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ABSTRACT 

 

Additionally, exploring non-surgical treatment options plays a 

significant role in managing varicose veins. In conclusion, a 

comprehensive management plan for varicose veins includes 

understanding the causes and risk factors, exploring 

non-surgical treatment options, and considering surgical 

interventions when necessary. Understanding the causes and 

risk factors of varicose veins is crucial for effective prevention 

and treatment. In conclusion, a combination of venous valve 

dysfunction, age, gender, family history, obesity, pregnancy, 

and prolonged periods of inactivity contribute to the causes 

and risk factors of varicose veins (Lim and Davies). In 

conclusion, surgical interventions such as high ligation and 

stripping, endovenous laser ablation, and ambulatory 

phlebectomy are effective treatment options for advanced 

varicose veins, providing symptomatic relief and improving 

the overall quality of life for patients (Gerard et al., 2002). 

Through a combination of lifestyle modifications, 

conservative measures, and medical interventions, patients can 

effectively alleviate symptoms, improve their quality of life, 

and reduce the risk of complications. 

 

Key words : Varicose Veins , spider veins , non-surgical 

treatment 

 

1. INTRODUCTION 

 

Varicose veins are a common vascular condition that affects 

many individuals. The management of varicose veins involves 

a comprehensive approach that aims to alleviate symptoms, 

improve quality of life, and prevent complications. To 

effectively manage varicose veins, it is crucial to understand 

the causes, symptoms, and risk factors associated with this 

condition. Additionally, non-surgical treatment options such 

as lifestyle changes and compression therapy can provide 

significant relief. In more severe cases, surgical interventions 

may be necessary, offering benefits but also carrying potential 

risks. By considering these various aspects, individuals can 

make informed decisions regarding the management of 

varicose veins to achieve optimal outcomes.  

 
 

Varicose veins are a common vascular condition 

characterized by dilated, tortuous veins that appear 

prominently on the legs. These veins become enlarged due to a 

malfunctioning of the valves within them, which leads to the 

pooling of blood and increased pressure within the veins. The 

exact causes of varicose veins are multifactorial, involving a 

combination of genetic predisposition, hormonal factors, and 

lifestyle choices. According to Lim and Davies (2009), a study 

published in the Journal of British Surgery, varicose veins are 

more prevalent in individuals with a family history of the 

condition, suggesting a genetic component. Additionally, 

hormonal changes during pregnancy and menopause can 

contribute to the development of varicose veins. The risk 

factors for varicose veins include age, gender, obesity, and 

occupations that involve prolonged standing or sitting. As Lim 

and Davies (2009) further explain, the prevalence of varicose 

veins increases with age, with women being more commonly 

affected than men. Obesity, due to increased pressure on the 

veins, can exacerbate the development of varicose veins. 

Occupations that require prolonged periods of standing or 

sitting can also contribute to the formation of varicose veins 

due to the impaired blood flow caused by prolonged venous 

stasis. Overall, understanding the causes, symptoms, and risk 

factors associated with varicose veins is crucial in developing 

effective preventive measures and treatment strategies. (Lim 

and Davies) 

Varicose veins are a common vascular condition 

characterized by twisted, enlarged veins that can cause 

discomfort and aesthetic concerns. While surgical 

interventions like vein stripping and ligation have traditionally 

been the go-to treatment options, non-surgical alternatives 

such as lifestyle changes and compression therapy have gained 

recognition in recent years. Lifestyle modifications, such as 

regular exercise, weight management, and avoiding prolonged 

sitting or standing, play a crucial role in managing varicose 

veins (MacKay). By engaging in physical activity, individuals 

can improve blood circulation, strengthen leg muscles, and 

reduce venous stasis. Additionally, maintaining a healthy 

weight helps alleviate pressure on the veins and reduces the 

risk of developing or worsening varicose veins. Compression 

therapy, another non-surgical approach, involves wearing 

compression stockings or bandages to apply external pressure 
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on the veins, promoting blood flow and reducing venous reflux 

(MacKay). These garments are designed to exert the highest 

pressure at the ankle and gradually decrease towards the thigh, 

aiding in the return of blood to the heart. Research has shown 

that compression therapy can effectively alleviate symptoms 

associated with varicose veins, including pain, swelling, and 

fatigue (MacKay). Moreover, it is a safe and cost-effective 

treatment option that can be easily integrated into patients' 

daily routines. Overall, non-surgical treatments such as 

lifestyle modifications and compression therapy provide 

viable alternatives for managing varicose veins and improving 

patients' quality of life (MacKay).  

 

Etiology 

 

The etiology of varicose veins is multifactorial and may 

include: increased intravenous pressure caused by 

prolonged standing; increased intra-abdominal pressure 

arising from tumor, pregnancy, obesity, or chronic 

constipation; familial and congenital factors; secondary 

vascularization caused by deep venous thrombosis; or less 

commonly, arteriovenous shunting.[4] shear forces and 

inflammation have recently been recognized as important 

etiologic factors for venous disease.[5] Venous disease 

resulting in valve reflux appears to be the underlying 

pathophysiology for the formation of varicose veins. 

 

Diagnosis 

 

CLINICAL PRESENTATION 

symptoms, if present, are usually localized over the area 

with varicose veins; however, they may be generalized to 

include diffuse lower extremity conditions. Localized 

symptoms include pain, burning, or itching. Generalized 

symptoms consist of leg aching, fatigue, or swelling. 

symptoms are often worse at the end of the day, especially 

after periods of prolonged standing, and usually disappear 

when patients sit and elevate their legs. Women are 

significantly more likely than men to report lower limb 

symptoms, such as heaviness or tension, swelling, aching, 

restless legs, cramps, or itching.8 No correlation between 

the severity of the varicose veins and the severity of 

symptoms has been noted. skin pigmentation changes, 

eczema, infection, superficial thrombophlebitis, venous 

ulceration, loss of subcutaneous tissue, and a decrease in 

lower leg circumference (lipodermatosclerosis) are possible 

complications. evaluation of patient risk factors, symptoms, 

and typical physical examination find- ings help determine a 

diagnosis. 

 

2. IMAGING STUDIES 

They also may be helpful for planning procedures, 

documenting the extent of vascular pathology, or 

identifying the source of venous reflux. It can evaluate for 

acute and occult deep venous thrombosis, superficial 

thrombophlebitis, and reflux at the Other less commonly 

used studies that may be helpful in select patients include 

venography, light reflex rheography, ambulatory venous 

pressure measurements, photoplethysmography, air 

plethysmography, and foot volumetry. 

 

 

Treatment 

Treatment options for varicose veins include conservative 

management, external laser treatment, injection sclerotherapy, 

endovenous interventions, and surgery (Table 1).[12] The 

indications for treatment are largely based on patient 

preference. 

 

 
 

3. CONSERVATIVE MANAGEMENT 

Conservative treatment options include avoidance of 

prolonged standing and straining, elevation of the affected leg, 

exercise, external compression, loosening of restrictive 

clothing, medical therapy, modification of cardiovascular risk 

factors, reduction of peripheral edema, and weight loss. 

external compression devices (e.g., bandages, support 

stockings, intermittent pneumatic compression devices) have 

been recommended as initial therapy for varicose veins; 

however, evidence to support these therapies is lacking.[13] 

Typical recommendations include wearing 20 to 30 mm Hg 

elastic compression stockings with a gradient of decreasing 

pressure from the distal to proximal extremity.[14] Multiple 

medications have been proposed as treatments for varicose 

veins. 

 

Table 1. Treatment Options for Varicose Veins 

Treatment options Comments 

Conservative measures 

Compression (e.g., bandages, Support stockings can provide relief from 

support stockings,  discomfort. 

intermittent pneumatic 

compression devices) 

Elevation of the affected leg 

 
Lifestyle modifications 

Weight loss 

Elevation may improve symptoms in 

some patients. 

Examples include avoidance of prolonged 

standing, exercise, loosening of 

restrictive clothing, modification 

of cardiovascular risk factors, and 

reduction of peripheral edema. 

Weight loss may improve symptoms in 

patients who are obese. 
Endovenous or interventional therapy 

Endovenous obliteration 

External laser therapy 

Sclerotherapy 

Surgery 

Ligation 

Phlebectomy 

Stripping 

Randomized controlled trials comparing 

clinical effectiveness and cost- 

effectiveness are lacking. 

Historically, surgery has been 

the most widely recommended 

treatment option. 
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6.EXTERNAL LASER TREATMENT 

 

Multiple laser machines that deliver various wavelengths of 

light through the skin and into the blood vessels are available 

to treat varicose veins. The light is absorbed in the vessels by 

hemoglobin, leading to thermocoagulation. Potentially, any 

small, straight vein branch is amendable to external laser 

ablation. However, laser therapy has typically been used on 

telangiectasias and smaller vessels rather than on larger veins. 

Long-pulsed lasers have been shown to completely clear veins 

with diameters less than 0.5 mm. For veins with diameters of 

0.5 to 1.0 mm, improvement but not clearance is achieved.[17] 

7.SCLEROTHERAPY 

Sclerotherapy involves injecting superficial veins with a 

substance that causes them to collapse permanently. The 

substance displaces the blood and reacts with the vascular 

endothelium, sealing and scarring the vein. Although 

sclerotherapy is a clinically effective and cost-effective 

treatment for smaller varicose veins, concerns about the 

develop ment of deep venous thrombosis and visual 

disturbances, and the recurrence of varicosities have been 

noted.[12,18,19] 

 

8.ENDOVENOUS OBLITERATION OF THE 

SAPHENOUS VEIN 

A newer treatment for varicose veins involves inserting a long, 

thin catheter that emits energy (most commonly heat, radio 

waves, or laser energy). The released energy collapses and 

hardens the veins. Various techniques and protocols are used. 

Because it is easier to insert the catheter into the vein in the 

same direction that the valve opens, the catheter is usually 

inserted into the distal part of the vein and threaded into the 

proximal portion. Energy is released from the tip of the 

catheter. When the  catheter was removed, the lumen of the 

vein collapsed. Bruising, tension along  the treated vein, 

recanalization, and paresthesia are possible 

complications.[20,21] 

 

9.SURGERY 

Historically, surgery is the best-known treatment for varicose 

veins, especially when the greater saphenous vein is involved. 

However, literature does not consistently support surgery as 

the definitive treatment option.[22] Most surgical techniques 

involve using multiple smaller incisions to reduce scarring, 

blood loss, and complications. surgical management may 

reduce the risk of complications of varicose veins. The 

simplest surgical procedure is ligation, which involves tying 

off the enlarged vein in portions of the leg, thigh, and groin. 

The saphenous vein is identified in the groin, brought to the 

surface via a small incision, and ligated. The vein is hooked 

and brought to the surface at the next incision site. It is then 

pulled and dissected proximally and distally at each incision 

site to release it from the surrounding tissues and to sever any 

connections to tributary or deeper perforating veins. The vein 

can be removed in a long strip or in multiple smaller pieces 

depending on the size and shape of the vessels, as well as the 

patient’s vascular pathology.[25,26] Alternatively, the greater 

saphenous vein can be ligated and incised at the groin. 

 

Outcome Data 

 

studies of treatments for varicose veins are limited by small 

numbers of study participants, short follow-up, and 

inconsistent end points (e.g., resolution of symptoms, ultra- 

sonography measurements, appearance as judged by the 

patient or physician). Three Cochrane systematic reviews of 

varicose vein treatment exist.[22,28,29] The first compared 

surgery and sclerotherapy. The second Cochrane systematic 

review evaluated the use of a tourniquet during surgery to 

minimize blood loss. These procedures are associated with 

significant cost and risk of complications from anesthesia. In 

addition, a new blood vessel may form after the procedure, 

with the risk of neovascularization estimated to be as high as 

15 to 30 percent.[5] 

 

10.COMBINATION THERAPY 

Three small RCTs. Differences in study design, outcome 

measures, and analysis precluded pooling the data for a meta- 

analysis. The authors concluded that a tourniquet appeared to 

reduce blood loss during surgery.[28] The third Cochrane 

systematic review compared sclerotherapy and graduated 

com- pression stockings or observation. Complication and 

recurrence rates were reviewed, as were improvements in 

symptoms and cosmetic appearance. sclerotherapy was 

effective in reducing symptoms and appearance of varicose 

veins. However, the RCTs that were included showed that the 

type of sclerosant, local pressure dressing, or degree and 

length of compression had no significant impact on the 

effectiveness of sclerotherapy.[29] 

 

11.CONCLUSION 

 

 In conclusion, the management of varicose veins is crucial for 

improving the quality of life for individuals affected by this 

condition. From lifestyle modifications and self-care practices 

to medical interventions, there are various treatment options 

available. By seeking early diagnosis and appropriate 

management, individuals can alleviate symptoms, prevent 

complications, and enhance their overall well-being. It is 

important for healthcare providers and patients alike to work 

collaboratively in choosing the most suitable management 

approach, taking into consideration the individual's 

preferences and medical history. With effective management 

strategies in place, individuals with varicose veins can 

experience relief from discomfort and achieve a better quality 

of life. 
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