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— REZUMAT —

Scop. VARICES este un studiu descriptiv transversal efectuat in scopul de a colecta date epidemiologice
privind factorii de risc agravanti si semnele/simptomele de afectare venoasa la pacienti aflati in stadiile clini-
ce C3-C4 de insuficienta venoasa cronica (IVC) si de a radiografia managementul acestor pacienti in practi-
ca specialistilor de medicina interna din Romania.

Metoda. Screening-ul stadiilor clinice C3-C4 de IVC a fost efectuat prin inrolarea in studiu a pacientilor con-
secutivi activi (cu varsta intre 18-65 de ani), care prezentau semne/simptome de IVC stadiile clinice C3-C4
conform clasificarii CEAP. Obiectivul principal a fost de a evalua pacientii din punct de vedere al frecventei
factorilor de risc agravanti asociati (ortostatism/sezut prelungit, obezitate, istoric familial, fumat, lipsa com-
presiei elastice, antecedente de tromboza venoasa profunda sau superficiala, reflux venos, constipatie, mul-
tiparitate, contraceptie). Obiectivul secundar a fost de a analiza frecventa semnelor si simptomelor de insufi-
cienta venoasa.

Rezultate. Studiul a colectat date de la 151 de pacienti, in perioada octombrie-noiembrie 2015, prin implica-
rea a 15 medici specialisti de medicina interna din 10 orase mari din Romania. Stadiile clinice C3-C4 de IVC
au fost mai frecvente la femei (68,9%) decat la barbati (31,1%), iar varsta medie a populatiei de studiu a fost
de 54,85 + 7,95 ani. Factorii de risc agravanti ai bolii s-au raportat cu urmatoarea frecventa: istoricul familial
74,2%; lipsa aplicarii compresiei elastice 68,2%; ortostatismul prelungit 58%; pozitia sezanda prelungita
42%; obezitatea 36,4%; constipatia 30,5%; fumatul 23,2%. Semnele bolii s-au raportat cu urmatoarea frec-
venta: venele varicoase 88,7%; edemul 84,7%; telangiectaziile 64,7 %; hiperpigmentarea/eczema 42%; lipo-
dermatoscleroza/atrofia alba 4%. Simptomele bolii au aparut cu frecventa: senzatia de picioare grele 88,7%,
senzatia de picioare umflate 80,1%; senzatia de picioare obosite 76,2%; durere 70,9%; crampe musculare
41,1%; senzatia de arsuri la picioare 37,1%; furnicaturi/intepaturi 29,1%; senzatia de picioare nelinigtite
23,2%; prurit 20,5%.

Concluzie. Studiul VARICES subliniaza importanta screening-ului stadiilor clinice C3-C4 de IVC la pacientii
activi in practica specialistilor de medicina interna. Se impune continuarea acestui studiu epidemiologic si
extinderea semnificatiei investigatiei, cu posibilitatea aplicarii tratamentului recomandat pentru aceasta afec-
tiune de catre ghidurile terapeutice actuale, in vederea cresterii aderentei si a eficacitatii terapeutice.

Cuvinte cheie: boala venoasa cronica, insuficienta venoasa cronica, CEAP C3-C4,
studiu transversal, epidemiologie, factori de risc agravanti, medicina interna

INTRODUCERE

Boala Venoasa Cronica (BVC) este o afectiune
comund, fiind prezenta la aproximativ 8 din 10 su-
biecti in populatia generala (1). Diagnosticul sau
este in principal unul clinic, pacientii cu BVC pu-
tand fi incadrati, In functie de semnele lor obiecti-
ve, Intr-unul dintre cele sapte stadii clinice (C0-C6)
conform clasificarii CEAP (Clinic-Etiologie-Ana-
tomie-fizioPatologie) (Tabelul 1). (2)

Incepand cu stadiul clinic C3 corect este sa folo-
sim termenul de Insuficientd Venoasa Cronica
(IVC) si NU pe cel de ,,boalad venoasa cronica‘, de-
oarece aparitia edemului consemneaza un punct
critic in evolutia clinica a bolii de la stadiile incipi-
ente catre stadiile avansate, venele devenind depa-
site functional, cu stazd si hipertensiune venoasa
cronicd. Din acest stadiu initierea tratamentului
este obligatorie, In caz cd nu a fost deja initiat mai
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devreme! (3) Altfel, fiind vorba de o boala cronica
ce evolueaza rapid, in doar cativa ani, boala va pro-
gresa catre stadii din ce In ce mai avansate §i seve-
re, iar tratamentul va deveni mai dificil si costisitor.

“)

Clasificarea o
CEAP Semne obiective de BVC

CO Fara semne vizibile sau palpabile

C1 Telangiectazii sau vene reticulare

C2 \Vene varicoase (>3 mm)

C3 Edem

Cda Pigmentare/eczema

C4b Lipodermatosclerozé/atrofie albd |

C5 Ulcer venos vindecat
S2E= | €6 Ulcer venos activ

TABELUL 1. Clasificarea CEAP a BVC

(adaptare dupa ref. 2).

(BVC)

Stadii
incipiente

Stadii

avansate

d venoasa cronica

Boal

Chiar dacd BVC/IVC pare relativ simplu de diag-
nosticat clinic, simptomele ,,venoase (senzatie de
picioare grele, obosite, nelinistite sau dureroase,
furnicaturi, intepaturi, senzatie de arsurd, crampe
musculare, senzatie de picioare umflate, prurit),
chiar si unele semne ,,venoase* nu sunt specifice,
ceea ce poate contribui, pe langa alti factori, fie la
subdiagnosticarea (ignorarea) bolii, fie la subesti-
marea severitdtii acesteia, mai ales in absenta exa-
menului Doppler venos, care ar trebui efectuat
aproape de rutind pentru confirmarea diagnosticu-
lui. (2,3,5,6) Prezenta sau absenta simptomelor in
diagnosticul stadiului clinic va fi marcata printr-un
indice: S — pentru simptome prezente, A — pentru
simptome absente (ex. COS, C2A, C3S etc.). (2)

Atentia noastra s-a indreptat cétre practica me-
dicului internist care, prin munca sa holistica si in-
terdisciplinard, in colaborare cu ecografistul vascu-
lar, ar putea avea un rol activ in depistarea stadiilor
C3-C4 (asumandu-ne faptul ca stadiile severe C5-
C6 se adreseaza chirurgului vascular/dermatologu-
lui, iar stadiile incipiente COs-C2 pot ascunde des
stadii mai avansate, de fapt).

Daca revenim la datele epidemiologice din lite-
raturda, constatdm ca profilul pacientilor cu stadii
avansate C3-C4 de boala venoasa este destul de co-
mun n populatia generald, prevalenta fiind de
14,7% pentru stadiul C3, respectiv 7,5% pentru sta-
diul C4 de IVC, ceea ce inseamna ca 2 din 10 su-
biecti ar putea prezenta semne de IVC in stadiile
clinice C3-C4 la o depistare activa. (1) La acest pro-
fil de pacienti, internistului ii revine, pe langa sarci-
na educarii §i tratarii pacientilor, si rolul de a preve-
ni progresia bolii catre stadiile severe prin di-
minuarea factorilor ce i-ar putea accelera evolutia.
De aceea, o atentie sporita am acordat factorilor de

risc agravanti ai acestei boli, pe langda semnele/
simptomele bolii, alaturi de efectuarea Doppler-ului
practice. (7,8)

VARICES (¥Yenous Disease Aggravating RIsk
faCtors Epidemiological Survey) este un studiu de-
scriptiv, transversal, efectuat in practica medicilor
internisti din Romania, cu scopul de a colecta date
epidemiologice privind factorii de risc agravanti si
semnele/simptomele de afectare venoasa la paci-
enti aflati in stadiile clinice C3-C4 de IVC si de a
radiografia managementul acestor pacienti. Acest
studiu ofera o imagine actualizata a [IVC 1n stadiile
clinice avansate (C3-C4) la pacientii care se adre-
seaza medicilor internisti din orasele mari din Ro-
mania pentru simptome venoase, sau care prezinta
semne de afectare venoasd la nivelul membrelor
inferioare. Prin acest proiect pilot vom putea com-
para/alinia datele noastre la datele epidemiologice
internationale privind co-factorii de risc agravanti,
semnele/simptomele $i managementul bolii. Aceste
date ar putea fi importante pentru a imbunatati diag-
nosticul pacientilor si abordarea terapeutica in IVC
si pentru a reduce costurile directe si indirecte prin
prevenirea progresiei insuficientei venoase cronice
catre ulcer sau alte complicatii.

MATERIALE S| METODA

Studiul s-a realizat in contextul practicii obignu-
ite a medicilor internisti. Screening-ul stadiilor cli-
nice C3-C4 de IVC a fost efectuat prin inrolarea in
studiu a pacientilor consecutivi activi (cu varsta
intre 18-65 de ani), care prezentau semne obiective
de IVC stadiile clinice C3 (edem), C4a (pigmentare
sau eczema) si C4b (lipodermatoscleroza sau atro-
fie alba) conform clasificarii CEAP, insotite sau nu
de simptome de insuficienta venoasa (senzatie de
picioare grele, obosite, nelinistite sau dureroase, fur-
nicaturi, intepaturi, senzatie de arsurd, crampe mus-
culare, senzatie de picioare umflate, prurit). Pa-
cientii au putut accepta sau refuza participarea la
programul de screening. Inrolarea in acest studiu
si terapeutice uzuale a pacientilor. Toate datele in-
registrate ale pacientilor raman anonime.

Specialistii internisti au completat informatiile
sondajului intr-un formular de inregistrare a date-
lor. Pentru clasificarea pacientilor participanti la
studiu pe stadiile clinice C3, C4a si C4b, a fost luat
in calcul cel mai inalt nivel CEAP.
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Toate semnele caracteristice stadiilor C1-C6 de
BVC (telangiectazii, vene varicoase, edem, hiper-
pigmentare, eczema, lipodermatoscleroza, atrofie
alba, ulcer) au fost consemnate in mod aleatoriu in
formularul de inregistrare a datelor, fara a sugera in
dreptul fiecarui semn obiectiv stadiul clinic caruia
ar trebui asignat, in felul acesta putandu-se verifica
si cat de familiara le este clasificarea CEAP specia-
listilor de medicina interna.

Pentru confirmarea diagnosticului, o atentie spo-
rita s-a acordat ecografiei Doppler vasculare care a
fost recomandata de rutind si care s-a realizat in
fie direct de citre internisti, daca acestia erau su-
praspecializati, fie in colaborare cu specialisti in
ecografia vasculara.

Obiectivul primar al studiului a fost de a inre-
gistra principalii co-factori de risc agravanti ai IVC,
stadiile C3-C4, precum: ortostatism sau sezut pre-
lungit, obezitate, istoric familial, fumat, lipsa com-
presiei elastice, antecedente de tromboza venoasa
profunda sau superficiala, reflux venos diagnosti-
cat prin ecografie Doppler vasculara, constipatie,
multiparitate, contraceptie.

Ca obiectiv secundar ne-am propus inregistra-
rea semnelor obiective si simptomelor la toti paci-
entii cu IVC stadiile C3-C4 intervievati.

Analiza statistica

Datele colectate au fost analizate si raportate fo-
losind statistici descriptive: frecventd absoluta si
relativa (procent) pentru datele calitative, medie si
deviatie standard (media &+ DS) pentru datele canti-
tative daca distributia a fost normald sau mediana
(min., max.) dacd distributia nu a fost normala.
Analiza statistic a fost realizata folosind software-ul
SPSS (versiunea 16). Probabilitatea de eroare mai
mica de 5% (p<0,05) a fost considerata prag de
semnificatie statistica.

In comparatia datelor au fost folosite: testele
Fisher exact sau Pearson Chi-Square (daca 20% din
frecventele asteptate au fost mai mici de 5) pentru
doud grupuri si respectiv Likelihood Ratio pentru
mai mult de trei grupuri. Pentru datele in perechi
(ex.: folosirea terapiei compresive inainte $i reco-
mandarea ei dupd vizitd) a fost folosit testul McNe-
mar.

In cazul in care au fost comparate mai mult de
doua procente, daca testul de semnificatie general a

indicat semnificatie, au fost aplicate teste de com-
paratie multipla (post-hoc) pentru determinarea
procentelor intre care exista semnificatie statistica:
teste Fisher exact corectate Bonferroni.

Atat pentru factorii de risc, cat si pentru semnele
obiective/simptome, au fost facute analize post-hoc
pentru a studia corelatiile cu sexul si grupele de varsta
(<50 de ani, 50-59 de ani, > 60 de ani). De asemenea,
a fost analizata corelatia dintre factorii de risc agra-
vanti §i prezenta semnelor obiective/simptomelor.

REZULTATE

Studiul a colectat date de la 151 de pacienti, In
perioada octombrie-noiembrie 2015, prin implica-
rea a 15 medici specialisti de medicina interna.
Specialistii au fost selectati din cele mai mari 10
orase ale Romaéniei din punct de vedere al populati-
ei (>200.000 de locuitori/oras). (9) in ordinea alfa-
betica a oraselor, distributia pacientilor a fost: Bra-
sov (n=10), Braila (n=19), Bucuresti (n=45),
Cluj-Napoca (n=15), Constanta (n=20), Craiova
(n=10), Galati (n=10), Iasi (n=6), Ploiesti (n=6) si
Timisoara (n=10).

Caracteristicile pacientilor

VARICES a inclus o populatie preponderent fe-
minind, proportia pacientelor (104 femei; 69%) fi-
ind mai mare decat cea a pacientilor (47 barbati;
31%) (Figura 1) si preponderent supraponderal-
obeza (Figura 2).

Repartitia pe grupe de varsta (Figura 3) a indi-
cat o cotd mai crescutd (43%) a grupei de varsta
50-59 de ani cu IVC C3-C4, in practica medicului
internist. Desi studiul si-a propus inrolarea pacien-
tilor cu varste intre 18-65 de ani, nu au fost identi-
ficati pacienti cu varsta mai mica de 30 de ani care
sa Indeplineasca criteriile de includere. Varsta me-
die a fost de 54,85 + 7,95 ani. Mediana (min., max.)
caracteristicilor precum varsta, greutatea, nalti-
mea, IMC se pot observa in Tabelul 2. Atat sexul
feminin, cat si varsta (> 40 de ani) se mentioneaza
in literatura ca factori de risc agravanti ai bolii ve-
noase cronice. (7,10)

4 din 10 pacienti (n = 65; 43,3%) au avut ca
principal motiv de consultatie prezenta simptome-
lor sau semnelor venoase.

54% dintre pacienti au fost in stadiul C3, 46% in
C4a si C4b.
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FIGURA 1. Repatrtitia populatiei VARICES pe sexe
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FIGURA 2. Repartitia populatiei VARICES in functie de IMC

/‘/-/'
50% 7 -

40%”"!
L~

/.»-’
® 30% 4
rd
0% 4+ . ——
Fad
10%

0%
< 50 ani 50-59 ani

= &0 ani

FIGURA 3. Populatia VARICES pe grupe de varsta

Varsta 56 (30; 65) ani

83 (47; 146) kg

Tnaltime 165 (147; 190) cm

IMC 28,6 (17,1; 46,2) kg/m?

TABELUL 2. Caracteristicile populatiei VARICES

Greutate

Factorii de risc agravanti ai IVC

Ca obiectiv primar, la ambele sexe a fost inre-
gistratd prezenta urmatorilor co-factori de risc: or-
tostatism/pozitie sezanda indelungat(a), obezitate,
istoric familial, fumat, lipsa compresiei elastice,
antecedente de tromboza venoasa profunda/super-
ficiala (TVP/TVS), reflux venos diagnosticat prin
duplex Doppler, constipatie. La femei s-a analizat
si asocierea multiparitatii si a contraceptiei.

Indiferent de sex, toti pacientii au prezentat mul-
tipli (>2) factori de risc agravanti asociati. Din cei
151 de participanti la studiu, 11 (7,3%) au avut doi
factori de risc, 24 (15,9%) trei factori de risc, 33
(21,9%) patru factori de risc, 39 (25,8%) cinci fac-
tori de risc, 31 (20,5%) sase factori de risc, 12 (7,9%)

sapte factori de risc, 1 (0,7%) opt factori de risc. Nu
a existat diferentd semnificativa intre distributiile
procentelor pentru numarul factorilor de risc intre
barbati si femei (p=0,192, Likelihood Ratio).

Frecventa factorilor de risc si distributia n func-
tie de sex este detaliata in 7abelul 3. Cu exceptia
fumatului (p<0,001) si a lipsei recomandarii con-
tentiei elastice (p=0,014), care au fost semnificativ
mai frecvente la barbati, pentru ceilalti factori de
risc agravanti nu s-au observat diferente semnifica-
tiv statistice intre cele doua sexe. Eventual, in cazul
obezitatii, am putea lua in discutie posibilitatea
unei frecvente mai crescute la femei, comparand
procentele de obezi la barbati (25,5%) si femei
(41,3%) si constatdnd intre acestea o diferenta
(p=0,068) mai apropiata de pragul de semnificatie
statistica (p=0,05), dar care nu a fost insa atins, din
cauza esantionului mic al studiului. La fel, in cazul
nepurtarii ciorapilor elastici, comparand procentele
la barbati (78,4%) si femei (63,5%) se constata in-
tre acestea o diferentd mai apropiata de, fara a atin-
ge Insd, limita de semnificatie (p=0,089).

Ortostatismul/pozitia gezanda prelungit(a)

Multi pacienti (n=108; 71,5%) percepeau ca pe-
trec foarte mult timp in picioare. Analizand Tmpre-
una cu pacientii cat timp petreceau exact in picioare
si cat stateau jos, rezultatul a fost ca aproximativ 6
din 10 pacienti (n=88, 58%) petreceau cel putin
50% din timp 1n picioare si cca 4 din 10 pacienti
(n=63, 42%) petreceau peste 50% din timp sezand.
Ca profil de activitate, 66 dintre pacienti erau pen-
sionari (49 de femei, 17 barbati), 8 persoane casni-
ce (femei), restul cu activitati in 34 de domenii di-
ferite (vanzari, contabilitate, sistem medical,
muncitori, functionari, ingineri, soferi, bucatari, li-
ber profesionisti, arta, educatie etc.). Profilul pensi-
onarului din Romania se dovedeste a fi acela al
unui pensionar activ, procentul celor care petreceau
cel putin 50% din timp stand in picioare fiind chiar
mai mare decat in populatia generala activa (44 din
66 pensionari, adica 2 din 3 erau expusi la ortosta-
tism prelungit). In cazul celorlalti pacienti, procen-
tul celor care petreceau cel putin 50% din timp in
picioare a fost ceva mai mic (44 din 85 de pacienti,
adica 1 din 2 pacienti stiteau mult 1n picioare), da-
torita unor activitati mai statice, de birou. Atat or-
tostatismul prelungit, cat si activitatea statica pre-
lungitd sunt factori de risc agravati ai IVC; optim ar
trebui sa existe un echilibru. (7,8,10,11)

Obezitatea

Populatia VARICES este o populatie preponde-
rent supraponderald/obeza. Aproximativ 2 din 10
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pacienti (23%) aveau greutate normala (IMC<25),
4 din 10 (40%) erau supraponderali (IMC=25-29,9),
3-4 din 10 (36%) obezi (IMC>30) (Figura 2). Obe-
zitatea in sine este factor de risc agravant in cazul
patologiei cardiovasculare, in general, si a celei ve-
noase, in particular. (7,8,10,11,12)

Istoricul familial

124 pacienti de (82%) au relatat despre istoricul
lor familial de BVC/IVC. Dintre acestia, 92 au pre-
zentat istoric familial de BVC/IVC: tatal (n=22;
17,7%), mama (n=61; 49%), ambii parinti (n=9;
7,3%). Fara istoric: n=32; 26%. Istoricul familial
de BVC/IVC este descris in literatura ca factor de
risc agravant. (7,8,10)

Fumatul

Fumatul a fost semnificativ mai frecvent la bar-
bati 44,7% comparativ cu 13,5% la femei (p=0,018).
El este recunoscut ca factor de risc agravant pentru
patologia vasculara in general. (8)

Lipsa compresiei elastice

51% dintre pacienti (unul din doi) nu mai primi-
serd recomandare de compresie elastica. Lipsa re-
comandarii contentiei elastice a fost semnificativ
mai frecventa in cazul barbatilor, 66%, comparativ
cu 44% la femei (p=0,014), probabil si din cauza
rezervei medicilor in a recomanda aceastd masura
terapeutica sexului masculin, fara justificare medi-
cala insa. 68% nu purtasera niciodata ciorapi elas-
tici. Doar 48 de pacienti (32%) purtasera ciorapi
elastici, dintre care numai 5 (3,3%) zilnic (!). Lipsa
contentiei elastice/noncomplianta la contentia elas-
tica este descrisa in literatura ca factor de risc agra-
vant. (13)

Antecedentele de TVP/TVSITE

Antecedentele de TVP/TVS/TE reprezinta fac-
tor de risc. (10) 1 din 5 pacienti (n=32, 21,2%) au
prezentat istoric de tromboza venoasa profunda
(TVP), tromboza venoasa superficiala (TVS) sau
TE (tromboembolism pulmonar) (un singur caz din
ultima categorie). La acesti pacienti ne-a interesat
daca aderenta la compresia elastica a fost mai mare.
In acest sens, am observat ¢i 20 de pacienti (62,5%)
au purtat ciorapi elastici, adica un procent mai mare
decat in populatia studiului; Insd doar 2 pacienti 1i
purtau zilnic (adica un procent foarte mic: 6,3%).
Rolul compresiei elastice In absenta farmacoterapi-
ei, pe de altd parte, ramane destul de controversat
pentru prevenirea sindromului post-trombotic la
pacientii cu istoric de tromboza (nivel de dovezi

2B), in timp ce asocierea medicatiei la compresia
elastica reduce rata recurentei TVP. (14,15,16)

Refluxul venos

Recomandarea unui duplex Doppler color ar tre-
bui efectuatd de rutina pentru diagnosticul IVC (grad
de recomandare 1A), fiind considerat un test sigur,
noninvaziv, cost-eficient si de incredere. (6,17,18) To-
tusi, doar la 125 de pacienti (83%) medicii au reco-
mandat aceastd investigatie, chiar daca in majoritatea
celorlalte cazuri, pacientii declarasera ca nu mai efec-
tuasera anterior un Doppler vascular, ceea ce inseam-
na ca in 2 din 10 de cazuri medicii s-au bazat doar pe
simtul clinic, ceea ce este de admirat, insa posibil in-
suficient pentru a certifica diagnosticul. Dintre paci-
entii carora li s-a recomandat acest examen, cca 7 din
10 pacienti (n=90; 72%) s-au Intors cu rezultatele, re-
zultate care, in 83% dintre cazuri (n=75) au evidentiat
prezenta refluxului in sistemul venos superficial
(n=42; 47%), in sistemul venos profund (n=12; 13%)
sau in ambele (n=21; 23%). La 15 din cei 32 de paci-
enti (47%) cu istoric de tromboza a fost evidentiata
prezenta refluxului si/sau a trombozei. De asemenea,
la 60 din 119 pacienti féra istoric de tromboza (50%)
refluxul venos a fost prezent.

Constipatia

46 de pacienti (30,5%) prezentau constipatie. Si
acest factor de risc agravant este descris in literatu-
ra, fie ca atare, fie ca si consum scazut de fibre. (7,
8,11)

Multiparitatea si contraceptia

Din 104 femei, 90 (86,5%) avusesera nasteri. 27
(26%) au avut o nastere, 43 (41%) doua, 16 (15%)
trei, 2 (2%) patru, 1 (1%) a avut cinci i 1 (1%) a
avut opt nasteri. Doar 3 (2,9%) utilizau contracep-
tive. Multiparitatea (dupa varsta de 40 de ani) si
contraceptia (sub varsta de 40 de ani) sunt conside-
rate factori de risc agravanti. (7,10,11) 77 de femei
(74%) au declarat ca sunt la menopauza. Niciuna
nu urma terapie de substitutie hormonala.

Studiind corelatia dintre factorii de risc si grupe-
le de varsta (<50 de ani, 50-59 de ani, > 60 de ani),
nu s-au observat diferente semnificativ statistice
intre grupele de varsta, cu o singura exceptie: com-
parand procentele de fumatori s-a constatat o dife-
rentd semnificativa intre grupe (0,018, Likelihood
Ratio) si anume, mai precis, Intre fumatorii sub 50
de ani (37,8%) si cei peste 60 de ani (12,0%). De
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Factorii de risc agravanti Toti § i
' (n=151) | (n=104; 69%) | (n=47; 31%)

CIEE T T 108 (71,5%) | 76(73%) | 32(68%) 0562
68 (45%)  46(48%)  22(47%) 0,860
Obezitate (IMC = 30) 55 (36,4%) 43(41,3%) 12(25,5%) 0,068
92 (74,2%) 67(70,5%)  25(86,2%) 0,144
WL a6 (305%) 35(33,7%)  11(23,4%) 0253
Fumat 35 (23,2%) 14(13,5%) 21(44,7%) <0,001
76 (51%) 45 (44%) 31(66%) 0,014
Lipsa purtarii ciorapilor elastici 103 (68,2%) 66 (63,5%) 37 (78,4%) 0,089

Antecedente de TVP/TVS 32 (212%) 25(24%) 7 (152%) 0282

Reflux venos diagnosticat prin duplex Doppler
(efectuat la 90 de pacienti) 75 (83,3%) 55 (87,3%) 20 (74,1%) 0,102

TABELUL 3. Distributia factorilor de risc agravanti in populatia VARICES, in functie de sex

Lipsa de recomandare a compresiei elastice

* Testul Fisher Exact

asemenea, o diferentd apropiata de pragul de sem-
nificatie statistica, fara a-1 atinge insa, a aparut intre
grupele de varsta in cazul pozitiei sezande prelun-
gite (p=0,068, Likelihood Ratio).

Semnele obiective si simptomele bolii

Ca obiectiv secundar ne-am propus inregistra-
rea semnelor obiective si simptomelor de IVC la
toti pacientii intervievati, datele fiind centralizate
in Tabelul 4.

In privinta semnelor obiective, s-a constatat ci
telangiectaziile (p=0,047) si edemul (p=0,019) au
fost semnificativ mai frecvente la femei, in timp ce
hiperpigmentarea a fost semnificativ mai frecventa
la barbati (p=0,026). Dintre simptome, femeile au
acuzat cu o frecventd semnificativ mai mare senza-
tia de picioare umflate (p=0,003) si de picioare ne-

Semne/simptome

Telangiectazii 97 (64,7%) 72 (69,9%)
133(881) 89 (86,4%)
Edem 127 (84,7%) 92 (89,3%)

Hiperpigmentare/eczema

63 (42%)

a4 (291%)

37 (35,9%)

Lipodermatoscleroza/atrofie alba _—

31 (29,8%)

linistite (p=0,042). Pentru restul semnelor si simp-
tomelor nu s-au observat diferente statistic semni-
ficative intre cele doua sexe. Simptomele venoase
au aparut 1n special:

» la sfarsitul zilei (n=137; 90,7%);

* noaptea (n=42; 27,8%);

* dupa ortostatism prelungit (n=121; 80,1%);

* vara (n=104; 68,9%);

e dupa o baie calda (n=22; 14,6%);

* dupa ciclul menstrual, la femei (n=11; 10,7%).

Simptomele a caror aparitie era legata de caldu-
rd au fost relatate cu frecventa semnificativ mai
mare de catre femei (simptome vara, p=0,001; dupa
baie calda, p=0,016).

Studiind corelatia dintre semne/simptome si
grupele de varsta (<50 de ani, 50-59 de ani, > 60 de
ani), nu s-au observat diferente semnificativ statis-

ti
(n=151) (n= 104 69%) (n-47 31%) _

25 (53,2%) 0,047
44 (93,6%) 0,196"
35 (74,5%) 0,019

26 (55,3%) 0,026

13 (27,7%) 0,788"

P 56 (37,1%) | 41(39,4%) | 15(318%) | 076" |

107 (70,9%)
Crampe musculare | 2L

Senzatia de picioare umflate 121 (80,1%)

73 (70,2%)

90 (86,5%)

34 (72,3%) 0,788*

31 (66,0%) 0,003

Senzatia de picioare grele ____

31 (20,5%)

Senzatia de picioare nelinistite 35 (23,2%) 29 (27,9%)
115 (762%) 80 (76,9%)

23 (22,1%)

8 (17%) 0,473
6 (12,8%) 0,042*
35 (74,5%) 0,743*

TABELUL 4. Distributia semnelor/simptomelor in populatia VARICES, in functie de sex

* Testul Fisher Exact
* Pearson Chi-Square
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tice Intre grupe, cu o singura exceptie: comparand
procentele de pacienti cu senzatia de arsura pe gru-
pele de varsta s-a constatat o diferentd semnificati-
va Intre acestea (0,011, Likelihood Ratio) si anume,
mai precis, intre cei sub 50 de ani (48,6%) si cei
intre 50-59 de ani (23,4%) si respectiv cei intre 50-
59 de ani (23,4%) si cei peste 60 de ani (46,0%).
De asemenea, a fost studiata si asocierea semne-
lor/simptomelor cu factorii de risc agravanti. S-au
observat urmatoarele asocieri semnificativ statistice:

* Edemul a fost semnificativ mai frecvent la
persoanele obeze (92,6% fatd de persoancle
fara obezitate 80,0%, p=0,040), Pearson Chi-
Square;

» Senzatia de picioare umflate a fost mai frec-
ventd la femei (86,5% fata de barbati 66%,
p=0,003), Pearson Chi-Square;

» Furnicaturile, crampele musculare si senza-
tia de picioare nelinistite au fost semnificativ
mai frecvente la persoanele care suferd de
constipatie, comparativ cu cele care nu su-
ferd: 45,7% vs. 21,9% (p=0,003); 54,3% vs.
352% (p=0,028); 34,8% vs. 18,1% (p=
0,025), Pearson Chi-Square;

» Senzatia de picioare nelinistite a fost semni-
ficativ mai frecventa la nefumatori (27,6%)
comparativ cu fumatorii (8,6%), p=0,019,
Pearson Chi-Square, posibil in corelatie i cu
sexul, acest simptom fiind declarat in special
de femei (la care procentajul fumatoarelor a
fost mai mic comparativ cu lotul barbatilor);

* Hiperpigmentarea/eczemele au fost semnifi-
cativ mai frecvente la cei care nu au avut re-
comandare de compresie elastica (54,2%
comparativ cu 30,3% la cei cu recomandare,
p=0,003, Pearson Chi-Square) si/sau nu au
purtat ciorapi elastici (55,3% comparativ cu
35,9% la cei care i-au purtat, p=0,026, Pear-
son Chi-Square), de asemenea, posibil in co-
relatie si cu sexul, acest semn aparand 1n spe-
cial la barbati (la care procentajele reco-
mandarii/purtarii compresiei elastice au fost
mai mici comparativ cu cele ale femeilor);

»  Crampele musculare au fost semnificativ mai
frecvente la cei care stateau mult in picioare
(48,1%) comparativ cu cei care nu stiteau
(23,3%), p=0,005, Pearson Chi-Square. Sen-
zatia de durere s-a apropiat de pragul de sem-
nificatie statistica la cei care petreceau mult
timp 1n pozitie sezanda, fara a-1 atinge insa,
probabil din cauza lotului mic de pacienti
(p=0,062);

*  Crampele musculare §i senzatia de picioare
umflate au fost semnificativ mai frecvente la

pacientii cu istoric de TVP/TVS, comparativ
cu cei fard acest istoric: 56,3% vs. 36,4%,
p=0,043; 93,8% vs. 76,3%, p=0,028, Pearson
Chi-Square.

Managementul IVC

Inrolarea in studiul VARICES nu a necesitat nici
uzuale a pacientilor.

Studiul a evaluat:

» Cat de familiard le este clasificarea clinica

CEAP specialistilor de medicina interna?

* Ce procent de pacienti au primit sfaturi legate
de stilul de viata si ingrijiri medicale Thainte
de vizita?

» Ce tip de tratament au primit pacientii Thainte
si dupa vizita?

* Ce procent de pacienti ar trebui urmariti in
continuare de catre un medic specialist in
vene?

« In ce masura se recomanda duplex Doppler-ul
color in practica?

Clasificarea clinica CEAP s-a dovedit a fi foarte
familiara medicilor specialisti de medicina interna,
in 85,4% dintre cazuri pacientii fiind corect inca-
drati 1n stadiile C3, C4a si C4b.

In privinta sfaturilor referitoare la stilul de viata
si a ingrijirilor medicale, 149 de pacienti au raspuns
la ambele intrebari. Dintre acestia, 85 (75,05%) pri-
miserd anterior si sfaturi §i ingrijiri medicale, 17
(11,41%) primisera doar sfaturi, 8 (5,37%) primise-
rd numai ingrijiri i restul de 39 (26,17%) nu primi-
serd nici sfaturi, nici ingrijiri medicale.

Tratamentul recomandat atat inainte, cat si dupa
vizitd a fost In principal compresiv si medicamen-
tos.

« TInainte de vizitd compresia elasticd era folo-
sita de catre 28% dintre pacienti, iar in timpul
vizitei a fost recomandatd 1n proportie de
70,7%, cele doua procente fiind diferite sem-
nificativ statistic (p<<0,0001, testul McNemar).

*  Medicamentele venoactive erau folosite 1na-
inte de vizitd in proportie de 66,2%, iar in
timpul vizitei au fost recomandate in propor-
tie de 98%, diferenta fiind semnificativa sta-
tistic (p<0,0001, testul McNemar).

» Tratamentul anticoagulant era folosit inainte
de vizita in proportie de 6,7%, iar ulterior vi-
zitei a fost recomandat In proportie de 4%,
nesemnificativ statistic (p=0,344, testul Mc-
Nemar).

e Scleroterapia fusese utilizata inainte in pro-
portie de 4%, iar dupa a fost recomandata la
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doar 0,7% dintre pacienti (p=0,125, testul
McNemar).

* Ablatia endovenoasa tusese utilizata in pro-
portie de 0,7% si a fost recomandata apoi la
1,3% dintre pacienti (p=1,000, testul McNe-
mar).

» Chirurgia deschisa fusese utilizata de 1,3%
dintre pacienti, ulterior vizitei a fost recoman-
data la 6,0% dintre pacienti, cu o diferenta
apropiatd de pragul de semnificatie, fara a-1
atinge nsa (p=0,065, testul McNemar).

La 92 de pacienti (63%) medicii internisti au
considerat necesara urmarirea pacientilor in cola-
borare cu un alt specialist: 46,9% impreuna cu un
ecografist vascular; 24% impreuna cu un chirurg
vascular; 12,5% impreuna cu un dermatolog; 13,5%
alta specialitate.

40 de (26,5%) pacienti facusera un duplex Doppler
candva, inainte de vizitd. Aceasta investigatie a fost
efectuata la 90 de (60%) pacienti in cadrul VARICES.

DISCUTII

Studiul VARICES s-a efectuat cu scopul de a
analiza frecventa factorilor de risc agravanti si a
semnelor/simptomelor de afectare venoasa in stadi-
ile clinice avansate C3, C4a si C4b de insuficienta
venoasa cronica (stadii definite conform clasificarii
CEAP revizuite) (2,3). Populatia studiului (n=151)
a fost selectata din practica specialistilor de medici-
nd interna care profeseaza in cele mai mari 10 orase
din Romania (Brasov, Briila, Bucuresti, Cluj-Na-
poca, Constanta, Craiova, Galati, lasi, Ploiesti si
Timisoara, orase cu peste 200.000 de locuitori fie-
care). (9)

Date epidemiologice despre prevalenta/inciden-
ta bolii venoase cronice, precum si a factorilor sai
de risc agravanti sunt prezente in literatura, fie in
studii nationale care au evaluat situatia in anumite
tari, regiuni sau orase, fie in cercetari globale care
au extins analiza la nivel mondial. (1,4,7,8,18-39)
Pentru Romania, desi datele nu sunt publicate, s-au
comunicat in cadrul diverselor congrese stiintifice
nationale date epidemiologice despre prevalenta
bolii venoase cronice, identificatd ca fiind: 36%
(studiul SEPIA, 2004); 48% (studiul VeinPRE-
VENT, 2009); 68% (studiul VEIN PREVENT II,
2011) si a edemului de gamba de origine venoasa a
carui prevalenta a fost raportata ca fiind de 26%
(studiul PEGAS, 2006) in populatia generala. Cele
mai recente date epidemiologice legate de Romania
sunt cele din programul Vein Consult (2012), la
care tara noastra a luat parte impreuna cu alte 19

tari din Europa Centrala si de Est, Europa de Vest,
America Latina si Orientul Apropiat si Indepartat si
in care prevalenta la nivel global a bolii venoase
cronice a fost raportata ca fiind de 83,6%, cu o dis-
tributie pe stadiile clinice CEAP de: 19,7% (CO0S),
21,7% (C1), 17,9% (C2), 14,7% (C3), 7,5% (C4),
1,4% (C5) 51 0,7% (C6), cu limitarea legata de fap-
tul ca fiind un program complex (a inclus 95.000 de
subiecti) desfasurat doar cu ajutorul medicilor de
familie (6.232 de medici) 1n tari atat de diferite ca
unul in principal clinic, bazat pe simptomele/sem-
nele venoase conform clasificarii CEAP, fiind
aproape imposibil a instrui toti medicii de familie
in ceea ce priveste investigatia duplex Doppler
pentru confirmarea diagnosticului. (1) Un alt as-
pect interesant pe care l-a relevat programul Vein
Consult a fost acela ca gradul de trimitere a pacien-
tilor catre medicii specialisti creste cu gradul de se-
veritate a bolii, de la 4,1% (in COs) pana la 60,2%
din cazuri (in C6). (1)

In studiul VARICES atentia noastra s-a indrep-
tat nu catre stadiile incipiente (C0-C2, care sunt cel
mai frecvent 1n grija medicului de familie), nici ca-
tre stadiile cele mai severe (C5-C6, care ajung in
ingrijirea dermatologilor si a chirurgilor vasculari),
ci catre stadiile intermediare, dar avansate de boala
(C3-C4) si care se pot intersecta cu practica medi-
cului internist.

Alegerea specialistilor de medicina interna s-a
efectuat prin prisma profilului activitatii lor holisti-
ce si interdisciplinare; medicul internist, in colabo-
rare cu ecografistul vascular, dar si cu celelalte spe-
cialitati, ar putea avea un rol activ in depistarea
stadiilor avansate de boala si in prevenirea progre-
siei acesteia catre stadii severe, cu impact pozitiv
asupra calitatii vietii, dar si economic, prin reduce-
rea costurilor tratarii complicatiilor. Astfel ca, pe
langa confirmarea unor date epidemiologice deja
cunoscute despre patologia venoasa, studiul VARI-
CES si-a propus si o radiografie a managementului
acestei afectiuni in practica specialistilor de medi-
cind internd din Romania, o specialitate aflatd la
intersectia tuturor specialitatilor care pot diagnosti-
ca si trata aceasta afectiune.

Studiul VARICES a confirmat la pacientii cu
IVC stadiile clinice CEAP C3-C4, 1n practica me-
dicilor internisti, urmatoarele date de prevalenta a
factorilor de risc agravanti:

e Sexul feminin —boala este de 2,2 ori mai frec-
ventd la femei (68,9%) decat la barbati
(31,1%), independent de varsta; ca o compa-
ratie procentele raportate in programul Vein
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Consult sunt 68,4% femei si 31,6% barbati
pentru BVC in general; (1)

» Virsta medie a fost de 54,85+7,95 ani, mai
mare decat cea raportatd in literaturd pentru
BVC in general (50,6+16,9 ani), insa rezulta-
tul nostru este explicabil intrucat in VARI-
CES sunt incluse stadii avansate de boala,
severitatea acestei boli fiind direct proportio-
nala cu vérsta; (1)

» Ortostatismul/sezutul prelungit — in datele din
literatura se descrie un procent de 70% (7) de
pacienti 1n ortostatism prelungit. Acest rezul-
tat a fost relevat si de studiul nostru in baza
declaratiei pacientilor (71,5% dintre pacien-
tii VARICES au spus cé petrec mult timp in
picioare). O anamneza mai amanuntita insa a
aratat ca doar 58% dintre ei petrec >50% din
timp in ortostatism, 42% petrec >50% din
timp In pozitie sezdnda, independent de sex
si varsta;

*  Obezitatea (IMC>30) — a avut o prevalenta
de 36,4%, cu tendinta de a fi de 1,6 ori mai
frecventa la femei, independent de varsta;
mediana IMC din studiu a fost de 28,6 kg/m?,
peste valoarea medie din literatura de 27,34
kg/m?, raportata pentru Europa Centrala si de
Est, iar asocierea mai frecventa cu sexul fe-
minin In studiul nostru pare in contrast cu
datele din literatura care indica un IMC sem-
nificativ mai crescut la barbati fata de femei;
(D

o Istoricul familial — a fost asociat la 74,2%
dintre pacienti, independent de sex si varsta,
intr-un procent mai mare decét cel descris in
literatura, de 50-56%; (7)

» Constipatia — a avut o prevalenta de 30,5%,
independent de sex si varsta, Inscriindu-se in
parametrii identificati in literaturd 29-40%:;
(7

e Fumatul — 23,2% fumatori, semnificativ mai
multi barbati (44,7%) comparativ cu femeile
(13,5%), iar frecventa scade cu varsta (de la
37,8% sub 50 de ani, la 12% peste 60 de ani);

» Lipsa de recomandare a compresiei elastice
(51%, de 1,5 ori mai frecventa la barbati) si
lipsa purtarii ciorapilor elastici (68,2%), in-
dependent de varsta;

» Antecedente de TVP/TVS — au fost identifica-
te la 21,2% dintre pacienti, independent de
sex si varsta, in procent mai mic decat cele
descrise 1n literatura (40,3% la barbati si
32,3% la femei); (7)

*  Refluxul venos a fost raportat la 83,3% (n=75)
dintre pacientii care au fost investigati prin

duplex Doppler (n=90), procentul pacientilor
investigati prin ecografie Doppler fiind de
60% din totalul populatiei de studiu. Cu alte
cuvinte, refluxul venos a putut fi documentat
la aproximativ 1 din 2 pacienti.

Telangiectaziile au fost prezente la 64,7% dintre
pacienti (mai frecvente la femei), venele varicoase
la 88,1%, edemul la 84,7% (mai frecvent la femei
si la cei obezi), hiperpigmentarea/eczema la 42%
(mai frecvente la barbati si la cei fard compresie
elastica), lipodermatoscleroza/atrofia alba la 4%,
furnicaturi/ intepaturi la 29,1%, senzatia de arsuri
37,1%, picioare dureroase/obosite la 70,9%, cram-
pe musculare la 41,1% (mai frecvente la cei cu or-
tostatism prelungit si la cei cu istoric de TVP/TVYS),
senzatia de picioare umflate la 80,1% (mai frecven-
ta la femei si la cei cu istoric de TVP/TVS), senza-
tia de picioare grele la 88,7%, prurit la 20,5%, pi-
cioare nelinistite la 23,2% (mai frecvente la femei
si nefumatori).

In ansamblu, putem considera rezultatele stu-
diului VARICES consistente cu datele din literatu-
rd, atat In ceea ce priveste ponderea factorilor de
risc agravanti, cat si profilul clinic al bolii (semne/
simptome). Studiul releva in plus unele asocieri in-
teresante intre factorii de risc, sex, varsta si tabloul
clinic si ne ofera o situatie actualizata a manage-
mentului acestei patologii n practica specialistilor
de medicind internd din Romania.

Mai presus de toate, prezentul studiu pare sa
confirme prezenta diferitelor verigi patogenice, pre-
cum cea inflamatorie si trombotica, ce stau la baza
IVC. (40-50)

Limitarile studiului ar putea consta in numarul
mic de pacienti, precum si in faptul ca protocolul
VARICES a fost cel al unui studiu strict descriptiv,
fara a lua din start in calcul testarea asocierilor intre
variabilele studiului. Am considerat totusi ca pane-
lul mic de pacienti poate fi acceptabil prin prisma
faptului ca atat factorii de risc agravanti, cat si sem-
nele/simptomele bolii sunt deja validate de nume-
roase studii, deci nu mai trebuie dovedite, iar asoci-
erile provenite in urma analizelor post-hoc intre
variabilele studiului care, de altfel, au relevat unele
rezultate interesante, consideram ca pot constitui,
cel putin, ipoteze pentru viitoare studii.

CONCLUZIE

Raspandirea larga a insuficientei venoase croni-
ce (IVC) a fost confirmata de multiple studii epide-
miologice la nivel mondial. VARICES ne ofera o
cunoastere actualizatad a principalilor factori de risc
agravanti si a frecventei actuale a semnelor si simp-
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tomelor de IVC 1n stadiile clinice avansate C3-C4.
Specialistii de medicind internd in colaborare cu
specialistii in ecografia Doppler vasculara ar putea
avea un rol major in prevenirea §i intarzierea pro-
gresiei [VC.

MULTUMIRI

Suntem profund recunoscdtori tuturor pacienti-
lor care au acceptat sa participe la acest studiu si
tuturor centrelor care au contribuit la recrutarea pa-
cientilor. Studiul VARICES a fost coordonat de ca-
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VARICES (VENOUS DISEASE AGGRAVATING RISK FACTORS

EPIDEMIOLOGICAL SURVEY)

Prof. Minerva-Rodica Muraru, MD, PhD, on behalf of VARICES Investigators*
Medical Center “Sf. Spiridon Vechi®, Bucharest

— ABSTRACT —

Aim. VARICES is a cross-sectional descriptive survey aiming to collect epidemiological data on aggravating
risk factors and signs/symptoms of venous damage in patients with chronic venous insuficiency (CVI) clinical
stages C3-C4 and to offer a snapshot of the management of these patients in the practice of internal medi-
cine specialists from Romania.

Method. Screening for the clinical stages C3-C4 of CVI was to be performed by enrolling in the survey all
consecutive active patients (with age between 18-65 years) having signs/symptoms of C3-C4 clinical stages
of CVI according to the CEAP classification. The primary objective was to evaluate the patients from the
perspective of the associated aggravating risk factors frequency (prolonged standing or sitting, obesity, fam-
ily history, smoking, lack of elastic compression, previous deep or superficial venous thrombosis, venous
reflux, constipation, multiparity, contraception). The secondary objective was to analyze the frequency of
signs and symptoms of venous insufficiency.

Results. The survey has collected data from 151 patients during October - November 2015, by involving 15
specialists of internal medicine from 10 big cities of Romania. Clinical stages C3-C4 of CVI were more fre-
quent in women (68.9%) than in men (31.1%) and the mean age of study population was 54.85 + 7.95 years.
Aggravating risk factors of the disease have been reported with the following frequency: family history 74.2%;
lack of elastic compression application 68.2%; prolonged standing 58%; prolonged sitting 42%; obesity
36.4%, constipation 30.5%; smoking 23.2%. Signs of the disease were reported with the following frequency:
varicose veins 88.7%, edema 84.7%, telangiectasies 64.7%, hiperpigmentation/ eczema 42%, lipodermato-
sclerosis/white atrophie 4%. Symptoms of the disease appeared with the frequency: heavy legs sensation
88.7%, swollen legs sensation 80.1%, tired legs sensation 76.2%, pain 70.9%, muscle cramps 41.1%, burn-
ing sensation in the legs 37.1%, tingling/“pin and needles” 29.1%, restless legs 23.2%, itching 20.5%.
Conclusion. VARICES survey underlines the importance of the screening for clinical stages C3-C4 of CVI
active patients in the practice of internal medicine specialists. It is necessary to continue this epidemiological
survey and expand the significance of the investigation, with the possibility of applying the treatment for this
condition as recommended by the therapeutic current guidelines, in order to increase adherence and thera-
peutic efficacy.

Keywords: Chronic Venous Disease — Chronic Venous Insufficiency — CEAP C3-C4 —
Cross-sectional survey — Epidemiology — Aggravating risk factors — Internal medicine

INTRODUCTION

Chronic venous disease (CVD) is a common
condition, which is present in approximately 8 out
of 10 subjects in the general population. (1) Its di-
agnosis is primarly a clinical one, CVD patients
may be classified, depending on their objective
signs, in one of the seven clinical stages (C0-C6)
according to CEAP classification (Clinical-Etiolo-
gy-Anatomy-Pathophysiology) (7Table 1). (2)

Starting from the clinical stage C3 it is correct to
use the term Chronic Venous Insufficiency (CVI)
and NOT the “chronic venous disease‘ one, as the
edema onset marques a critical point in the clinical
evolution of the disease from early to advanced
stages, the veins becoming functionally obsolete,
with stasis and chronic venous hypertension. From
this stage the treatment initiation is a must, in case
it not already in place! (3) Otherwise, as it is a
chronic disease that evolves rapidly, within just a
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few years, the disease will progress to increasingly
more advanced and severe stages and it will be-
come more difficult and costly to treat. (4)

CEAP . .
Objective signs of CVD

CO No visible or palpable signs

C1 Telangiectasies or reticular veins
C2 Varicose veins (>3 mm)

C3 Edema

ACUVELLGH C4a Pigmentation/eczema

S5lHS0 1 cab Lipodermatosclerosis/atrofie
white atrophie

(2= ¢0 | €5 Healed venous ulcer
stages C6 Active venous ulcer
TABLE 1. CEARP classification of CVD

(adapted from ref. 2).
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Chronic venous disease (CVD)
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Although CVD/CVI seems relatively easy to di-
agnose clinically, “venous* symptoms (heavy legs,
tired legs, restless legs or painful legs, tingling,
pins and needles, burning sensation, muscle cramps,
swelling sensation, itching) and even some “ve-
nous’* signs are not specific, which may contrib-
ute, among other factors, either to underdiagnose
(ignore) the disease, or to underestimate its severi-
ty, especially in the absence of venous Doppler ex-
amination, which should be almost routinely per-
formed to confirm the diagnosis. (2,3,5,6) The
presence or absence of symptoms in the diagnosis
of the clinical stage will be marked by an index: S —
for present symptoms, A — for absent symptoms
(e.g. COS, C2A, C3S etc.). (2)

We turned our attention to internal medicine
specialist’s practice who, by his holistic and inter-
disciplinary work, in collaboration with the spe-
cialist in vascular ultrasonography could play an
active role in detecting C3-C4 stages (by assuming
that C5-C6 severe stages address to vascular sur-
geon/dermatologist, while C0s-C2 early stages can
often hide more advanced stages, actually).

When resuming the epidemiology literature, we
find that the patients profile with C3-C4 advanced
stages of venous disease is quite common in the
general population, its prevalence being 14.7% for
C3, respectively 7.5% for C4 of CVI, which means
2 out of 10 subjects could show signs of clinical
C3-C4 CVI stages during a screening. (1) At this
patients profile, the task of the internist, beyond ed-
ucating and treating the patients, is to prevent the
disease development towards severe stages by re-
ducing the factors that might accelerate its progres-
sion. Therefore, greater attention we paid to the
aggravating risk factors of this disease, along with
its signs/symptoms and to the venous Doppler’s

performing according to the needs, but also to the
practice possibilities. (7,8)

VARICES (Venous Disease Aggravating RIsk
faCtors Epidemiological Survey) is a descriptive,
cross-sectional survey, carried out in internal med-
icine specialists’ practice in Romania, in order to
collect epidemiological data on the aggravating
risk factors and signs/symptoms of patients with
venous disorders in the C3-C4 clinical stages of
CVI and to offer a snapshot of these patients’ man-
agement. This study gives us an updated insight
into CVI in advanced clinical stages (C3-C4) in pa-
tients addressing to internal medicine specialists
from large cities of Romania for venous symptoms
or having venous signs at lower limbs level.
Through this pilot project we will be able to com-
pare/align our findings to the international epide-
miological data regarding aggravating risk co-fac-
tors, signs/symptoms and management of the
disease. Such data should be important to improve
patients diagnosis and therapeutic approach in CVI
and to reduce direct and indirect costs by prevent-
ing chronic venous insufficiency progression to ul-
cers or other complications.

MATERIALS AND METHOD

The study was conducted in the context of the
usual practice of internal medicine specialists.
Screening of the CVI clinical stages C3-C4 was
performed by enrolling in the study the active con-
secutive patients (aged 18-65 years) who had ob-
jective signs of CVI clinical stages C3 (edema),
C4a (pigmentation or eczema) and C4b (lipoder-
matosclerosis or white atrophy) according to the
CEAP classification, along or not with symptoms
of venous insufficiency (heavy legs, tired legs, rest-
less legs or painful legs, tingling, pins and needles,
burning sensation, muscle cramps, swelling leg
sensation, itching). Patients could accept or refuse
to participate in the screening program. Taking part
in this survey did not necessitate any change in the
patients usual medical and therapeutic care. All pa-
tients recorded data must stay anonymous.

Internal medicine specialists recorded the sur-
vey information on a data recording form. For the
classification of the participants in the study by
clinical stages C3, C4a and C4b, the highest CEAP
level was considered.

All signs characterizing CVD C1-C6 stages (tel-
angiectasies, varicose veins, edema, hyperpigmen-
tation, eczema, lipodermatosclerosis, white atro-
phie, leg ulcer) have been randomly recorded in the
data recording form, without suggesting the clini-
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cal stage that should be assigned to each objective
sign, thereby being able to also check how familiar
the CEAP classification is to internists.

In order to confirm the diagnosis, greater atten-
tion was payed to vascular Doppler ultrasonogra-
phy which was recommended as a routine and per-
formed according to practice possibilities, as in real
life, either directly by the internists, if they were
highly-specialized or in cooperation with vascular
ultrasonography specialists.

The primary objective of the survey was record-
ing by age and gender aggravating risk co-factors
for CVI C3-C4 stages such as: prolonged standing
or sitting, obesity, family history, smoking, lack of
elastic compression, previous deep/superficial ve-
nous thrombosis, venous reflux diagnosed by vas-
cular Doppler ultrasound, constipation, multiparity,
contraception).

As secondary objective we decided to register
the objective signs and symptoms in all interviewed
C3-C4 CVI patients.

Statistical analysis

The collected data were analyzed and reported
using descriptive statistics: absolute and relative
frequency (percentage) for qualitative data, aver-
age and standard deviation (mean + SD) for quanti-
tative data if the distribution was normal or median
(min., max.) if the distribution was not normal. Sta-
tistical analysis was performed using SPSS soft-
ware (version 16). The probability of error less than
5% (p < 0.05) was considered the threshold of sta-
tistical significance.

For data comparison there have been used: Fish-
er’s exact test or Pearson Chi-Square (if 20% of the
expected frequencies were less than 5) for two
groups and respectively Likelihood Ratio for more
than three groups. For data pairs (e.g. use of com-
pression therapy before and its recommendation
after the visit) McNemar test has been used.

When more than two percentages were com-
pared, if the general significance test showed sig-
nificance, multiple comparison tests (post-hoc)
were applied to determine the percentages between
which there was a statistical significance: Fisher’s
exact test and Bonferroni corrections.

For both risk factors and objective signs/symp-
toms post-hoc analysis have been performed to
study correlations with gender and age (<50 years,
50-59 years, > 60 years). The correlation between
the aggravating risk factors and the presence of ob-
jective signs/symptoms has been also analyzed.

RESULTS

The study has collected data from 151 patients
during October — November 2015, by involving 15
internal medicine specialists. The specialists were
selected from the biggest 10 cities of Romania from
the population pont of view (>200.000 citizen/
city). (9) In the alphabetic order of the cities, the
patients distribution was: Brasov (n=10), Braila
(n=19), Bucharest (n=45), Cluj-Napoca (n=15),
Constanta (n=20), Craiova (n=10), Galati (n=10),
lasi (n=6), Ploiesti (n=6) and Timisoara (n=10).

Patients characteristics

VARICES included a predominantly female
population, the proportion of women (104 patients;
69%) being higher than of men (47 patients; 31%)
(Figure 1) and a predominantly overweight-obese
population (Figure 2).

FIGURE 1. VARICES pop ulation’s repartition by

| | ™
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<25 25-299 H>30 n.a.

FIGURE 2. VARICES population’s repartition by BMI

The distribution by age groups (Figure 3) showed
an increased proportion (43%) of age group 50-59
years with CVI C3-C4 in the practice of the intern-
ist. Although the study aimed to enroll patients
aged 18-65 years, there were not identified patients
with the age below 30 years who met the inclusion
criteria. The mean age was 54.85+7.95 years. The
median (min., max.) of the characteristics such as
age, weight, height, BMI can be seen in 7able 2.
Both female gender and age (> 40 years) are men-
tioned in the literature as aggravating risk factors of
chronic venous disease. (7,10)
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FIGURE 3. VARICES population by age groups

4 out of 10 patients (n = 65, 43.3%) had the
presence of venous symptoms or signs as the main
reason for consultation.

54% patients were in stage C3 and 46% in C4a
and C4b.

Age 56 (30; 65) years
Weight 83 (47;146) kg
Height 165 (147; 190) cm
BMI 28.6 (17.1; 46.2) kg/m?

TABLE 2. VARICES’ population characteristics.

CVI aggravating risk factors

As primary objective, in both genders the
presence of the following risk co-factors was re-
corded: prolonged standing/sitting, obesity, family
history, smoking, lack of elastic compression, pre-
vious deep/superficial venous thrombosis (DVT/
SVT), venous reflux diagnosed by duplex Doppler,
constipation. In women the co-existance of multi-
parity and contraception was also analized.

Regardless of gender, all the patients had multi-
ple (> 2) associated aggravating risk factors. 11 out
of 151 study participants (7.3%) had two risk fac-
tors, 24 (15.9%) three risk factors, 33 (21.9%) four
risk factors, 39 (25.8%) five risk factors, 31 (20.5%)
six risk factors, 12 (7.9%) seven risk factors, 1
(0.7%) eight risk factors. There was no significant
difference between the percentages distributions
for the number of risk factors between men and
women (p=0.192, Likelihood Ratio).

The frequency of risk factors and distribution by
gender is detailed in 7able 3. With the exception of
smoking (p<0.001) and lack of elastic compression
recommendation (p=0.014) which were signifi-
cantly more frequent in men, for the other aggra-
vating risk factors there were no statistically signif-
icant differences between the two genders.
Eventually, regarding obesity, we could discuss the
possibility of a higher frequency in women, by
comparing the percentages of obese men (25.5%)

and women (41.3%) and finding between them a
difference (p=0.068) closer to statistical signifi-
cance (p=0.05), yet not achieved due to the small
sample of the study. Equally, in patients not wear-
ing elastic stockings, by comparing percentages of
men (78.4%) and women (63.5%) there is a differ-
ence between them closer, but without reaching the
statistical significance (p=0.089).

Prolonged standing/sitting

Many patients (n=108, 71.5%) perceived they
were spending a lot of time by standing. Analyzing
together with the patients how much time exactly
they were spending by standing or sitting, the result
was that about 6 out of 10 patients (n=88, 58%)
spent at least 50% of their time standing and about
4 out of 10 patients (n=63, 42%) spent more than
50% of their time sitting. As a profile of activity, 66
patients were pensioners (49 women, 17 men), 8
housewives (women), the rest had activities in 34
different areas (sales, accounting, medical care,
workers, clerks, engineers, drivers, cooks, freelanc-
ers, art, education, etc.). The Romanian pensioner
profile proves to be that of an active pensioner, the
percentage of those who spent at least 50% of the
time standing is even higher than in the general
population (44 of 66 pensioners, i.e. 2 out of 3 were
exposed to prolonged standing). For the other pa-
tients, the percentage of those who spent at least
50% of the time standing was somewhat lower (44
out of 85 patients, i.e. 1 out of 2 patients were too
much standing) thanks to more static office-based
activities. Both prolonged standing and prolonged
static activity are aggravating risk factors of CVI,
optimally should be a balance. (7,8,10,11)

Obesity

VARICES population is a predominantly over-
weight/obese population. Approximately 2 out of
10 patients (23%) had a normal weight (BMI<25),
4 out of 10 (40%) were overweight (BMI=25-29.9),
3-4 out of 10 (36%) were obese (BMI>30) (Figure 2).
Obesity itself is an aggravating risk factor for car-
diovascular diseases in general and more particu-
larly for venous disease. (7,8,10,11,12)

Family history

124 patients (82%) spoke about their family his-
tory of CVD/CVI. Of these, 92 had a family history
of CVD/CVI: father (n=22; 17.7%), mother (n=61;
49%), both parents (n=9; 7.3%). No history: n=32,
26%. Family history of CVD/CVI is described in
the literature as an aggravating risk factor. (7,8,10)



64 REvisTA MEDICALA ROMANA — VoLumuL LXIV, Nr. 1, An 2017

Smoking

Smoking was significantly more common in
men 44.7% compared to 13.5% in women
(p=0.018). It is recognized as an aggravating risk
factor for vascular pathology in general. (8)

Lack of elastic compression

51% of patients (one out of two) had no previ-
ous recommendation of elastic compression. Lack
of elastic compression recommendation was signifi-
cantly more common in men 66% compared to
44% in women (p=0.014), probably due to doctors
restraint in recommending this therapeutic measure
in males, but without medical justification. 68%
never wore elastic stockings. Only 48 patients
(32%) had worn stockings, of which only 5 (3.3%)
daily (!). Lack of elastic compression / noncompli-
ance to elastic compression is described in the liter-
ature as an aggravating risk factor. (13)

History of DVT/SVT/TE

History of DVT/SVT/TE represents a risk fac-
tor. (10) 1 out of 5 patients (n=32, 21.2%) had a
history of deep vein thrombosis (DVT), superficial
vein thrombosis (SVT) or TE (pulmonary thrombo-
embolism) (one case of the latter). In these patients
we were interested if elastic compression therapy
adherence was higher. In this regard, we observed
that 20 patients (62.5%) wore elastic compression,
i.e. a higher percentage than in the general popula-
tion of the study; but only 2 patients wore it daily
(i.e. a very small percentage, 6.3%). The role of
elastic compression alone in the absence of phar-
macotherapy, on the other hand, remains quite con-
troversial for the prevention of post-thrombotic
syndrome in patients with history of thrombosis
(level of evidence 2B), while asociation of medica-

108 (71.5%)
68 (45%)

Obesity (BMI > 30) 55 (36.4%)
Family historyofcvp/evi  |PAZRDS
[Constipation = PENELED)
Smoking 35 (23.2%)
Lack of elastic compression recommendation 76 (51%)

Lack of elastic stocking wearing 103 (68.2%)

History of DVT/SVT 32 (21.2%)

Venous reflux diagnosed by duplex Doppler o
(performed in 90 patients) v [Eebi

tion to elastic compression reduces DVT recur-
rence rate. (14,15,16)

Venous reflux

Color duplex Doppler should be recommended
as a routine to diagnose CVI (grade 1A of recom-
mendation), being considered a safe, noninvasive,
cost-effective and reliable test. (6,17,18) However,
only in 125 patients (83%) doctors have recom-
mended this investigation, even though in the ma-
jority of the other cases, patients stated that they
had not been previously performed a vascular Dop-
pler, which means that in 2 out of 10 cases doctors
relied only on their clinical sense, which is admira-
ble, but possible insufficient to certify the diagno-
sis. About 7 out of 10 patients to whom this test was
recommended (n=90; 72%) came back with the re-
sults, which results, in 83% of cases (n=75) re-
vealed the presence of reflux in the superficial vein
system (n=42; 47%), in the deep vein system (n=12;
13%), or both (n=21; 23 %). In 15 out of 32 pa-
tients (47%) with a history of thrombosis the pres-
ence of reflux and/or thrombosis was identified.
Also in 60 out of 119 patients with no history of
thrombosis (50%) the venous reflus was present.

Constipation

46 patients (30.5%) had constipation. Also this
aggravating risk factor is mentioned in the litera-

ture, either as such, or as low-fiber consumption.
(7,8,11)

Multiparity and contraception

90 out of 104 women (86.5%) had pregnancies.
27 (26%) had one delivery, 43 (41%) had two, 16
(15%) had three, 2 (2%) had four, 1 (1%) had five
and 1 (1%) had eight births. Only 3 (2.9%) were

. Al i f
Aggravating risk factors (n=151) | (n=104; 69%) | (n=47; 31%) “

76 (73%) 32(68%)  0.562
46 (44%) 22(47%)  0.860
43 (41.3%) 12(25.5%) 0.068
67(70.5%)  25(86.2%) 0.144
35(33.7%) 11(23.4%) 0.253
14 (13.5%) 21 (44,7%) <0.001
45 (44%) 31(66%) 0.014
66 (63.5%) 37(78.4%) 0.089
25 (24%) 7 (15.2%) 0.282
55(87.3%) 20 (74.1%) 0.102

TABLE 3. Distribution of aggravating risk factor in VARICES’ population by gender

*Fisher's Exact Test
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Signs/symptoms * *
SAvme m (n=104,69%) | (n=47,31%) -

Telangiectasies 97 (64.7%)
133 (88.1)
Edema 127 (84.7%)
Hyperpigmentation/eczema 63 (42%)
6 (4%)
Tingling / “pins and needles” 44 (29.1%)
Burning legs 56 (37.1%)
Painful, tired legs 107 (70.9%)
62 (41.1%)
Swelling legs 121 (80.1%)
Sensation of heavy legs 134 (88.7%)
31 (20.5%)
Restless legs 35 (23.2%)
115 (76.2%)

72 (69.9%)
89 (86.4%)
92 (89.3%)
37 (35.9%)
3(2.9%)
31 (29.8%)
41 (39.4%)
73 (70.2%)
44 (42.3%)
90 (86.5%)
93 (89.4%)
23 (22.1%)
29 (27.9%)
80 (76.9%)

25 (53.2%) 0.047*
44 (93.6%) 0.196*
35 (74.5%) 0.019*
26 (55.3%) 0.026*

3 (6.4%) 0.378*
13 (27.7%) 0.788*
15 (31.9%) 0.376*
34 (72.3%) 0.788*
18 (38.3%) 0.643*
31 (66.0%) 0.003*
41 (87.2%) 0.694*

8 (17%) 0.473*
6 (12.8%) 0.042*
35 (74.5%) 0.743*

TABLE 4. Distribution of signs/symptoms in VARICES’ population by gender

* Fisher’s Exact Test
* Pearson Chi-Square

using contraception. Multiparity (after age of 40)
and contraception (under age of 40) are considered
aggravating risk factors. (7,10,11) 77 women (74%)
said they went to menopause. None of them was
taking hormon replacement therapy.

Studying the correlation between risk factors
and age groups (<50 years, 50-59 years, > 60 years),
no statistically significant differences were ob-
served between age groups, with one exception:
comparing percentages of smokers it was found a
significant difference between groups (0.018, Like-
lihood Ratio) i.e., more precisely, between smokers
under age of 50 (37.8%) and those over 60 (12.0%).
Also a difference close to statistical significance,
but without reaching it appeared between age
groups for prolonged sitting position (p=0.068,
Likelihood Ratio).

Objective signs and symptoms of the disease

As secondary objective we decided to record
CVI objective signs and symptoms in all inter-
viewed patients, data are shown in Table 4.

Regarding the objective signs, it has been found
that telangiectasies (p=0.047) and edema (p=0.019)
were significantly more frequent in women, while
hyperpigmentation was significantly more com-
mon in men (p=0.026). Among the symptoms,
women had complained with a significantly higher
frequency swelling legs (p=0.003) and restless legs
(p=0.042). For the rest of signs and symptoms no
statistically significant differences between the two
sexes have been observed. Venous symptoms oc-
curred primarily:

» at the end of the day (n=137; 90.7%)

* during the night (n=42; 27.8%)

» after prolonged standing (n=121; 80.1%),

e during summer (n=104; 68.9%),

e after a warm bath (n=22; 14.6%)),

» after the menstrual cycle in women (n=11;
10.7%).

Symptoms whose appearance was linked to the
heat were reported with a significantly higher fre-
quency among women (symptoms during summer,
p=0.001; after a warm bath, p=0.016).

Studying the correlation between signs/symp-
toms and age groups (<50 years, 50-59 years, > 60
years), no statistically significant differences were
observed between the groups, with one exception:
comparing the percentages of patients with burning
sensation there was a significant difference (0.011,
Likelihood Ratio) between age groups i.e., more
specifically, between those under 50 (48.6%) and
50-59 years (23.4%) and between 50-59 years
(23.4%) and those over 60 (46.0%).

Also the association between signs/symptoms
and aggravating risk factors was analyzed. The fol-
lowing statistical significant associations were
seen:

* FEdema was significantly more frequent in
obese subjects (92.6% versus nonobese sub-
jects 80.0%, p=0.040), Pearson Chi-Square;

* Swelling leg sensation was more frequent in
women (86.5% versus men 66%, p=0.003),
Pearson Chi-Square;

o Tingling, muscle cramps and restless legs
sensation were significantly more common
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in people with constipation compared with
the non-constipated: 45.7% vs. 21.9%
(p=0.003); 54.3% vs. 35.2% (p=0.028); 34.8%
vs. 18.1% (p=0.025), Pearson Chi-Square;

* Restless legs sensation was significantly
more common in nonsmokers (27.6%) com-
pared to smokers (8.6%), p=0.019, Pearson
Chi-Square, possibly correlated with sex,
this symptom being declared particularly by
women (in whom the percentage of smokers
was lower in comparison with men group);

* Hyperpigmentation/eczema were significant-
ly more common in those who had no recom-
mendation of elastic compression (54.2%
versus 30.3% in those with recommendation,
p=0.003, Pearson Chi-Square) and/or did not
wear elastic stockings (55.3% versus 35.9%
in those who wore, p=0.026, Pearson Chi-
Square), also possible in connection with the
gender, this sign being present primarly in
men (in whom the percentages of recommen-
dation/wearing elastic compression were
smaller in comparison with those of women);

*  Muscle cramps were significantly more com-
mon in those with prolonged standing
(48.1%) versus those with prolonged sitting
(23.3%), p=0.005, Pearson Chi-Square. Pain
sensation was close to statistical significance
in those who spent long periods in sitting po-
sitions, without reaching it instead, probably
due to the small number of patients (p=0.062);

*  Muscle cramps and swelling legs sensation
were significantly more frequent in patients
with a history of DVT/SVT compared to those
without this history: 56.3% vs. 36.4%,
p=0.043; 93.8% vs. 76.3%, p=0.028, Pearson
Chi-Square.

CVI management

Taking part in VARICES survey did not necessi-
tate any change in the patients usual medical and
therapeutic care.

The study analyzed:

* How familiar is CEAP clinical classification

to the internal medicine specialists?

*  What percentage of patients received lifestyle

advice and medical care before the visit?

*  What type of treatment the patients received

before and after the visit?

*  What percentage of patients should be fol-

lowed by a phlebologist?

» To what extent color duplex Doppler is rec-

ommended in practice?

CEAP clinical classification has proved to be
very familiar to internal medicine specialists, in
85.4% of cases, patients were properly classified in
stages C3, C4a and C4b.

Regarding receiving lifestyle advice and health
care, 149 patients answered to both questions. 85
out of these (75.05%) had previously received both
advice and medical care, 17 (11.41%) had received
only advice, 8 (5.37%) had received only care and
the remaining 39 (26.17%) had not received either
advice or medical care.

The recommended treatment both before and af-
ter the visit was primarily elastic compression and
medication.

Before the visit the elastic compression was
used by 28% of patients and during the visit it was
recommended to 70.7%, with a highly statistical
significant difference between the two percentages
(p<0.0001, McNemar test).

Venoactive drugs were used before the visit in a
proportion of 66.2%, and during the visit were rec-
ommended to 98% of patients, the difference being
statistically significant (p<0.0001, McNemar test).

Anticoagulant therapy was used before the visit
in a proportion of 6.7%, and after the visit was rec-
ommended to 4% of patients, with no statistically
significant difference (p=0.344, McNemar test).

Sclerotherapy was used before in a proportion
of 4% and after it was recommended to only 0.7%
of patients (p=0.125, McNemar test).

Endovenous ablation was used in a proportion
of 0.7% and was then recommended to 1.3% of pa-
tients (p=1.000, McNemar test).

Open surgery has been used by 1.3% of patients,
subsequently the visit it was recommended in 6.0%
of patients, with a difference close to statistically
significance, without reaching it yet (p=0.065, Mc-
Nemar test).

In 92 patients (63%) the internists considered
the patients follow up should be done in collabora-
tion with another specialist: 46.9% with a specialist
in vascular ultrasonography; 24% with a vascular
surgeon; 12.5% with a dermatologist; 13.5% oth-
ers.

40 (26.5%) patients performed a duplex Dop-
pler sometime before the visit. This investigation
was performed in 90 (60%) patients during
VARICES.

DISCUSSIONS

VARICES study was conducted aiming to ana-
lyze the frequency of the aggravating risk factors
and signs/symptoms of venous condition in ad-
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vanced clinical stages C3, C4a and C4b of chronic
venous insufficiency (stages defined according to
the revised CEAP classification) (2,3). The study
population (n=151) was selected from the practice
of internal medicine specialists practicing in the 10
largest cities in Romania (Brasov, Braila, Bucharest,
Cluj-Napoca, Constanta, Craiova, Galati, lasi, Ploi-
esti and Timisoara, cities with more than 200,000
inhabitants each). (9)

Epidemiological data on prevalence/incidence
of chronic venous disease as well as on its aggra-
vating risk factors are present in the literature, ei-
ther in national studies that have assessed the situa-
tion in specific countries, regions or cities or in
global research which extended the analysis world-
wide. (1,4,7,8,18-39) For Romania, although un-
published data, during various scientific national
congresses epidemiological data about chronic ve-
nous disease prevalence has been communicated,
as following: 36% (SEPIA survey, 2004); 48%
(VeinPREVENT survey, 2009); 68% (VEIN PRE-
VENT II survey, 2011) and leg edema of venous
origin whose prevalence was reported 26% (PE-
GAS survey, 2006) in the general population. The
most recent epidemiological data from Romania
are those from Vein Consult program (2012), in
which our country took part together with other 19
countries from Central and Eastern Europe, West-
ern Europe, Latin America and Middle and Far East
where the prevalence at global level of chronic ve-
nous disease was reported as 83.6%, with a distri-
bution of clinical CEAP stages as following: 19.7%
(C0S), 21.7% (C1), 17.9% (C2), 14.7% (C3), 7.5%
(C4), 1.4% (C5) and 0.7% (C6), with the limitation
linked to the fact that, being a complex program
(95,000 subjects were included) conducted only by
the general practitionners (6,232 physicians) in so
various countries with different incomes, the diag-
nosis of the disease was mainly clinical, relying on
venous symptoms/signs according to CEAP classi-
fication, being almost impossible to train all the
general practitionners to duplex Doppler to confirm
the diagnoses.1 Another interesting aspect revealed
by the Vein Consult program was that the degree of
specialists referral increased with the severity of
the disease, from 4.1% (in COs) up to 60.2% of cas-
es (in C6) patients were referred to specialists. (1)

In VARICES survey our attention was directed
not by the early stages (C0-C2, which are carried
mainly by the general practitionners) nor by the
most severe stages (C5-C6, arriving in the care of
dermatologists and vascular surgeons), but by the
intermediate and advanced stages of the disease
(C3-C4) which can intersect with the internal med-
icine specialist practice.

The election of the internal medicine specialists
was lead by the fact that their activity profile is ho-
listic and interdisciplinary; the internist, in collabo-
ration with a vascular ultrasound specialist and
with other specialties, could play an active role in
detecting the advanced stages of the disease and
preventing its progression to severe stages, with a
positive impact on quality of life, but also econom-
ically, by reducing costs of treating complications.
So, in addition to confirm epidemiological data al-
ready known about the venous pathology, VARICES
survey also intended a snapshot of the management
of this condition in the practice of internal medi-
cine specialists from Romania, a specialty at the
intersection of all specialties that can diagnose and
treat this condition.

VARICES survey confirmed, in patients with
CVIin CEAP clinical stages C3-C4, in the practice
of internists, the following prevalence data of the
aggravating risk factors:

e Female gender — the disease is 2.2 times
more frequent in women (68.9%) than in
men (31.1%), independent of age; by com-
parison, the procentages raported in Vein
Consult program are 68.4% in women and
31.6% in men for CVD in general; (1)

* Age —the mean was 54.85+7.95 years, bigger
than the age reported in the literature for CVD
in general (50.6+16.9 years), but our result is
explained by the fact that in VARICES more
advanced stages of the disease are included,
the severity of this disease being directly pro-
portional to the age; (1)

* Prolonged standing/sitting — in the literature
it is described a percentage of 70%7 of pa-
tients in prolonged standing. Such result was
also revealed by our study based on patients
statement (71.5% of VARICES patients said
they spend a lot of time by standing). But a
more detailed anamnesis showed that only
58% of them spend >50% of time by stand-
ing, 42% spend >50% of time by sitting, in-
dependent of gender and age;

e Obesity (BMI>30) — had a prevalence of
36.4%, with the tendency to be 1.6 times
more frequent in women, independent of
age; the median BMI in the study was 28.6
kg/m?, above the mean value of 27.34 kg/m?
reported in the literature for Eastern and Cen-
tral Europe, and the more frequent associa-
tion with female gender in our study seems in
contrast with the literature data which indi-
cate a BMI significantly higher in men ver-
sus women; (1)
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» Family history — was associated in 74.2% of
patients, independent of gender and age, in a
higher percentage than that described in the
literature of 50-56%; (7)

» Constipation — had a prevalence of 30.5%,
independent of gender and age, as in the pa-
rameters identified in the literature 29-40%;
(7)

e Smoking — 23.2% smokers, significantly
more men (44.7%) versus women (13.5%),
and the frequency decreases with the age
(from 37.8% below 50 years, to 12% above
60 years);

» Lack of elastic compression recommenda-
tion (51%, 1.5 times more frequent in men)
and lack of wearing elastic stocking (68.2%),
independent of age;

e History of DVT/SVT — was identified in
21.2% of patients, independent of gender and
age, in a lower percentage than 40.3% in men
and 32.3% in women described in the litera-
ture; (7)

*  Venous reflux was raported in 83.3% (n=75)
of patients who were investigated by duplex
Doppler (n=90), the percentage of patients
investigated by Doppler ultrasound being
60% from the total study population. In other
words, venous reflux was documented in
about 1 out of 2 patients.

Telangiectasies were present in 64.7% of pa-
tients (more frequent in women), varicose veins in
88.1%, edema in 84.7% (more frequent in women
and obese subjects), hiperpigmentation/eczema in
42% (more frequent in men and persons without
elastic compression), lipodermatosclerosis/ white
atrophie in 4%, tingling/ “pins and needles” in
29.1%, burning sensation 37.1%, painful legs in
70.9%, muscle cramps in 41.1% (more frequent in
those with prolonged standing and those with histo-
ry of DVT/SVT), swelling legs sensation in 80.1%
(more frequent in women and those with history of
DVT/SVT), sensation of heavy legs in 88.7%, itch-
ing in 20.5%, restless legs in 23.2% (more frequent
in women and nonsmokers).

Overall we can consider the results of VARICES
survey consistent with literature data, both in terms
of proportion of aggravating risk factors and clini-
cal profile of the disease (signs/symptoms). In ad-
dition the survey reveals some interesting associa-
tions among risk factors, gender, age and clinical
manifestations and gives us an updated situation of

this pathology management in the practice of in-
ternists from Romania.

Above all, the current study seems to confirm
the presence of different etiological components, as
inflammatory and thrombotic, at the basis of CVI.
(40-50)

The limitations of the survey may consist of the
small number of patients, and the fact that VARICES
protocol was that of a strictly descriptive study,
without taking into account from the beginning
testing associations between the study variables.
Yet we considered the small panel of patients may
be acceptable due to the fact that both the aggravat-
ing risk factors and signs/symptoms of the disease
are already validated by numerous studies, so they
should not be proven again, while the associations
coming from the post-hoc analysis between the
study variables that by the way revealed some in-
teresting results, we believe they may become, at
least, hypotheses for future studies.

CONCLUSION

The large diffusion of chronic venous insuffi-
ciency (CVD) has been confirmed by multiple epi-
demiological studies all around the world.
VARICES gives us an update knowledge of the
main aggravating risk factors and the actual signs
and symptoms frequency of CVI in clinical ad-
vanced stages C3-C4. The internal medicine spe-
cialists in collaboration with vascular Doppler ul-
trasound specialists could have a major role to
prevent and delay CVI progression.
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