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BT | THROWEE LRI B AL 2 & O &0 D BIEFIRANSIE X, RNEEEKOFEESIRET
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ton FMAITON Tz, FEWRET BT 5O CRIGHHESRRICHIET 5720, KEIAT
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REGEEEHEFEICUITE D L)% o7z TUDIBE N T A &g @i YIBEA (subfascial en-
doscopic perforator vein surgery : SEPS) T 5. LFTIL 1999 FE2 5 A M EAL TW5, B4
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BRI AR IR EIELT 5 & 9 o ERD
TL, RBRGSOMEZE) LH12%b. Zh
(T BRI % Bl 5 ZRlA T OERERERIR 2> 5
TEFIRNO MR ER TH 5 2 LR ST
L. EHICIEA L@ (insufficient perforating
vein: IPV) DYJEENE RN TH 5. $EKD Linton
FATII B AR EFR IR 2 IR 5 72012, Al
BB mAEE L7 ) B MBS $52
WD TREIATON R B> TV 5,

1987 4F- Hauer 5V 13RI N2 % Z
L, Al e OIS 2% el L7z
Z USSR & 72 single-port A TH L. —
75 1994 4F Conrad”, Gloviczki” & (X g7 A %
WCERESA 7 A VT ) i 2 His L7z, 2h
5 DAt AT BLEE T 5 IR N AN 45 22 8 B U B AT
(subfascial endoscopic perforator vein surgery : LAT
SEPS) T® 5.

AIFER D o WETER R 209 B 8 L ViR
ETa 5 SEPS IZDWT, CHRIIE S % N2 #Hik
5.
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WFTIT-> TV D SEPS DER

1. FHmES

T8 B IRAS 49iE O BR R B B2 77 13 CEAP 77
1 (C: Clinical manifestation, E : Etiology, A :
Anatomic distribution, P : Pathophysiology) 75—#%
IR STV 547 (Table 1). H4FTIE C4

Table 1 CEAP ©#&

Clinical sign

C 0 : no visible or palpable signs of venous disease

C 1: telangiectasies or reticular veins

C 2 : varicose veins

C3: edema

C4 a: pigmentation or eczema

C4b: lipodermatosclerosis or atrophic blanche

C5: healed venous ulcer

C6: active venous ulcer
Etiological classification

Ec: congenital

Ep: primary

Es: secondary

En: no venous cause identified
Anatomical distribution

As : superficial veins

Ap : perforator veins

Ad : deep veins

An: no venous location identified
Pathophysiology classification

Pr: reflux

Po : obstruction

Pr,o: reflux and obstruction

Pn: no venous pathophysiology identified
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VL LD Rz ERZE % £ 9 JEHI % SEPS DS & LT
W5,

2. =t

MIHTIZ duplex scan CTAAEZE MDA E 12~ —
XU RATH . FHERREE T I EE 2 ARG & 5
5. B OB S B £ THBLE 1T\,
BRETF OO A My 42> b (Alcare, To-
kyo, Japan) % FEHET A, BFIER R E S ¢,
RO I Z3A L THih S8 5. &G %t
I RBEEVHNL, FOT A NVAFL— T2
5.

THRRAEI TR ARZE D & BEAL 72 AL THI 5 mm
DOEZEYIRZ4T) . B v 71— O¥fi AL optical
FAZTATH . $%b5H 5mm T2 /¥ Xeel 7
L— FL A & v 75— (Ethicon, New Brunswick,
NJ) OWEOBREOHE2 5, 0B 5 mm TN
(Olympus, Tokyo, Japan) % ffi A L, JGun (2 3:#
THETHALBET 5. WEZ AR S %2075 5K
JYIRE 2 S AT 5. NE O 25 T g
J&, TFREFE A SR T A SRR T2 E=Y —T
W29 % (Fig. 1). M TIREICEER, NEEN
B ihdid s, SMF2—7% A1) —TDA b
v 73y ZIZHERL T, “HBRIbRFEE 8~12
mmHg I27% 5 X ) IZ#EA T4, tay h—%2#
LAAT, e CHl TIEZ s CRIsEs 5. &
T IBR A B d 5 DA T, FIBERIEIC
LoTHEH T —F v T AR AERTE D
(Fig. 2).

WIZ1THFHO M a v h— & B R A
»H, 2FHEO MO v b — % FEFRIC optical T
B TIRECIHAT S, 2FBO Moy =20
AL7z21) —F » FEIT (Storz, Tuttingen, Ger-
many) T, ¥—F Y VHETIIHLAEGEHELE
FIHES 2 (Fig. 3). GBI EBENIRSEE L
TWAEENDH LT, MEHHERETEIUTE)IR
IRAES %Y. REZEEH DA% Enseal (Ethicon,
New Brunswick, NJ) TH#4 5. T O
DIRLT, ¥—=F 7 2ATo le NG T X
TYHES 5.

NS FEEDSE T L 727212, R L TH
kg A M) v ¥ ¥ 7 RS- RIEEIRLE %17
9.
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Fig. 1 optical ZC rAY A —IZ& > TTEE
HEZSIABER SRICRAD
DO, FETE, BEOLLRAS
DN bOy H—DETHEHEICH TS
h 7= ThRERER

Fig. 2 ARETCRAEHETIEOHF BEA
REBOATEREINTWE D,
BEICT—F L TANR—XERIRET
3 thRICERZZDIPTLEER

Fig. 3 two-port A3k SEPS Difith> = —~ THEA
BliC2AD Oy H—%HALT, AREL
HFFEDOBREETD

3. &
1999 4E 12 H 25 2011 4£ 8 A F TIZ 34 JEBIIZ
xf L CAT-> 72, one-port J7\RRMHE 2B L 72/
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g bdy e iz g e, oL B2RCH
L LR D two-port T2 ToTWwadb, Ihd
TIZ A BN LTITVy, 361 (75%) |2 iRt
PESNTWAS (Fig. 4a, b). 1 BHIHERIFA B
FEBIC, MRS % R L7272 D1 ANG AN IE
L7

Z =

TEVEERIRA EREDIRAELZ BT B HRKDFRN L,
REZBEHEOHFHETHLEEZLNTVEY, £
DORPNENFE 1 10 em 1l 2 DAL HAL O U5
FAZ IR O o WIEESE I L, 8RO o Wik
BH D 63% IIAEEEEAROLENL T LY,
ANEGHE O FRETFIROFIRTE AL DT 147
V) 2 ORI A B MR 1 X 2 AR R R
KRS, MR A LE, EHEISBET S L
DG STV DY, Hto THIR O - kRS
DYERBITIL, NGB E LT 52805 h
T2 152 DI CEETH S,

R OB )7 & L C, 1938 4F Linton"
BRI B & 2 AN 2 @Ak o 5T kG kAt
S L7z RRICBEEEFETY, bW A [Linton
Fifr] & LTl BERFICEKRLSINDL L)1k
o7z AMRIFBERAICIE L <, Bk - ki
BB S &5 —FH T, FHRLHE% L #H

Fig. 4 THEESESI a) 4iia0 b) SEPS #ii#% 85 HE

PRS2 72D 1B A BHE DS EE DS R 2o 72
Z D% K ORBUIFEY BER SN P
b5, BIGPHEDFERIL 12~53% TH -
7219 —BREAEGE LT 72 Linton FATICHEH O
BIYAS BT HND XI5 720, FEDOHH
BT FMFHOFECL o TEREN-NHET
I AN A 2R A VBT (SEPS) O EHIC X 5
DTH5.

SEPS | FZ IR %57 & BEAL 723571 (2 B2 R VI B %
TV, BB TR CABEEE YA L CTRE%E
a2 )78 Ch D (Fig. 5)'. WED RN
RIEXYIRT 5720, AIGHHEIZIZE A SR\,
IS ICRIEN D - 72356 ThH, FREBEAN) 7
—OHEBET 572012, HETHEICRKES LSS
L7 <, WHEET O BRI 215 CREE M %
MEIWITE L. D7D EREDOHERIT
Ho>TDH, SEPS #4179 2 &2k ->T90% ULk
WIEHEREIEONL ERESRhTWBE™Y,
Pierik 5| Linton F4ff & SEPS ® 7 ¥ ¥ 2 1bIL
BB AT, WREH CHEPGESS, B HEEE
IZEABO o 20x L, it o &PHE L
Linton 47T 53%, SEPS T 0% & SEPS #CH
B (p<0.001) ZAIABHEA R &5 L Tw
5.

BETIE 1999 725 single-port /7N EH O
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Fig. 5 SEPS OEABIZE Uik 16 & D %)

il ZS g & W72 Y 28T, BAED two-port
HRICE-TE, SRIEFIZTEAERT, HE
BAEOm EE B IR L TWw L.

SEPS (X 2009 /£ 5 H1C [JedEEHE T4 & L
CTIEEGEEORT % 2\), HEFE TICLETS
TR DS EHE SRR % 21 72 S DRk A
BN & 7o C, RATR A B AT SRk & 3k
KLTWLIEHZHEY . ShICE > TR, £
XM BIF 5 SEPS O I 25T 2179
CENHBEE L, ZOLHIZLTH YT
YARERETH I LS, SEPS i —HICE &
FTLOORMN) ERDDTHS.
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Subfascial Endoscopic Perforating Vein Surgery (SEPS)

in Patients with Stasis Ulceration

Department of Surgery, Kyoto Second Red Cross Hospital
Hiroomi Matsumura

Abstract

It has been reported that an insufficient perforating vein (IPV) causes chronic venous insuffi-
ciency (CVI) along with stasis ulceration or lipodermatosclerosis of the lower extremities. The
Linton procedure used to be commonly performed, which involved directly removing the 1PV
from the subfascial space via the overlying skin. Use of this procedure has gradually decreased
because postoperative wound complications often occur when approaching the abnormal skin di-
rectly. However, endoscopic surgical techniques have again moved the Linton procedure into fo-
cus. The IPV can be removed by employing an endoscopic surgical system in the subfascial
space by accessing an area of normal skin. This procedure is called subfascial endoscopic perfo-
rator vein surgery (SEPS). We have performed the SEPS procedure since 1999. Based on the
history of various surgical procedures, we recently employ the SEPS procedure by applying a
two-port system using laparoscopic surgical devices. The SEPS procedure is a surgical technique
for CVI that combines the theory of the Linton procedure and an endoscopic surgical technique.

Key words : SEPS, stasis ulceration, vein



