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By Jeannette Soriano, MD

Venous diseases affect many people and represent a major cost to the health-care sys-
tem. Hippocrates used compression therapy and performed the first recorded scle-

rotherapy by inserting splinters of willow trees into large varicosities (willow trees contain
salicylates).1

In industrialized countries, the incidence of venous disease in men over the age of 15
is 10% to 15%, and for women it is 20% to 25%.2 Risk factors for varicose veins include
pregnancy, complex genetic predisposition, female gender (it is two to three times more com-
mon in women) and occupation (prolonged standing or sitting).3 A leg ulcer can develop three
to seven years later in 5% to 7% of patients with deep venous thrombosis (DVT).4

Studies show that patients with chronic venous insufficiency (CVI) and venous ulcers
can improve their quality of life with treatment.5 CVI is one of the 10 most common rea-
sons for medical referrals in the U.S., causing significant symptoms in 24 million people, skin
changes in six million to seven million people, and leg ulcers in 500,000 people. The cost
associated with these conditions is at least one billion dollars annually.6

What are varicose veins?
Varicose veins are the result of weakening of the venous valvular apparatus. When only valve
incompetence and reverse blood flow are present in the superficial venous system, we speak
of primary varicose vein disease. Varicosities arising after DVT and post-phlebitic syndrome
are called secondary. Rare causes of varicose vein disease include: trauma to the perforator
veins and congenital absence of venous valves. 
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Investigation and management of patients with venous disease
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Figure 1. Investigation and management of patients with venous disease.



What are some of the symptoms?
The size of varicosities does not always correlate with symptom severity. Very small
varicosities may cause discomfort, burning sensation, nocturnal cramps and restless-
ness of the legs, while some patients with large varicosities have no symptoms at all.

The most common symptom associated with large varicosities is a heavy feel-
ing and fatigue in the legs at the end
of the day. However, one study
reports that symptoms, such as heav-
iness, tension, aching, swollen sen-
sation, restless legs, cramps, itching,
and tingling are extremely common
in the general population, but not
always associated with varicosities.5

These symptoms increase with age
and are more common in women
than in men when varicosities are
indeed present.
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Compression Therapy Table
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Figure 2. Compression therapy table.
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How do I investigate and manage
venous diseases?
An algorithm for this is given in Figure 1. As technology improves, the use of
Doppler and Duplex scanning examination is becoming a routine part of the evalua-
tion. Standard physical examination, however, is essential and is performed with the
patient standing, on a raised surface, in a well lit room.7 Examination of the abdom-
inal wall can reveal evidence of venous bypass formation when there is chronic
obstruction of the femoral and iliac vessels. The long and short saphenous veins, their
branches and the perforating veins are sequentially assessed. The gaiter area can
reveal evidence of pigmentation, lipodermatosclerosis and other skin changes asso-
ciated with varying degrees of venous insufficiency. Difference in circumference of
the leg is an important finding.

Duplex ultrasonography allows the practitioner to evaluate the superficial
veins, deep veins and perforator veins. In the presence of an
ulcer, it allows mapping of the ulcer bed. This can also help
in planning sclerotherapy when there is a recurrence after
surgery in the presence of truncal varicosities, and suspect-
ed perforator and short saphenous vein insufficiency.

What is compression therapy?
The treatment of CVI and varicose veins should always
include the use of compression therapy. It augments the body’s
natural calf muscle pump to improve venous return.

Compression therapy helps distended veins return to normal size and often valvular
insufficiency is corrected. Other benefits include relief of pain in patients with post-
thrombotic syndrome and enhancement of fibrinolysis (which can reduce fibrosis
and promote healing in patients with severe CVI and venous ulcers). There are spe-
cific guidelines for the prescribing of compression stockings (Figure 2).

Compression stockings provide 100% of pressure at ankle level, 70% at knee
level and 40% at upper thigh level. In general knee length stockings are adequate.
Longer stockings can compromise venous return at the popliteal fossa.

Ankle/brachial index measurements (ABI) are essential when prescribing com-
pression therapy for patients with even mild peripheral arterial insufficiency, and
accordingly, prescription for compression therapy needs to be adjusted. Patients
with an ABI of less than 0.6 should be evaluated by a vascular surgeon.
Compression therapy plus walking as exercise can combine to improve both venous
return and arterial circulation.

Practice Tips
What type of patient benefits from
laser therapy?

Lasers are most beneficial in patients
with belonephobia (needle phobia),
tendency to post-sclerotherapy matting
or allergy to sclerosing medications. It
is best used in telangiectasias.



When is surgery preferred?
Surgery is the preferred treatment when the greater saphenous vein trunk is dilated
and there is valvular insufficiency at the sapheno-femoral junction, in the presence
of CVI and trophic skin changes. A short segment stripping prevents trauma to the
saphenous nerve and leaves the distal portion for possible use as graft in coronary
artery bypass surgery.

Less traumatic and less invasive techniques allowing more rapid return to nor-
mal function are under investigation.6 This includes Endovenous Obliteration with
Radio frequency resistive Heating (EORH). Endovenous laser offers a similar
promise for the treatment of the greater and lesser saphenous
vein. Incompetent perforators can now be treated by subfascial
endoscopic ligation, thus avoiding a large scar and poor healing.

What is sclerotherapy?
The injection of a solution into a vein to cause intimal damage
and fibrosis has been practiced since the ‘40s. Tourney in France,
Sigg in Switzerland and Fegan in Ireland are considered the
fathers of modern sclerotherapy, though their techniques are quite different from each
other.

Sclerotherapy is generally used to prevent complications related to varicose veins,
to relieve symptoms and to improve the appearance of the leg. It is the preferred modal-
ity for small varicose veins, large non-saphenous varicose veins and telangiectasias.

What is echosclerotherapy?
In 1989, the first ultrasound guided injection in the popliteal fossa was performed by
Dr. R. Knight in Florida. This event changed the way phlebology is practised.
Echosclerotherapy increases accuracy, safety and effectiveness of the injection tech-
nique in areas where there is high risk of intra-arterial injection. It also enhances the
ability to inject large varicose veins not clinically detectable. Echosclerotherapy is
recommended for injections of the short saphenous vein, anterior saphenous vein,
post-surgical recurrence, perforator veins and in the obese patient. A foam prepara-
tion of the sclerosing solution (Trombovar and Polidocanol) can be used which
further enhances accuracy, safety and effectiveness of the procedure.8

Venous Diseases

Practice Tips

Patients with an ABI of less than 0.6
should be evaluated by a vascular
surgeon.

†Registered trademark used under license from ALTANA Pharma AG, Germany.

PANTOPRAZOLE  SOD IUM



The Canadian Journal of Diagnosis / January 200386

Venous Diseases

When do you use phlebotonic agents?
These agents are commonly used within conventional western medical prac-
tice. They are available in Canada. Bioflavonoids (i.e. diosmin, oligomeric
proanthocyanidin complexes and hesperidins) improve venous tone, vein elas-
ticity when assessed by phlethysmography, and also decrease plasma markers
of endothelial activation. 

Horse Chestnut Seed Extract (HCSE) has venotonic, vascular protective,
anti-inflammatory and free radical scavenging effects. It corrects capillary
hyperpermeability and associated edema.10 More studies are needed on the
long-term use of these products. In Canada, HCSE micronized formula for oral
use is available without a prescription.
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