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The anterior saphenous vein. Part 2. Anatomic considerations in

normal and refluxing patients. Endorsed by the American Vein and

Lymphatic Society, the American Venous Forum, and the

International Union of Phlebology

Alberto Caggiati,a Nicos Labropoulos,b Edward M. Boyle,c Rachel Drgastin,c Antonios Gasparis,b

Suat Doganci,d and Mark Meissner,e Rome, Italy; Stony Brook, NY, USA; Bend, OR, USA; Ankara, Turkey;

and Seattle, WA, USA
ABSTRACT
Background: The term Anterior Accessory of the Great Saphenous Vein suggests this is a branch tributary vein despite
this vessel’s anatomic features of a truncal vein. A multisocietal group suggested to designate this the anterior saphenous
vein (ASV). This study was aimed to evaluate its ultrasound anatomy in normal and varicose limbs.

Methods: The clinical anatomy of the ASV was evaluated by narrative review of the literature. Additionally, the course of
the ASV was evaluated in 62 limbs with no evidence of venous disease and 62 limbs with varicosities.

Results: The ASV length, patterns of origin and termination are reported in both normal and patients with varicose veins.
Discussion of the patterns is supported by the narrative review of the literature.

Conclusions: The ASV must be considered a truncal vein and its treatment modalities should be the same that for the
great and small saphenous veins rather than a tributary vein. (J Vasc Surg Venous Lymphat Disord 2024;-:101855.)

Keywords: Anterior saphenous vein; anterior accessory saphenous vein; clinical anatomy; great saphenous vein; saphe-
nous compartment; varicose vein
INTRODUCTION by the amorphous subcutaneous fat until 1997 when it

In recent years, endovascular ablation has emerged as

the best technique to treat truncal reflux whereas phle-
bectomy or sclerotherapy are the best option for varicose
tributaries. Accordingly, the distinction between a trun-
cal and a tributary vein is increasingly important in the
treatment of superficial venous disease. This distinction
was not well defined until the late 1990s. All superficial
veins in the lower limbs were considered as surrounded
he Department of Anatomy, Sapienza University of Rome, Rome, Italya;

rtment of Surgery, Stony Brook Medicine, Stony Brook, NY, USAb; Inovia

Specialty Centers, St Charles Health System, Bend, OR, USAc; Depart-

of Cardiovascular Surgery, Health Sciences University, Gulhane School

dicine, Ankara, Turkeyd; and Division of Vascular Surgery, Department

rgery, University of Washington Medical Center, Seattle, WA, USA.e

ticle is being published concurrently in Journal of Vascular Surgery:

us and Lymphatic Disorders(JVS-VL) and Phlebology. The articles are

ical except for minor stylistic differences in keeping with each journal’s

Citation from either journal can be used when citing this article.

ondence: Edward M Boyle, Inovia Vein Specialty Centers, St Charles

h System, 2200 NE Neff Road, Suite 204, Bend, OR 97701, USA.

il: emb@inoviavein.com).

tors and reviewers of this article have no relevant financial relationships to

se per the Journal policy that requires reviewers to decline review of any

script for which they may have a conflict of interest.

3X

ht � The Authors(s) 2024. Published by Elsevier Inc. on behalf of the So-

for Vascular Surgery and published by Sage. This is an open access

e under the CC BY-NC-ND license (http://creativecommons.org/

es/by-nc-nd/4.0/).

doi.org/10.1016/j.jvsv.2024.101855
was demonstrated that the Great Saphenous Vein
(GSV) courses for its entire length in a proper fascial
compartment, deeply located in the subcutaneous tis-
sue, known as the so-called “Saphenous Compartment”
(SC).1 This compartment is delineated deeply by the
muscular fascia and superficially by a portion of the
Membranous Layer of the Subcutaneous Tissue that
was called “saphenous fascia” (SF) (Figure 1).1 In 2001
the same planar anatomy and fascial relationships were
demonstrated for the Small Saphenous Vein (SSV).2 The
compartment of the GSV continues on the dorsum of
the foot along the medial marginal vein, the dorsal
arcuate vein and the lateral marginal vein to connect it-
self to the compartment of the SSV.3

In 2001, an international interdisciplinary committee
which included the International Union of Phlebology,
the International Federation of Anatomical Associations
and the Federative International Committee on Anatom-
ical Terminology introduced a clear discrimination be-
tween the GSV and the SSV from the other “superficial”
veins because of their deep and interfascial path.4 The
fascial compartment characterized the GSV and SSV as
proper truncal veins in contrast to other superficial veins
in the legs which were characterized as tributary veins.
The latter are smaller and course close to the skin, in a
real superficial plane of the subcutaneous layer.5 This
was designated as the “epifascial plane” because it is su-
perficial with respect of both the muscular and the
1
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Figure 1. The saphenous compartment. D: dermis. MF: muscular fascia. SF: saphenous fascia. GSV: great
saphenous vein. ASV: anterior saphenous vein.
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saphenous fasciae.6 An exception to this general rule was
also acknowledged, i.e., that at the thigh a vein courses
deep in the subcutaneous layer (SCL) in a proper interfas-
cial compartment parallel but more anterior to that of
the GSV, referred to at the time as the Anterior Accessory
of the GSV (AAGSV).6 This anatomical consensus state-
ment did not address whether this vein was by definition
truncal, due to its fascial envelopment, or a simple tribu-
tary of the GSV (Figure 1). In fact, by definition, the super-
ficial truncal veins should be distinguished from other
veins in the subcutaneous tissue (tela subcutanea),
because they are enclosed in the “saphenous fascia” or
more appropriately, contained within the “compartimen-
tum saphenum”.7

The ASV was not mentioned in the 1995 and 2004 ver-
sions of the CEAP8,9 as well as in the original Venous
Segmental Severity Score (2000).10 After its description
in 2005,6 the ASV appeared in the UIP Consensus docu-
ments on Duplex investigation of venous disease (2006)11

and on Duplex investigation after treatment for varicose
veins (2011).12 Finally, the last revision of the CEAP classifi-
cation introduced the Anterior (Accessory) Saphenous
Vein and clearly discriminated it from other superficial
veins. (Nonsaphenous Vein, NSV).13

Multiple studies have demonstrated a relevant role of
the ASV in the pathogenesis, pathophysiology, and treat-
ment of primary and recurrent varicose disease of the
lower limbs.13-15 There are also unique natural history con-
siderations thatmake ASV reflux similar to that in the GSV
and SSV.15 The lack of clarity and consensus has resulted
in a limited access to care for some patients when treat-
ing superficial truncal reflux in this distribution.
To help alleviate potential confusion from the adjective

“accessory” that can suggest this vein is a simple tributary
of the GSV, it has been proposed that the term AAGSV be
abandoned in favor of the term Anterior Saphenous Vein
(ASV) to provide more anatomic clarity to guide optimal
clinical treatment options and coverage guidelines.16

This manuscript is part 2 of a 4 part series supporting
changing the terminology to ASV. This recommendation
is supplemented by three accompanying parts to this se-
ries: Part 1: The Anterior Saphenous Vein. A position state-
ment endorsed by the American Vein and Lymphatic
Society (AVLS), the American Venous Forum (AVF) and
the InternationalUnionofPhlebology (UIP). Part 3: System-
atic review of the literature and payor coverage policies
and Part 4: a review of the clinical and technical consider-
ationswhen treatingpatientswithASV reflux. Thepurpose
of thisarticle is tooutline theclinicalanatomyof theASVby
a narrative review of the literature supported by data ob-
tained in both normal volunteers and in patients with pri-
mary varicose veins of the anteromedial thigh.

METHODS
A single operator (AC) evaluated the anatomy of the su-

perficial veins of the thigh in 62 legs (31 consecutive sub-
jects, 22 female, 9 male, mean age 58, range 25e85) with
no evidence of venous disease (Group 1) and in 62 limbs
(52 consecutive patients, 36 female, 16 male, mean age
52, range 21e78) with visible varicose veins in the antero-
medial thigh (Group 2). The study was approved by the
local institutional review board. All the patients provided
written informed consent before inclusion in the study.
In all Group 1 subjects, no symptoms of venous disease
were reported, no signs of chronic venous disease
(CVD) were present on a careful physical examination,
and US demonstrated patency and the absence of reflux
in the deep, superficial and perforating veins. The demo-
graphics and CEAP classification of subjects in Groups 1
and patients in group 2 are shown in Table 1.
All ultrasound examinations were performed in the

standing position using a Sonoscape S9 echograph and



Table 1. Demographics of the study cohort.

Group 1 no venous disease Group 2 thigh varicosities

Age 58 (25e85) 52 (21e78)

Sex 22 females, 9 males 36 females, 16 males

Ceap classification

C0 62/62 (100%) 0

C1 0 0

C2 0 32

C3 0 10

C4 0 14

C5 0 4

C6 0 2
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a linear 8e14 MHz transducer. Real-time B mode images
were used to follow the course of the superficial veins in
the thigh from the sapheno-femoral junction (SFJ)
caudally. The caliber of the GSV and of the ASV were
calculated by digital calibers at the upper third of the
thigh. Reflux was determined by pulsed Doppler in
response to the release of manual calf compression
and defined as retrograde flow >0.5 s in duration. The
ASV was defined as the vertical vein that courses deep
in the subcutaneous layer of the antero-medial thigh,
parallel but more anterior to the GSV, between the
saphenous and the muscular fasciae. To evaluate the
extension of the interfascial path of the ASV, the thigh
was divided into the groin area (femoral triangle), upper,
mid and lower third. The ultrasound findings in this study
were compared to those previously reported in the liter-
ature. Publications concerning the anatomy of the super-
ficial veins of the thigh were reviewed after a Pubmed
and Google Scholars review. No previous studies were
identified specifically evaluating the anatomy of the
ASV in normal limbs.
Figure 2. (a) Muscle relationships of the ASV. (b) The relatio
saphenous fascia (arrowheads). GSV: great saphenous vein
RESULTS
The path and fascial relationships of the ASV. In all pa-

tients in both Group 1 and Group 2 the ASV courses in a
deep plane of the SCL of the antero-medial thigh, above
the sartorius and vastus medialis (Figure 2(a)). Its course is
parallel but more anterior to that of the GSV. In the
proximal thigh it runs parallel to the femoral artery and
vein to reach the fossa ovalis, crossing the lateral margin
of the femoral triangle (Figure 2(b)). At the groin, the ASV
courses between several lymph nodes and receives most
of the veins draining them. In both groups it was noted
that these connections form a lympho-venous network,
often associated with primary and recurrent varicose
veins of the thigh as reported separately (Figure 3).17 As
the GSV and SSV, the ASV courses in a defined
compartment delimited deeply by the muscular fascia
(MF) and superficially by a duplication of the Saphenous
Fascia (SF) (Figures 1 and 2(b)).

Ultrasound anatomy of the ASV. The deep and inter-
fascial path (the so-called “Aegyptian eye sign”)
(Figure 4(a)) of the ASV allows to it to be easily
nships of the ASV with the femoral vessels (FV) and the
.



Figure 3. (a) The relationships of the ASV (arrow) with inguinal nodes (N). (b) ASV ectasia in primary varicose veins.
(c) recurrent varicose veins originated by dilated veins of the inguinal nodes (*). FA: femoral artery. FV: femoral vein.
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differentiated from other superficial veins in the anterior
and medial thigh. However, this sign does not allow
discrimination of the ASV from the GSV, both appearing
as the pupil of the respective eyes. The ASV and GSV are,
however, discriminated by the “alignment sign”. The ASV
courses immediately above the superficial projection of
the femoral vessels, whereas the GSV courses along a
more medial path (Figures 2(b), 3(a)e(c), 4(b)).

The length of the ASV. As reported by other studies, we
confirmed in both groups that the distinctive anatomic
characteristic of the ASV is its relatively short interfascial
path (5 to 20 cm from the SFJ), generally not extending
below the knee.18

In 12/62 (19%) group 1 limbs, the ASV was visible by US
only at the groin and consisted of a small vein from the
inguinal nodes joining the SFJ (Figures 3 and 5(a)). In 18/
62 (29%) limbs, the ASVwas visible only at the upper third
(Figure 5(b)) and in 26/62 (42%) also at the mid third
(Figure 5(c)). In only 6/62 (9.6%) limbs, was the ASV also
visible at the lower third of the thigh (Figure 5(d)). (Table 2).
In group 2, the ASV was not visible in the upper, mid or

lower third of the thigh in 13/62 limbs (21%). In the
remaining 49 limbs (79%) the ASV was visible at least
at the upper third of the thigh. (Table 2).
Figure 4. Ultrasonography of the ASV. (a) The double saph
the saphenous fascia (SF) and the muscular fascia (MF), ali
great saphenous vein.
The ASV termination. It has been well characterized in
prior studies that the ASV generally ends in the GSV at
the SFJ above the Preterminal Valve (PTV), either directly
or joining one of the other SFJ tributaries (Figure 6(a)).18

Less frequently, the ASV joins the GSV below the PTV
(Figure 6(b)) or finally, the Common Femoral Vein with a
separate junction (Figure 6(c)). It is reported that occa-
sionally it continues as a superficial vein of the anterior
abdominal wall (inferior epigastric vein) (Figure 6(d)).18 A
“terminal valve” is located just below the ASV termination
(Figure 7).
In the Group 1, the typical termination of the ASV in the

SFJ above the PTV of the GSV was demonstrated in 45/62
(72.6%) limbs. An isolated termination of the ASV directly
into the common femoral vein was noticed in 5/62 (8%).
Finally, a complex arrangement of the ASV termination
was evidenced in 12/62 (19.4%). No significative differ-
ences were found in the limbs of the group 2 (Table 3).

The origin of the ASV in normal limbs. There can be a
variety of origins of the ASV. The interfascial path of the
ASV may arise from the Anterior Thigh Circumflex Vein
(ATCV) (Figure 8(a)), from the trunk of the GSV
(Figure 8(b)) or, finally, from epifascial veins of the ante-
romedial thigh (Figure 8(c)). The ATCV is a vessel that
enous eye. (b) The ASV (white arrow) courses between
gned above the femoral artery (FA) and vein (FV). GSV:



Figure 5. The extension of the ASV. (a) the ASV is visible only at the groin. (b) the ASV is visible at the upper third of
the thigh. (c) the ASV is visible also at mid third and, (d) at the lower third.
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originates from the veins of the Lateral Plexus and courses
obliquely in the epifascial plane of the SCL of the anterior
thigh. This vein may terminate at the SFJ independently
from the ASV and can bemistaken for the ASV. The ATCV
can be distinguished from ASV by its course closer to the
skin and lack of any fascial ensheathment.
Alternatively, the ASV may originate from the trunk of

the GSV at the mid or less frequently the lower thigh,
Table 2. The length of the ASV.

Group 1 N ¼ 62 Group 2 n ¼ 62

Only groin 12 (19.3%) 13 (21%)

Upper third 18 (29%) 28 (45.1%)

Mid third 26 (41.9%) 19 (29%)

Lower third 6 (9.6%) 2 (3%)
resembling a saphenous duplication.19 This arrangement
has been designated “the embryonic pattern of the
saphenous system”

20 and appears as two large vertical
veins in the subcutaneous layer of the anteromedial
thigh. In some cases, the segment of the GSV cranial to
the origin of the ASVmay bemarkedly reduced in caliber
(GSV hypoplasia or aplasia) and the main superficial vein
of the thigh is the ASV.21 This is particularly evident when
the ASV is incompetent.14

In contrast to the subjects with venous reflux (Group 2)
where the veins are larger, in subjects with normal limbs
(Group 1) it was not always possible to establish the pre-
cise origin of the ASV or to define all its connections. The
origin of the ASV could be evaluated in only 50 out of 62
limbs of the group 1 (81%) in which it was visible at the
upper third of the thigh. In 13/50 (26%) limbs, the ASV ap-
pears to be the upward continuation of a vertical epifas-
cial vein which goes deeply below the saphenous fascia.
In 4/50 (8%), the predominant root of the ASV is the
ATCV. In 11/50 (22%) limbs the ASV arises from the GSV
trunk in the thigh. In 6 of these limbs (12%), the GSV cra-
nial to the origin of the ASV was markedly reduced in
caliber or absent. In the remaining 22 limbs (44%), the
interfascial segments of the ASV arises from a network
of epifascial veins of the anterior thigh, with no evident
predominance of any vein.

The size of the ASV in normal limbs. The caliber of the
ASV was evaluated only in the 50 limbs of the group 1 in
which it was visible at the upper third of the thigh. The
caliber of the ASV was greater than that of the GSV in
13/62 (21%). In 32/62 (51.6%) the caliber of the GSV was



Figure 6. The patterns of termination of the ASV. (a) Between the preterminal and terminal valves of the GSV. (b)
Below the preterminal valve of the GSV. (c) Separate termination into the femoral vein. (d) Connection with the
veins of the pelvic diaphragm.

Table 3. Patterns of termination of the ASV.

Group 1 Group 2
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greater than that of the ASV (Figure 9). (Table 4) The
comparison was not possible in 5/62 (8%) legs because of
aplasia of the GSV at that level. The mean caliber of the
ASV was 2.35 mm, whereas that of the GSV at the same
level was 3.07 mm (Table 4).

The origin of the reflux in the ASV. In thevastmajorityof
cases, the reflux in theASV is associatedwith theCommon
Femoral Vein, according to the following patterns:22,23

- Sapheno-femoral reflux occurred through the incom-
petent GSV terminal valve but is shunted into the ASV
becauseofacompetentpreterminalvalve. (Figure10(a))
Figure 7. The terminal valve of the ASV (*). FA: femoral
artery. FV: femoral vein.
- ASV reflux occurs in the absence of a GSV after pre-
vious GSV surgery (flush ligation þ stripping, endo-
luminal ablation). (Figure 10(b))24

- The reflux is associated with neoangiogenic vessels
following SFJ ligation and division. (Figure 10(c))

- The reflux is directly transmitted from the CFV to
the ASV in the case of its separate termination.
(Figure 10(d))
Typical 45/62 (72.6) 39/62 (62%)

Separate 5/62 (8%) 4/62 (6%)

Pelvic 0 4/62 (6%)

Complex 12/62 (19.4) 15/62 (24%)



Figure 8. The origin of the ASV. (a) From the anterior thigh circumflex vein which drains the Lateral Plexus. (b)
From the GSV trunk. (c) From a net of unnamed veins of the anteromedial thigh. (d) The anterior thigh circumflex
vein may course more vertically in the epifascial plane to drain directly into the sapheno-femoral junction.
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The reflux is associated with the veins of the inguinal
nodes.17 (Figure 10(e))

- The reflux is associated with veins of the pelvic floor
and is transmitted to the ASV via the external pu-
dendal vein or via the veins of the round ligament
through the inguinal point. (Figure 10(f)). Such an
occurrence must be discriminated from the
Figure 9. The caliber of the ASV. (a) The caliber of the GS
right). (b) The GSV and the ASV show a similar caliber at t
transmission of the reflux to the Posterior Accessory
of the GSV. This vein courses devoid of any fascial
covering superficially in the subcutaneous layer,
parallel but more posterior to the GSV.5

In the 62 limbs of group 2 with primary varicose veins of
the anteromedial thigh, the reflux was only in the ASV in
V (on the left) is greater than that of the ASV (on the
he upper thigh.



Table 4. Comparative evaluation of ASV and GSV caliber
in normal limbs.

ASV VGS

Number of values 50 58

Minimum 4.000 10.00

25% percentile 16.75 27.00

Median 22.50 32.00

75% percentile 28.50 36.25

Maximum 43.00 45.00

Mean 22.98 30.69

Std. deviation 8.761 7.674

Std. error of mean 1.239 1.008
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12 whereas in 2 legs both the ASV and GSV were incom-
petent for a combined prevalence of 22.5%. In the
remaining 48 limbs, the reflux was only in the GSV.
These findings agree with previous studies that re-

ported the prevalence of ASV reflux in patients who
have not had prior vein interventions: the ASV alone
had reflux in about 11% of limbs with varicose veins of
the antero-medial thigh.18 Additionally, about 11% of pa-
tients had ASV reflux with concurrent GSV reflux for a
combined prevalence of approximately 22%.25

The fate of the reflux in the ASV. Venous reflux leading
to varicose veins of the anteromedial thigh can extend
caudally along four different paths that include along the
GSV, along the ASV with a normally sized GSV, along the
ASV with a hypoplastic GSV and, finally, along both
the GSV and ASV. In most limbs with ASV incompetence,
the reflux is distally transmitted to the ATCV (Figure 11(a)).
The refluxing ATCV may greatly enlarge with a typical

serpiginous path and a cluster of large varicose veins
may descend obliquely from the anteromedial thigh to
the lateral knee and leg. Here the ATCV is connected to
the veins of the Lateral Plexus with evident varicose veins
of the lateral thigh and leg (Figures 11(a) and 12(a)). In
other cases, the ASV reflux connects to the more distal
GSV and saphenous tributaries in the calf (Figures 11(b),
12(b) and 13). Accordingly, the GSV is incompetent below
the ASV entry point but competent above the entry
point. This pattern is frequently associated with amarked
reduction in the GSV caliber at the groin or at the upper
thigh. Less frequently, the ASV exits the fascia and tracks
medially in the upper thigh and around the patella and
upper calf without contributing to GSV reflux. Finally,
the ASV reflux can be distributed to unnamed veins of
the anteromedial thigh (Figures 11(c) and 12(c)).
In 6 out of the 13 limbs of the group 2 with a primitive

varicose ASV, the reflux was distally transmitted to the
ATCV, in 2 to the GSV trunk and finally into anonymous
epifascial veins of the anteromedial thigh in the remain-
ing 5 cases.
DISCUSSION
A truncal vein refers to a major subcutaneous vein that

forms the primary pathway for blood return in a specific
region of the body. In normal limbs, it drains the epifas-
cial tributaries. In limbs with varicose veins, the reflux
from truncal veins is connected to tributaries which are
devoid of any fascial protection against dilation.5

The anatomy of the GSV and of the SSV have been pre-
viously evaluated in normal and varicose limbs with refer-
ence to their course, size, fascial relationships, and
connections. This has led to their designation as truncal
veins. As they most often follow a straight course and
are deeply situated within a fascial envelope, they are
currently best treated with catheter-based techniques
such as thermal ablation, proprietary foam, or cyanoacry-
late. In contrast, superficial tributaries are often tortuous,
situated more superficially and lack a fascial envelope e

they are accordingly best treated with phlebectomy or
foam sclerotherapy. Treatment algorithms for the ASV
are similar to other truncal veins and the literature
strongly suggest beneficial patient outcomes that are
equivalent to GSV ablation by a variety of techniques.15

Although the ASV clearly shares anatomic features with
the other truncal veins, this has been less well described
in the literature. While prior studies have detailed the
characteristics of the ASV in patients with venous reflux,
this is the first study to systematically evaluate its anat-
omy in normal limbs with the aim to describe the
“normal” anatomy of the ASV in addition to that in limbs
with venous reflux. The main difficulty in evaluating the
US anatomy of the superficial veins in the absence of
reflux (group 1) is the small caliber of the ASV and of its
tributaries, especially in young subjects. Consequently,
this study took particular care to prevent their compres-
sion under the pressure of the probe on the skin surface.
With such careful technique, a macroscopic ASV was



Figure 10. The origin of the reflux in the ASV. (a) From the femoral vein, with an incompetent GSV terminal valve
and a competent preterminal valve. (b) From the femoral vein, following SFJ interruption. (c) From neo-
angiogenetic vessels after crossectomy. (d) From the femoral vein, in the case of ASV separate termination. (e)
From veins of the inguinal nodes. (f) From veins of the pelvic floor.
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detected by US in 50/62 (81%) normal limbs. The length
of the interfascial path of the ASV was variable, origi-
nating at different levels of the anteromedial thigh. In
normal limbs there is more than one pattern of ASV
termination. When present, its caliber was about 70%
of that of the GSV.
Thus, these findings are consistent with prior studies

where the anatomy of the ASV in varicose limbs is
distinct in location but similar to that of the GSV in terms
of path and fascial relationships in the proximal
thigh.14,15,22,23

The recognition of the ASV as a proper truncal vein has
important implications in treatment planning and for
authorities that define treatment coverage. Improved
patient symptoms, long term closure, and minimizing
the incidence of recurrence can be achieved by following
the principles and techniques of other truncal veins such
as the GSV and SSV. Simply ablating the GSV has been
shown to be inadequate in treating ASV derived varicos-
ities resulting into higher recurrence rates.15
As clinicians examine limbs with US, recognizing the
unique anatomic attributes of the ASV as a truncal vein
is critical to developing an appropriate treatment plan.
This requires a keen understanding of normal ASV anat-
omy and its variants as well as the hemodynamic pat-
terns of ASV reflux in limbs with thigh varicose veins.
Finally, ensuring that the ASV is appropriately recognized
and covered as a truncal vein by insurance carriers is crit-
ical to good patient care and outcomes.
CONCLUSIONS
Because available treatments and increasingly payer

coverage policies make important distinctions between
truncal and tributary treatments, venous specialists
must carefully evaluate both truncal veins and their
tributaries to provide appropriate and effective treat-
ment for superficial venous disease. Moreover, it is imper-
ative for clinicians to correctly and distinctly identify the
GSV and ASV and discriminate their respective



Figure 11. The fate of the ASV reflux. The reflux is transmitted to the ATCV (a), to the GSV (b) or finally to unnamed
veins of the anteromedial thigh (c).
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hemodynamic contribution to a patient’s symptoms to
develop a correct, patient centered plan for treatment.
Both the anatomic characteristics of the ASV and the

response to appropriate treatment supports recognition
Figure 12. The fate of the ASV reflux. (a) the reflux is shunte
reflux is shunted to the GSV at mid-thigh. The GSV is com
descending along the ASV is shunted to unnamed veins o
of the ASV as a truncal vein rather than a simple tributary
of the GSV. The ASV is enclosed in the saphenous
compartment as are the GSV and SSV, and the results
of successful ablation are equivalent to the other truncal
d to the lateral plexus via the ATCV (arrow). (b) The ASV
petent above the entry point of the ASV. (c): the reflux
f the anteromedial thigh.



Figure 13. An incompetent ASV (*) coexists with a normally sized GSV (white arrows in b and c). The ASV is
covered by the saphenous fascia for its entire length, down to the lower thigh where the reflux is transmitted to
the GSV (b, c).
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veins. The most recent update to anatomic nomencla-
ture clearly states that the accessory saphenous veins
(venae saphenae accessoriae) are located superficial to
this compartment.7 The term “Anterior Accessory of the
Great Saphenous Vein” is therefore anatomically incor-
rect, which has led to many of the misunderstandings
regarding importance. The international, multidisci-
plinary panel of the AVLS, AVF, and UIP recommends
that the term “Anterior Accessory of the Great Saphenous
Vein” be abandoned and substituted with the more
appropriate “Anterior Saphenous Vein”. As a rule, it is
important to distinguish terminology, or specialized
terms for one scientific branch, from nomenclature,
which require more detailed anatomic oversight using
standardized terms according to defined classification
principles.

AUTHOR’S NOTE
Meissner M (MM); Boyle EM; (EB) Labropoulos N (NL);

Caggiati A (AC); Drgastin R (RD); Doganci S (SD); Gasparis
A (AG). Take home message: The ASV is anatomically
similar to the GSV because of its deep and interfascial
path in the thigh. Clinical studies demonstrate that the
severity of ASV reflux is similar to that of GSV reflux and
the treatment of ASV reflux is similar to that of other
truncal veins rather than venous tributaries. For anatom-
ical and clinical reasons, the ASV should be considered as
a truncal vein rather than a simple tributary of the GSV.
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