
(1.9)

23.2
(1.8)

24.2
(2.7)

23.7
(2.4)

23.8
(2.5)

24.0
(2.0)

23.3
(1.8)

23.4
(1.9)

Calf
mean, (SD)

39.3
(3.7)

38.6
(3.8)

38.7
(3.8)

39.8
(3.9)

39.1
(3.9)

39.2
(4.0)

39.6
(3.7)

38.6
(3.7)

38.7
(3.8)

Below knee
mean, (SD)

36.4
(3.4)

35.8
(3.2)

36.0
(3.3)

36.9
(4.0)

36.3
(4.1)

36.7
(4.2)

36.7
(3.0)

35.8
(3.1)

36.0
(3.0)

* Difference between D0 in group A, B and C not significant (ns), difference between D8–D28 in A, B and C ns, significant difference
between A and B for D1–D7 (p = 0.009), difference between A and C for D1–D7 = 0.07, significant difference between D0 and D1–D7, D8–28
in all groups (p < 0.01). ** significant difference between D0 and D28 in all groups (p < 0.05), no significant difference between groups.

All GSVs showed complete occlusion without the early recurrence of reflux within
28 days. The pain score in group A reduced from a mean of 1.4 on the day of the in-
tervention, to a mean of 0.9 at days 1–7, and to 0.5 at days 8–28. In groups B and C,
the corresponding values were 1.0, 0.4, 0.4 and 1.5, 0.6, 0.4 respectively. A total of 83%
(group A), 79% (group B), and 86% (group C) of patients did not develop any postoperative
pain and 88%, 88% and 92%, respectively, did not use any analgesics. The VCSS dropped
significantly from 6.4 before the procedure to 3.2 at D28 in group A, 5.6 to 2.6 in group B,
and 6.1 to 2.9 in group C. The patients returned to normal daily activities after an average
of 0.4, 0.5, and 0.4 days in groups A–C, respectively. No severe complications such as
deep venous thrombosis, pulmonary embolism, skin burns, motor nerve lesions, or the
formation of arterio-venous fistula occurred in any of the treated legs. In seven group
A patients, two group B patients, and five group C patients, local paresthesia occurred.
Hyperpigmentation developed in seven group A patients, one group B patient, and three
group C patients. Two group A patients, three group B patients, and one group C patient
developed phlebitis. One patient in group B developed minor bleeding at the puncture
site. Postoperative ecchymoses in the tracks of treated GSVs developed in 10 patients in
group A, 11 patients in group B, and 8 patients in group C prior to D7. At D28, remaining
ecchymoses were only present in two patients in group A and in one group B patient.

4. Discussion

The results of this study show that wearing compression stockings after endovenous
laser ablation (EVLA) of the great saphenous vein (GSV) can reduce pain in the first week
after the intervention significantly but on a low pain level. There is no further benefit after
one week and no influence on other adverse events or on the short-term occlusion rate.

EVLA is an effective method of treating incompetent saphenous veins [1–3]. The
development of modified fiber tips that reduce the high energy level concentrated at a
single point has reduced post-treatment pain and bruising [19,20]. The radial 2ring fiber is
a further step in this direction [21]. In our study, we demonstrated excellent early occlusion
rates and a very low level of post-treatment pain. rVCSS scores improved significantly.
Long-term follow-up studies would be necessary to evaluate long-term occlusion rates.
Most of our patients returned to normal daily activities the same or the next day, which is
in accordance with other studies [11–15].
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Compression bandages or compression stockings following GSV treatment are recom-
mended in most of the available guidelines and consensus documents [6]. However, the
evidence for improved outcomes remain poor [5]. In a metanalysis, Huang et al. demon-
strated that no evidence exists for the benefit of long-term compression after varicose
vein surgery [7]. Pain was only significantly reduced during the first week of compres-
sion therapy After 4 and 6 weeks, no differences existed between the compression and
non-compression groups [7]. In a prospective randomized study, Houtermans-Auckel
treated patients who underwent varicose vein stripping with compression bandages for
3 days and then randomly assigned patients into either a group that wore compression
stockings (23–32 mmHg) for four weeks, or a group that did not continue with further
compression therapy [8]. The compression group showed a small but significant decrease
in leg volume compared to the control group. No other additional benefit in the com-
pression group was found. Reich-Schupke et al. compared the effects of low-pressure
(18–21 mmHg) thigh-high compression stockings with high-pressure (23–32 mmHg) thigh-
high compression stockings for six weeks following varicose vein surgery [9]. They found
a significant improvement in the resolution of oedemas and feelings of tightness after
one week. After 6 weeks, no significant differences had been found. Hamel-Desnos et al.
compared the results of foam sclerotherapy in saphenous varicose veins without and with
compression stockings (15–20 mmHg) for 3 weeks [10]. They did not find significant
differences in occlusion rates, symptoms, or quality of life assessment scores after 14 and
28 days. However, evaluation was not performed in the first week and the pressure of the
stocking was lower than in comparable studies. Concerning the EVLA of GSVs, Marcia
Lugli and colleagues compared 100 consecutive patients without and 100 patients with an
eccentric compression device on their treated GSVs [11]. One week after the procedure, the
compression group demonstrated significantly less postoperative pain compared to the
non-compression group. On a scale ranging from 0 (no pain) to 10 (worst pain), the mean
value in the compression group was 1.4 and in the control group, it was 4.9 (p < 0.001). In
the compression group, significantly less ecchymoses appeared. A 940 nm diode, 30-Watt
laser and a bare fiber were used. In a recent study, Bakker et al. compared the effects of
wearing compression stockings after EVLA of GSVs for 48 hours in group A with 7 days
in group B [12]. After one week, the patients of group A reported significantly more pain
(VAS score 3.7 vs. 2.0) and physical dysfunction when compared to group B. No differences
were found after 6 weeks. The occlusion rate was 100% in both groups. Additionally, in
this study, a bare fiber was used in combination with an 810 nm diode laser. Bootun et al.
reported a significantly lower median pain score after the EVLA of saphenous veins in a
compression group on days 2–5, compared to a no compression group in the COMETA
trial [13]. Patients with additional phlebectomies and compression stockings had signif-
icantly lower pain scores on days 1–3, day 5, and day 7 compared to those who did not
undergo compression [13]. No significant differences concerning occlusion rates, quality
of life, or bruising were found [13]. Elderman et al. demonstrated a small but significant
reduction in postoperative pain and the use of analgesics when wearing compression
stockings for 2 weeks after EVLT for great saphenous vein insufficiency compared with not
wearing compression stockings [14]. In the initial 24-h period, compression bandages were
applied to all patients [14]. Ye et al. randomized a total of 400 patients into two groups:
one with, and one without compression following EVLA of the great saphenous vein [15].
In the first week, patients with compression experienced less pain (p < 0.001) and oedema
(p = 0.01). There were no significant differences in the quality of life or in the time taken to
return to work [15]. Onwudike et al. compared the effect of compression or no compression
on the occlusion rate of incompetent saphenous veins treated by radiofrequency ablation
(RFA) at 12 weeks and found no difference [22]. There was also no statistically significant
difference in AVSS and rVCSS [22].

Patient-reported evaluation of pain is the gold standard in acute and chronic pain [23].
In many cases, unidimensional scales such as Visual Analogue Scales (VASs) or numerical
rating scales (NRSs) are used with a good comparability and reliability of the results in
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adults [23]. However, these approaches are limited due to social, cognitive, or contextual
influences [24]. Independently of the pain caused by the acute treatment, any patient may
start the VAS or NRS evaluation with an individual level of pre-treatment pain which
may even not be due to the treated disease [24]. In addition, pain severity may be rated
differently on an individual basis. “Scores may be meaningful within patients over time
but not necessarily across patients” [24]. The clinical relevance of differences in pain levels
is controversial. Although no international consensus exists, a difference of 30%, or two
points, may represent a clinically important difference [24].

In our study, we demonstrated a significantly lower pain score in the first week of
compression therapy, by comparing the scores of group B (7 days of compression) to
group A (no compression). This is in line with the results of other studies reviewed
here [11–15]. The overall pain levels of patients in our study were very low. On the
scale from 0 to 10 (worst pain), the pain levels in the first postoperative week were only
0.9 for group A and 0.4 for group B (p = 0.009). Although this difference is statistically
significant, a difference of 0.5 points on a scale between 0 and 10 may not be considered
clinically relevant. The pain level in group C was 0.6. This difference was not statistically
significant (p = 0.07). Only six patients in group A and B, respectively, and four patients
in group C took any analgesics. It also must be considered that the mean pain score on
the operation day was in the range of 1.0 to 1.5, and that this dropped significantly in all
groups, even those without compression. We could not demonstrate significant differences
between the treatment groups concerning rVCSS, side effects, return to normal activity
or work, patient satisfaction, and leg circumferences after 1 and 4 weeks. No increased
leg circumferences, indicating oedema, after EVLA could be demonstrated. Conversely,
the circumferences dropped slightly after the procedure in all groups without reaching
significance. Compared to the study of Lugli, no eccentric compression using pads along
the treated vein was used [11]. A thigh-high graduated compression stocking with an ankle
pressure of 23–32 mmHg produces a pressure at the thigh which is in the range of only
10–15 mmHg, due to the degressive pressure of the stocking and the larger radius of the
leg at that region (Laplace’s law). This may explain the low pain score differences between
the study groups. The overall low pain level may be because no additional phlebectomies
were performed. Another explanation is the use of a modern EVLA device with a 2ring
radial fiber, which may cause less trauma in the surrounding tissues of the treated vein and
less vein perforations compared to bare fibers [4,20]. The relatively high rate of bruising
in the first week may be caused not only by EVLA itself but also by the injections for
tumescence anesthesia.

5. Conclusions

Wearing a graduated compression stocking after the EVLA of GSVs in patients without
additional phlebectomies or sclerotherapy significantly reduces pain within the first week.
Taking the very low pain levels into account, the pain reduction, though statistically signifi-
cant, may not be clinically relevant. Post-ablation compression seems to have no influence
on occlusion rates or post-intervention rVCSS improvement in short-term observation.
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lı̄dzekl,u klı̄nisko pētı̄jumu Ētikas komiteja, Aizkraukles 21-113, Rı̄ga, Latvija, LV-1006).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.



J. Clin. Med. 2021, 10, 3861 7 of 8

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to private storage regulations.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Rasmussen, L.; Lawaetz, M.; Serup, J.; Bjoern, L.; Vennits, B.; Blemings, A.; Eklof, B. Randomized clinical trial comparing

endovenous laser ablation, radiofrequency ablation, foam sclerotherapy, and surgical stripping for great saphenous varicose
veins with 3-year follow-up. J. Vasc. Surg. Venous Lymphat. Disord. 2013, 1, 349–356. [CrossRef]

2. Pannier, F.; Rabe, E.; Maurins, U. First results of a new 1470-nm diode laser for endovenous ablation of incompetent saphenous
veins. Phlebology 2009, 24, 26–30. [CrossRef]

3. Disselhoff, B.C.; der Kinderen, D.J.; Kelder, J.C.; Moll, F.L. Five-year results of a randomised clinical trial of endovenous laser
ablation of the great saphenous vein with and without ligation of the saphenofemoral junction. Eur. J. Vasc. Endovasc. Surg. 2011,
41, 685–690. [CrossRef] [PubMed]

4. Lawson, J.A.; Gauw, S.A.; van Vlijmen, C.J.; Pronk, P.; Gaastra, M.T.; Tangelder, M.J.; Mooij, M.C. Prospective comparative
cohort study evaluating incompetent great saphenous vein closure using radiofrequency-powered segmental ablation or 1470-nm
endovenous laser ablation with radial-tip fibers (Varico 2 study). J. Vasc. Surg. Venous Lymphat. Disord. 2018, 6, 31–40. [CrossRef]
[PubMed]

5. El-Sheikha, J.; Carradice, D.; Nandhra, S.; Leung, C.; Smith, G.E.; Campbell, B.; Chetter, I.C. Systematic review of compression
following treatment for varicose veins. Br. J. Surg. 2015, 102, 719–725. [CrossRef] [PubMed]

6. Pavlovic, M.D.; Schuller-Petrovic, S.; Pichot, O.; Rabe, E.; Maurins, U.; Morrison, N.; Pannier, F. Guidelines of the First International
Consensus Conference on Endovenous Thermal Ablation for Varicose Vein Disease—ETAV Consensus Meeting 2012. Phlebology
2015, 30, 257–273. [CrossRef] [PubMed]

7. Huang, T.-W.; Chen, S.-L.; Bai, C.-H.; Wu, C.-H.; Tam, K.-W. The Optimal Duration of Compression Therapy Following Varicose
Vein Surgery: A Meta-analysis of Randomized Controlled Trials. Eur. J. Vasc. Endovasc. Surg. 2013, 45, 397–402. [CrossRef]
[PubMed]

8. Houtermans-Auckel, J.P.; van Rossum, E.; Teijink, J.A.W.; Dahlmans, A.A.H.R.; Eussen, E.F.B.; Nicolai, S.P.A.; Welten, R.T.J. To
Wear or not to Wear Compression Stockings after Varicose Vein Stripping: A Randomised Controlled Trial. Eur. J. Vasc. Endovasc.
Surg. 2009, 38, 387–391. [CrossRef] [PubMed]

9. Reich-Schupke, S.; Feldhaus, F.; Altmeyer, P.; Mumme, A.; Stuecker, M. Efficacy and comfort of medical compression stockings
with low and moderate pressure six weeks after vein surgery. Phlebology 2014, 29, 358–366. [CrossRef]

10. Hamel-Desnos, C.M.; Guias, B.J.; Desnos, P.R.; Mesgard, A. Foam Sclerotherapy of the Saphenous Veins: Randomised Controlled
Trial with or without Compression. Eur. J. Vasc. Endovasc. Surg. 2010, 39, 500–507. [CrossRef]

11. Lugli, M.; Cogo, A.; Guerzoni, S.; Petti, A.; Maleti, O. Effects of eccentric compression by a crossed-tape technique after
endovenous laser ablation of the great saphenous vein: A randomized study. Phlebology 2009, 24, 151–156. [CrossRef] [PubMed]

12. Bakker, N.A.; Schieven, L.W.; Bruins, R.M.G.; van den Berg, M.; Hissink, R.J. Compression Stockings after Endovenous Laser
Ablation of the Great Saphenous Vein: A Prospective Randomized Controlled Trial. Eur. J. Vasc. Endovasc. Surg. 2013, 46, 588–592.
[CrossRef] [PubMed]

13. Bootun, R.; Belramman, A.; Bolton-Saghdaoui, L.; Lane, T.R.A.; Riga, C.; Davies, A.H. Randomized Controlled Trial of Com-
pression After Endovenous Thermal Ablation of Varicose Veins (COMETA Trial). Ann Surg. 2021, 273, 232–239. [CrossRef]
[PubMed]

14. Elderman, J.H.; Krasznai, A.G.; Voogd, A.C.; Hulsewé, K.W.E.; Sikkink, C.J.J.M. Role of compression stockings after endovenous
laser therapy for primary varicosis. J. Vasc. Surg. Venous Lymphat. Disord. 2014, 2, 289–296. [CrossRef]

15. Ye, K.; Wang, R.; Qin, J.; Yang, X.; Yin, M.; Liu, X.; Jiang, M.; Lu, X. Post-operative Benefit of Compression Therapy after
Endovenous Laser Ablation for Uncomplicated Varicose Veins: A Randomised Clinical Trial. EJVES 2016, 52, 847–853. [CrossRef]
[PubMed]

16. Eklof, B.; Rutherford, R.B.; Bergan, J.J.; Carpentier, P.H.; Gloviczki, P.; Kistner, R.L.; Meissner, M.H.; Moneta, G.L.; Myers, K.;
Padberg, F.T.; et al. Revision of the CEAP classification for chronic venous disorders: Consensus statement. J. Vasc. Surg. 2004, 40,
1248–1252. [CrossRef] [PubMed]

17. Vasquez, M.A.; Rabe, E.; McLafferty, R.B.; Shortell, C.K.; Marston, W.A.; Gillespie, D.; Meissner, M.H.; Rutherford, R.B. Revision
of the venous clinical severity score: Venous outcomes consensus statement: Special communication of the American Venous
Forum Ad Hoc Outcomes Working Group. J. Vasc. Surg. 2010, 52, 1387–1396. [CrossRef]

18. Pannier, F.; Rabe, E.; Maurins, U. 1470 nm diode laser for endovenous ablation (EVLA) of incompetent saphenous veins—A
prospective randomized pilot study comparing warm and cold tumescence anaesthesia. Vasa 2010, 39, 249–255. [CrossRef]

19. Schwarz, T.; von Hodenberg, E.; Furtwangler, C.; Rastan, A.; Zeller, T.; Neumann, F.J. Endovenous laser ablation of varicose veins
with the 1470-nm diode laser. J. Vasc. Surg. 2010, 51, 1474–1478. [CrossRef]

20. Doganci, S.; Demirkilic, U. Comparison of 980 nm Laser and Bare-tip Fibre with 1470 nm Laser and Radial Fibre in the Treatment
of Great Saphenous Vein Varicosities: A Prospective Randomised Clinical Trial. Eur. J. Vasc. Endovasc. Surg. 2010, 40, 254–259.
[CrossRef]

http://doi.org/10.1016/j.jvsv.2013.04.008
http://doi.org/10.1258/phleb.2008.008038
http://doi.org/10.1016/j.ejvs.2010.12.014
http://www.ncbi.nlm.nih.gov/pubmed/21333560
http://doi.org/10.1016/j.jvsv.2017.06.016
http://www.ncbi.nlm.nih.gov/pubmed/29248107
http://doi.org/10.1002/bjs.9788
http://www.ncbi.nlm.nih.gov/pubmed/25833417
http://doi.org/10.1177/0268355514524568
http://www.ncbi.nlm.nih.gov/pubmed/24534341
http://doi.org/10.1016/j.ejvs.2013.01.030
http://www.ncbi.nlm.nih.gov/pubmed/23433496
http://doi.org/10.1016/j.ejvs.2009.05.025
http://www.ncbi.nlm.nih.gov/pubmed/19608438
http://doi.org/10.1177/0268355513484142
http://doi.org/10.1016/j.ejvs.2009.11.027
http://doi.org/10.1258/phleb.2008.008045
http://www.ncbi.nlm.nih.gov/pubmed/19620697
http://doi.org/10.1016/j.ejvs.2013.08.001
http://www.ncbi.nlm.nih.gov/pubmed/24012465
http://doi.org/10.1097/SLA.0000000000003626
http://www.ncbi.nlm.nih.gov/pubmed/31850976
http://doi.org/10.1016/j.jvsv.2014.01.003
http://doi.org/10.1016/j.ejvs.2016.09.005
http://www.ncbi.nlm.nih.gov/pubmed/27760697
http://doi.org/10.1016/j.jvs.2004.09.027
http://www.ncbi.nlm.nih.gov/pubmed/15622385
http://doi.org/10.1016/j.jvs.2010.06.161
http://doi.org/10.1024/0301-1526/a000037
http://doi.org/10.1016/j.jvs.2010.01.027
http://doi.org/10.1016/j.ejvs.2010.04.006


J. Clin. Med. 2021, 10, 3861 8 of 8

21. Hirokawa, M.; Ogawa, T.; Sugawara, H.; Shokoku, S.; Sato, S. Comparison of 1470 nm Laser and Radial 2ring Fiber with 980 nm
Laser and Bare-Tip Fiber in Endovenous Laser Ablation of Saphenous Varicose Veins: A Multicenter, Prospective, Randomized,
Non-Blind Study. Ann. Vasc. Dis. 2015, 8, 282–289. [CrossRef] [PubMed]

22. Onwudike, M.; Abbas, K.; Thompson, P.; McElvenny, D.M. Role of Compression after Radiofrequency Ablation of Varicose Veins:
A Randomised Controlled Trial. Eur. J. Vasc. Endovasc. Surg. 2020, 60, 108–117. [CrossRef] [PubMed]

23. Sirintawat, N.; Sawang, K.; Chaiyasamut, T.; Wongsirichat, N. Pain measurement in oral and maxillofacial surgery. J. Dent. Anesth.
Pain Med. 2017, 17, 253–263. [CrossRef]

24. Kumar, P.; Tripathi, L. Challenges in pain assessment: Pain intensity scales. Indian J. Pain 2014, 28, 61–70.

http://doi.org/10.3400/avd.oa.15-00084
http://www.ncbi.nlm.nih.gov/pubmed/26730252
http://doi.org/10.1016/j.ejvs.2020.03.014
http://www.ncbi.nlm.nih.gov/pubmed/32278637
http://doi.org/10.17245/jdapm.2017.17.4.253

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

