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Guidance 
 
This guidance has been updated to take into account the NICE clinical guideline 167(1).  
 
Varicose veins are enlarged superficial veins in the leg caused by incompetent valves, which 
allow blood to pass from the high pressure deep veins into the superficial veins, leading to an 
increase in venous pressure. The commonest sites for this to occur are in the groin (sapheno-
femoral incompetence) or behind the knee (sapheno-popliteal incompetence). 
 
The prevalence of significant venous incompetence is around 40% in men and 32% in women 
with up to 80% people having minor venous abnormalities(2). Risk factors for developing 
varicose veins include two or more pregnancies, obesity (women only) and work that involves 
prolonged standing (3). 
 
Venous symptoms include pain limiting normal activity, eczema with progressive skin 
changes, phlebitis, bleeding and, if untreated, venous ulceration. 1% of the adult population 
have active leg ulceration, most of which is due to underlying venous disease.  
 
Symptomatic varicose veins are defined as those that are significantly affecting the 
individual’s activities of daily living (and demonstrated on a Barthel score – please see 
appendix 1) or their ability to work or provide care. In this case a detailed description is 
needed of the effect of the varicose veins on these functions. 
 
Modern management of varicose veins involves clinical and hand-held Doppler assessment.  
Any intervention should be guided by Duplex ultrasound. 
 
SUMMARY 
 
Specialist treatment of varicose veins is considered a low priority treatment and will only be 
provided under the NHS routinely in line with the guidelines specified below. Other 
(exceptional) cases would need to be made on an individual case basis and referred to the 
Individual Funding Requests Department of the appropriate CCG. 
 



ASSESSMENT AND MANAGEMENT IN PRIMARY CARE 

 
Assessment 

 
For the initial assessment of a patient, the clinical severity assessment can be simple 

observation and does not need special tests. There are seven grades of increasing 

clinical severity: 
 

 

Grade Description 

C 0 No evidence of venous disease. 

C 1 Superficial spider veins reticular veins only 

C 2 Simple varicose veins only 

C 3 Ankle oedema of venous origin (not foot oedema) 

C 4 Skin pigmentation in the gaiter area (lipodermatosclerosis, varicose eczema) 

C 5 A healed venous ulcer 

C 6 An open venous ulcer 

 
 

Management 
 

Advice for people with varicose veins should include: weight loss (if they have a BMI >30), 

light to moderate physical exercise, avoidance of factors that make symptoms worse and 

when to seek further medical help. 

 
Red/blue spider veins or flares are all forms of telangiectasia. Reticular veins (easily visible 

small blue veins) and telangiectasia are not associated with valvular incompetence and do not 

need referral to secondary care. Grade 2 varicose veins are usually cosmetic only and do not 

need specialist referral and treatment. These patients should only be referred to secondary 

care if they have symptomatic varicose veins that are significantly affecting their activities of 

daily living, as outlined below. 

 
REFERRAL 

 
Referral to a vascular service should only be made if people have one of the following: 

 
• At least two episodes of superficial thrombophlebitis; OR 

• A major episode of bleeding from the varicosity ; OR 

• Symptomatic primary or symptomatic recurrent varicose veins. This is defined as 

when the varicose veins are significantly affecting the patient’s quality of life (as 

demonstrated in the Revised Venous Clinical Severity Score (See Appendix) or their 

ability to work or provide care. [In this case a detailed description is needed of the 

effect of the varicose veins on these functions. NB in the case of pain only, this will 

need to be classed as severe, with a detailed description of how it affects their ability 

to carry out work or care/ self care functions]; OR 

• An active ulcer: OR 

• Skin changes including: eczema, lipodermatosclerosis or a healed venous ulcer.  



SECONDARY CARE 
 
Assessment in a vascular service: 
 

• This should include a duplex ultrasound to confirm the presence of varicose veins and 
identify any truncal reflux. 

 
Interventional treatment of varicose veins in a vascular service: 
 
In order to qualify for interventional treatment the individual must have: 
 

• Confirmed varicose veins and truncal reflux on duplex ultrasound;   
 
AND at least one of the following: 
 

• Symptomatic primary or symptomatic recurrent varicose veins.  This is defined as 
when the varicose veins are significantly affecting the patient’s quality of life (as 
demonstrated in the Revised Venous Clinical Severity Score (See Appendix) or their 
ability to work or provide care. [In this case a detailed description is needed of the 
effect of the varicose veins on these functions. NB in the case of pain only, this will 
need to be classed as severe, with a detailed description of how it affects their ability 
to carry out work or care/ self care functions]; OR 

• Skin changes including: varicose eczema, lipodermatosclerosis or a venous ulcer 
(which took over 2 weeks to heal); OR 

• At least two episodes of superficial thrombophlebitis; OR 
• A major episode of bleeding from the varicosity. [This should be documented and 

quantified.] 
 
For people who qualify for interventional treatment: 
 

• Offer endothermal techniques eg endothermal ablation and endovenous laser 
treatment of the long saphenous vein under local anaesthetic as a first line treatment; 

• If endothermal ablation is unsuitable, then offer ultrasound-guided foam 
sclerotherapy; 

• If ultrasound-guided sclerotherapy is unsuitable, offer surgery. 
 
It is expected that patients should have received 3-6 months of conservative treatment 
before referral and will not normally be accepted for interventional treatment without 
evidence that conservative treatment has failed.   
 
Conservative treatment includes:  

• weight loss (if BMI is raised – NB it will be expected that the patient will have 
obtained a BMI of less than 30);  

• taking up light to moderate exercise; 
• avoidance of prolonged immobility. 

Patients should also be advised to stop smoking – in particular patients with thrombophlebitis. 
 
Management during pregnancy 
 

• Give pregnant women presenting with varicose veins advice on varicose veins 
• Do no carry our interventional treatment for varicose veins during pregnancy 
• Consider compression hosiery for symptom relief 

 
 



Glossary 
 
Lipodermatosclerosis: thickening and hardening of the tissues of the leg with brown 
discolouration of the skin. 
 
Thrombophlebitis: inflammation of a vein. Potential risk of this extending to the deep veins 
unless treated. 
 
Sclerotherapy: injecting of a sclerosing substance (usually a detergent) into the vein to 
destroy the lining of the vessel causing obliteration. Foam sclerotherapy involves mixing the 
sclerosing solution with air which is more effective than standard liquid (4). 
 
Radiofrequency ablation: procedure which involves inserting a catheter into the vein under 
local anaesthetic and using heat energy to destroy the lining of the vein. This is a ‘walk in 
walk out’ procedure (5). 
 
Endovenous laser: as above but using a laser fibre inserted into the vein (6). 
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