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ablation/surgery for truncal disease
with large varicose veins.

Phlebectomies are performed under
local anaesthetic, with small stab
incisions enabling access to the
varicose segment with a phlebectomy
hook. The veins are disconnected and
removed. Studies have shown that
phlebectomies alone can improve
reflux and symptoms of venous
disease.12

Compression
Compression therapy has been used
since biblical times. The theory behind
this technique is reduction of venous
stasis and pressure in the skin by the
application of graded external
pressure to the leg (tightest at the
ankle, reducing up the calf and thigh),
compressing the varicose veins 
in the skin. 

The literature in this field is
extremely heterogeneous, with
equivocal evidence with regards to 
the actual benefit of the technique.13
Patient reports are subjective, 
non-adherence rates are high and
comparison between studies is
difficult. 

Importantly, compression should
not be used in patients with arterial
peripheral vascular disease and ankle
brachial pressure index (ABPI) < 0.9. 

NICE recommends that compression
hosiery should not be offered unless
interventional treatment is unsuitable
or should be temporarily avoided, 
e.g. in the case of pregnancy.

CONCLUSION
Varicose veins in the legs are a
common cause of patient morbidity
and affect a large proportion of
patients in the community. The recent
NICE clinical guideline provides
evidence-based recommendations
that will help improve the assessment
and management of patients with 
this condition. 

REFERENCES
1 Evans CJ, Fowkes FG, Ruckley CV, Lee AJ. Prevalence
of varicose veins and chronic venous insufficiency in men
and women in the general population: Edinburgh Vein
Study. J Epidemiol Community Health 1999;53:149-153
2 Bergan JJ (Ed). The Vein Book. Elsevier Academic
Press. Edinburgh. 2007
3 Darvall KA, Bate GR, Adam DJ, Bradbury AW. Generic
health-related quality of life is significantly worse in
varicose vein patients with lower limb symptoms
independent of CEAP clinical grade. Eur J Vasc
Endovasc Surg 2012;44(3):341-4
4 Ampanozi G, Preiss U, Hatch G et al. Fatal lower
extremity varicose vein rupture; Leg Med (Tokyo)
2011;13(2):87-90
5 National Institute for Health and Care Excellence
CG168. Varicose veins in the legs: The diagnosis and
management of varicose veins. NICE. London. 2013 
6 Gloviczki P, Comerota AJ, Dalsing MC et al. The care
of patients with varicose veins and associated chronic
venous diseases: clinical practice guidelines of the

Useful information 

The Circulation Foundation
www.circulationfoundation.org.uk

NICE
Various versions of NICE CG168.
Varicose veins in the legs, including
information for patients are available
from: 
www.nice.org.uk

key points
SELECTED BY
Dr Peter Saul
GP, Wrexham and Associate GP Dean for North Wales

Up to 30% of the UK population are affected by varicose
veins. They are a manifestation of increased venous
pressure in the lower limb caused by impaired venous return.
Primary varicosities result from poor drainage from 
the superficial to the deep venous system. Secondary
varicosities arise as a result of underlying pathology
impeding venous drainage, such as deep venous thrombosis
or increased intra-abdominal pressure caused by a mass,
pregnancy or obesity.

Patients with bleeding varicose veins should be referred
to a vascular service immediately. Referral is also indicated
in the following cases: symptomatic  primary or recurrent
varicose veins; lower limb skin changes thought to be
caused by chronic venous insufficiency; superficial vein
thrombosis and suspected venous incompetence; 
a venous leg ulcer or healed venous leg ulcer.

Imaging is crucial in the assessment of the superficial
and deep venous system to enable assessment of venous
competence. The gold standard imaging technique is
colour duplex ultrasonography. Duplex ultrasound should
be used to confirm the diagnosis of varicose veins and the
extent of truncal reflux, and to plan treatment for patients
with suspected primary or recurrent varicose veins.

Superficial vein ligation, phlebectomy and stripping 
have been the mainstay of treatment. In recent years, 
new techniques have been developed that are minimally
invasive, enabling treatment of superficial venous
incompetence with reduced morbidity. NICE recommends
that endothermal ablation, in the form of radiofrequency
or laser treatment, should be offered as treatment for
patients with confirmed varicose veins and truncal reflux.

Endothermal ablation utilises heat energy within 
the vein to ablate the incompetent vessel. There are two
main systems to deliver this energy: radiofrequency
ablation and endovenous laser ablation. In cases where
endothermal ablation is unsuitable NICE recommends
the use of ultrasound guided foam sclerotherapy (UGFS).
Where both endovenous ablation and UGFS are 
unsuitable or unsuccessful, surgery should be offered.
NICE recommends that compression hosiery should not
be offered unless interventional treatment is unsuitable or
should be temporarily avoided, e.g. pregnancy.
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