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Adding Sclerotherapy to Your Practice? 
Consider this requisite information first. 
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I would hazard to guess that most NPs and PAs have seen patients who ask about the treatment 
of varicose veins. Depending on the study cited, somewhere between 7% and 60% of the U.S. 
adult population has varicose veins.1 If you are considering adding cosmetic sclerotherapy to 
your practice, these statistics may help persuade you. But before you take this step, consider the 
essential information outlined in this article. 

Prevalence of Varicose Veins  

The prevalence of varicose veins breaks down as follows:1 
• 8% of women 20 to 29 years old  
• 24% of men 40 and older  
• 50% of women between 40 and 50.  

U.S. women in their 40s and 50s make up the majority of the sclerotherapy cosmetic market.1-3 
Cosmetic concerns are the main reason patients seek treatment for varicose veins.1-3 Other 
associated complaints include: leg cramps or aches, ankle edema, pigmentation changes, stasis 
dermatitis, ulceration and deep vein thrombosis (DVT). All leg symptoms require evaluation, and 
signs of underlying medical disease must be investigated before considering cosmetic treatment.
1-5  

Pathophysiology  

While the superficial venous system carries 10% of the body's blood, the bulk is found in the 
deep venous system, which carries 90%. Patients may ask what happens to their circulation when 
tiny vessels are destroyed, so explain that treating small vessels has no real impact on circulation.
2-4 Here are some simplified ways to convey to patients the complex pathophysiology of varicose 
veins: 

• Arterial blood flow pushes venous blood upward.  
• As we breathe through our lungs, our diaphragm moves down and creates pressure in the 

venous system.  
• The calf muscles (soleus and gastrocnemius muscles) act as a pump. As they contract, 

pressure sends venous blood upwards. This is why walking helps prevent varicosities and 
improves sclerotherapy treatment outcomes.  

• One-way valves keep blood flowing in one direction. When these valves are damaged, 
blood pooling results and varicosities develop.  
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When venous blood vessel valves are damaged, blood pressure increases and the vessels become 
enlarged. Hormones may influence vessel enlargement as well as new vessel formation 
(angiogenesis). Physical trauma and disease trigger an inflammatory process and may result in 
varicose veins.4 

Contributing Factors 

The following risk factors can increase a patient's risk for varicose veins: 
• Genetics  
• Hormones - influences from pregnancy, hormone replacement therapy and hormonal 

contraceptive therapies. Increased blood volume and progesterone cause vessels to stretch 
and may contribute to new vessel formation.  

• Physical trauma  
• Disease  
• Obesity  
• Crossing your legs does not contribute to telangiectasias (spider veins).3  

Classification based on appearance 

Varicose veins may be classified based on appearance, as follows: 
• Linear  
• Arborizing  
• Spider  
• Papular (occurs in collagen vascular disease).3   

Classification of veins based on size 

Varicose veins also are classified according to size, as follows:3 
• Type l telangiectasias or spider veins : red or blue, 0.1 to 1.0 mm in diameter 
• Type lA telangiectasias display telangiectactic matting < 0.2 mm diameter, in a red, net-

like pattern 
• Type ll venulectasia are 1 to 2 mm in diameter; they are violaceous  
• Type lll reticular feeder veins are 2 to 4 mm diameter; they are dark blue or blue-green 
• Type lV varicosities are 3 to 8 mm diameter; they are blue or blue-green  
• Type V saphenous varicosities are 5 mm or greater; they are blue, green or not visible if 

they deep; they may or may not be palpable.  

Patient Selection 

Patient selection for sclerotherapy should include a thorough review of systems, a medical 
history and physical exam.  

The review of systems should include questions about the following: 
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• Leg pain, burning, cramps - with rest or with activity  
• Restless leg syndrome - increased incidence with varicose/spider veins  
• Last menstrual period - do not treat pregnant or breastfeeding women  
• Smoker  
• Exercise  
• Sitting or standing for long periods.  

Medical Conditions that exclude patient treatment include: 
• Diabetes  
• Cardiac disease  
• Autoimmune disease  
• Infectious illness - hepatitis, HIV  
• History of DVT, pulmonary embolism, phlebitis  
• Body dysmorphic disorder.3-5  

For the physical examination, strive to obtain the results of Doppler studies that evaluate for 
venous insufficiency. A visual exam and palpation of pulses should be performed when the 
patient is seated and standing. The exam should also include evaluation for tenderness, 
ulcerations, scars, discoloration, blanching and edema.3-7  

Patient Selection 

The 10 most important contraindications to sclerotherapy are as follows:3-7 
• Breastfeeding or pregnancy  
• History of DVT, PE  
• Blood dyscrasias  
• Anticoagulant therapy  
• Diabetes  
• Autoimmune disease  
• Inability to ambulate  
• Infection or illness  
• Certain medications (aspirin, insulin, anticoagulants, prednisone  

But the No. 1 contraindication is unrealistic expectations.3-7 

Managing unrealistic expectations is one of the most labor intensive and frustrating experiences 
involved in the treatment of cosmetic patients. They often want assurance of complete resolution 
and no recurrence, or they are obsessed with even the smallest vessels. This is when patient 
education really pays off. Make sure you put the information in writing and have the patient sign 
it. The signed patient education information should become part of the medical record. We have 
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all had patients with unrealistic expectations, so trust your gut feeling! If it doesn't feel right, 
don't do it! Some medications are contraindicated and include aspirin, insulin, anticoagulants and 
prednisone.3-7  

Sclerosants 

Polidocanol (POL) was recently approved by the FDA for sclerotherapy. It is the least likely of 
all the agents to cause hyperpigmentation. Bruising and telangiectatic matting (neoangiogenesis) 
are common side effects. Neoangiogenesis may particularly affect patients on hormone therapy. 
Extravasation of POL does not cause necrosis. No test injection is required before full treatment.4 

Sodium tetradecyl sulfate (STS) is a detergent surfactant that is FDA-approved for sclerotherapy. 
It is twice as potent as polidocanol, and hyperpigmentation is proportionate to the concentration 
of STS. Rare anaphylaxis has been reported, therefore a test injection before full treatment is 
recommended. Extravasation of STS during injection is painful and may cause necrosis. 
Hyperpigmentation and matting are common side effects. However, hyperpigmentation is more 
prevalent in patients with dark hair and dark-toned skin. Hyperpigmentation is caused by 
extravasation of erythrocytes after the vessel is damaged by the sclerosant. This leaves iron 
deposits or "rust" stains after phagocytosis of the erythrocytes. Hyperpigmentation usually 
resolves within 6 months, but it can last up to a year. Hyperpigmentation is rarely permanent. 
Telangiectatic matting, localized urticaria and bruising are also common side effects.3-7 

Hypertonic saline 23.4% is an established osmotic agent that is still used today. Pain is 
associated with its injection, and pain often lingers after treatment. No allergic reactions occur 
with hypertonic saline. It is widely available and has a quick treatment response, but it rapidly 
loses potency once injected. Hyperpigmentation is a common side effect.3-7          

No matter which sclerosant is used, strategies to reduce side effects exist. To reduce 
hyperpigmentation and bruising, stop all nonsteroidals and aspirin products prior to treatment. 
Slow injection pressure and the use of compression stockings can also help reduce 
hyperpigmentation. Localized urticaria is not an allergic reaction. It results from mast cell 
histamine release. It is transient and usually resolves within 30 to 60 minutes. Localized urticaria 
may be treated with topical steroids and antihistamines. Rare complications from sclerosants can 
occur and include anaphylaxis, DVT, infection, ulceration and scarring.3-6 

Patient Education Prior to Treatment 
• Stop using NSAIDs 3 days before procedure.  
• Do not shave 24 hours before procedure.  
• Wear shorts or loose fitting clothes.  
• Do not moisturize the legs.  
• Bring compression stockings with you  

▪ Caring for compression stockings:  
• Gentle wash cycle or by hand  
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• Don't use creams or lotions while wearing them; they can degrade 
the material  

• The stockings lose their compression ability over time and should 
be replaced periodically.  

The importance of wearing compression stockings should be made clear to the patient. They 
improve treatment outcomes and also may prevent new varicosities, may prevent 
hyperpigmentation, matting and DVT.3,5,7 

Exercise decreases matting and hyperpigmentation risk. It also helps prevent further 
development of varicose veins. Avoid high-impact activities ( running, jogging ) and bench 
pressing.3-7 

Informed consent should be carefully reviewed with each patient and include:  
• Cost of the treatment: Have the secretary and assistants begin discussion with the patient 

prior to the appointment.  
• Discuss bruising, discoloration and length of time to completely "clear."  
• Set realistic expectations:3,5,6 may expect up to 70% improvement; treatment does not 

prevent new telangiectasias; cannot predict the number of treatments needed; average is 3 
to 5 45-minute treatment sessions  

• Explain that multiple needle sticks are required.  
• Wearing compression stockings improves outcomes and prevents new vessels.  
• Discuss sclerosant agent selection.  
• List all side effects of the chosen sclerosant, common and rare  
• Patient responsibilities: stockings, notifying office of complications, exercise, keeping 

follow-up appointments.  
• 90% of patients have a good result.3  

Professionally and Financially Rewarding 

Adding sclerotherapy to your practice can be both professionally and financially rewarding. 
First, check your state board regulations to verify that you are allowed to perform sclerotherapy. 
Train with an experienced physician and attend didactic and hands-on courses. Get yourself at 
least one reference text and read and study before practicing. Practice on appropriate staff, 
friends and family members. Staff members who have been treated are one of your best teaching 
tools and advertisements.  

Learning to perform cosmetic sclerotherapy takes time and commitment. Your patients will 
appreciate your efforts. Besides adding to your professional repertoire, cosmetic sclerotherapy 
can be financially lucrative. 

Michelle Barton is a certified pediatric and adult nurse practitioner and certified dermatology 
nurse clinician who is a full-time doctoral student in the NP dermatology residency program at 

�5



ADVANCE for NPs & PAs e-newsletter

the University of South Florida in Tampa. She is the secretary of the National Academy of 
Dermatology Nurse Practitioners (NADNP; http://nadnp.net). 

References 

1. Beebe-Dimmer JL, et al. The epidemiology of chronic venous Insufficiency and varicose 
veins. Ann Epidemiol. 2005;15(3):175-184.  

2. Marston WA. Evaluation of varicose veins: what do the clinical signs and symptoms reveal 
about the underlying disease and need for intervention? Semin Vasc Surg. 2010;23(2):78-84. 

3. Weiss RA, et al. Sclerotherapy: Treatment of Varicose and Telangiectatic Leg Veins. 4th ed. 
London, England: Mosby; 2006. 

4. Weiss RA, et al. Vein Diagnosis & Treatment: A Comprehensive Approach. New York, NY: 
McGraw-Hill; 2001:1-304.  

5. Musson RA. Varicose Veins and Spider Veins: Myths and Realities. Fairlawn, Ohio: Zepp 
Publications; 2001. 

6. Sadick NS. Manual of Sclerotherapy. New York, N.Y.: Lippincott, Williams & Wilkins; 2000. 

7. Weiss RA. Varicose veins: achieving optimal outcomes  

with minimally invasive therapies. Medscape Education Dermatology. http://www.medscape.org/
viewarticle/742860. Accessed Jan. 13, 2012.

�6

http://nadnp.net

