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ABSTRACT
Objective: The evidence for post-foam sclerotherapy compression stockings for varicose veins is limited. Thus, we
examined the effects of post-procedural compression stockings on varicose vein patients undergoing foam
sclerotherapy.

Methods: The CONFETTI study was a prospective, single-center, randomized controlled trial. Patients with foam
sclerotherapy-suitable varicose veins were randomly assigned to the compression group (CG) or the no compression
stockings group (NCG) for 7 days. The primary outcome was post-procedural pain measured on a 100-mm visual analog
scale for 10 days. Secondary outcomes included clinical severity, generic and disease-specific quality of life scores, return
to normal activities and/or work, occlusion rates, degree of ecchymosis, CG compliance, and complications. Patients were
reviewed at 2 weeks and 6 months.

Results: A total of 139 patients were consented to and randomly assigned. The intention-to-treat analysis included 15
patients who did not receive the allocated intervention. Both groups had similar baseline characteristics. Of the patients,
63.3% and 55.4% returned for follow-up at 2 weeks and 6 months, respectively. Most of the veins treated were tributaries.
The CG experienced significantly lower pain scores than the NCG, with median scores of 7 mm and 19 mm, respectively
(Mann-Whitney U-test; P =.001). At 2 weeks, no differences were observed in ecchymosis or the time to return to normal
activities or work. Both groups showed improvements in clinical severity and quality of life, and occlusion rates were
comparable. The NCGC experienced one deep venous thrombosis and superficial thrombophlebitis, whereas the CG
experienced two superficial thrombophlebitis.

Conclusions: The CONFETTI study suggests that short-term post-procedural compression stockings are beneficial for
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reducing post-procedure pain. (J Vasc Surg Venous Lymphat Disord 2024;12:101729.)
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Varicose veins (VVs) of the lower extremities are a prev-
alent problem, affecting up to one-third of adults and
significantly lowering their quality of life (QoL). Patients
with VVs may experience pain, achiness, swelling,

heaviness, itching, and even a leg ulcer." Invasive surgery
such as ligation and stripping is no longer the preferred
treatment option for VVs. Instead, endovenous ablation
techniques (EATs) like endovenous laser therapy (EVLT)
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and radiofrequency ablation (RFA) have demonstrated
clinical effectiveness, cost-effectiveness, and fewer com-
plications.? Ultrasound-guided foam sclerotherapy
(UGFS) is a chemical EAT that has been in use for years,
but long-term results show it is less effective than other
EATs.” The National Institute for Health and Care Excel-
lence (NICE) recommends thermal techniques (TTs),
including EVLT and RFA, and foam sclerotherapy, as
the preferred treatment options, respectively.” UGFS
can be implemented in both truncal and tributary veins,
and it is especially useful for tortuous recurrent veins and
anatomical configurations that make endovenous
cannulation or ablation difficult.”

The postoperative management of VVs remains un-
clear. As demonstrated by the Vascular Society of Great
Britain and Ireland (VSGBI) surveys, most surgeons
routinely use bandages postoperatively, with 46%
employing elastic bandages® and the mean duration
for compression being 7 days (range, 2 days to 3 months).”
These surveys highlighted the variability of United
Kingdom practice and urged more research.

Numerous researchers have investigated the practice of
using compression after foam sclerotherapy. Hamel-
Desnos et al® found no difference in efficacy, side effects,
satisfaction scores, symptoms, or QoL between the treat-
ment groups (31 received Class Il stockings and 26 did
not). According to Campos Gomes et al,” applying elastic
compression for 3 weeks did not diminish the rate of
post-intervention reflux in either group (those receiving
vs those not receiving elastic compression), but it did
decrease the saphenous vein diameter. Other studies
could not determine which compression regimens are
superior.'°"

A systematic review demonstrated insufficient evi-
dence to support the use of post-procedural compres-
sion stockings and was unable to determine the most
effective compression or duration required.”” Tan et al
similarly found that compression following sclerotherapy
potentially has benefits in the short-term; although,
again, there was insufficient evidence regarding the
duration, compression strength, and type of
compression.”®

The American Venous Forum (AVF), Society for Vascular
Surgery (SVS), American College of Phlebology (ACP), So-
ciety for Vascular Medicine (SVM), and International
Union of Phlebology (UIP) clinical practice guidelines all
recommend compression therapy immediately after
sclerotherapy treatment of superficial veins to improve
outcomes (Grade: 2; Level of Evidence: C)'* The SVS
and AVF also suggested using post-procedural compres-
sion for 1 week to prevent hematoma formation, pain,
and swelling.”® The NICE guidelines (2013) recommended
using post-procedural compression for no more than 7
days after VV intervention,” although NICE also proposed
more research on clinical efficacy, cost effectiveness, and
optimal compression duration.”
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ARTICLE HIGHLIGHTS

- Type of Research: A single-center, prospective, ran-
domized controlled trial

- Key Findings: A total of 139 patients were randomly
assigned to either a compression group or a no
compression group, with 69 and 70 patients, respec-
tively. Results showed that the compression group
experienced significantly lower pain scores than the
no compression group, with median scores of
7 mm and 19 mm, respectively (Mann-Whitney U-
test; P = .001).

- Take Home Message: Short-term post-procedural
compression stockings are beneficial for reducing
post-procedure pain, but their long-term benefits
remain unclear.

Therefore, the COmpressioN Following Endovenous
TreatmenT of Incompetent Varicose Veins by Sclerother-
apy (CONFETTI) study was devised to investigate the ef-
fects of post-procedural compression stockings
following endovenous ablation using foam
sclerotherapy.

METHODS

Study design and population. The CONFETTI study was
a prospective, single-center, randomized controlled trial
(RCT) that was conducted at the Local Anesthetic Vari-
cose Veins Unit located at Charing Cross Hospital, United
Kingdom (Imperial College Healthcare NHS Trust). The
eligibility criteria for participation included adult patients
with Vs who were suitable and had consented for UGFS
treatment, whereas the exclusion criteria are outlined in
the Supplementary Table (online only). A flow diagram
illustrating the study design and participant enrollment
process is provided in the Supplementary Fig (online
only).

Randomization. Patients were required to provide
signhed informed consent for the research study prior to
undergoing the UGFS procedure. Subsequently, they
were randomly assigned to one of two groups: a
compression group (CG) or a no compression group
(NCQ). Patients were assigned using an online randomi-
zation program called Sealed Envelope Ltd.'® Although
participant blinding was not feasible in this study, the
clinicians performing the procedure and the assessors
conducting follow-up assessments and duplex ultra-
sound (DUS) were blinded to the treatment allocation.

Procedures. Before undergoing the procedure, all pa-
tients in the study underwent an assessment of their clin-
ical severity scores and were required to complete
validated questionnaires to assess their QoL. The UGFS
procedure was conducted by experienced vascular sur-
geons using the sclerosant sodium tetradecyl sulphate
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(STS). The clinicians involved had discretion over the
volume and concentration of the injected foam and
were blinded to the treatment group allocation.

The procedure involved identifying the target vein us-
ing DUS and instilling sclerosant foam prepared using a
41 mixture of STS (STD Pharmaceutical Products) and
air, following the Tessari method.'” No concomitant inter-
vention was performed during the procedure.

Following the injection of sclerosant foam, the deep
venous system and veins treated were assessed using
DUS. All patients were provided with thigh-length elastic
bandages (Bastos Viegas) to wear for 24 hours after the
procedure. Patients who were randomly assigned to
the CG were additionally provided with thigh-length
class Il compression stockings (18-24 mmHg) (Credalast,
Credenhill Limited). The size of the compression stock-
ings was estimated by measuring the leg circumference
at four points (upper and lower leg, ankle, and knee) by a
vascular specialist nurse.

Patients in the CGC were instructed to wear the
compression stockings for 24 hours a day, 7 days a
week, except when showering, and to record their
compliance in a diary provided. No compression stock-
ings were provided to patients in the NCG. Prior to
discharge, all patients were given a diary to record their
postoperative pain for 10 days using a 100-mm visual
analog scale (VAS), and to report their compliance with
wearing compression stockings and the resumption of
normal activities/work. Patients were encouraged to
mobilize and resume normal activities as soon as
possible. No routine post-procedural analgesia was pre-
scribed. The number of cannulations, level of cannula-
tion, veins treated, and volume of sclerosant foam used
were documented.

Follow-up. Two weeks after the procedure, patients un-
derwent clinical assessment to identify any potential
complications, severity scores, or ecchymosis. Patients
also completed QolL questionnaires, and their diaries
were collected. Patients in the CG were asked about their
compliance with wearing compression stockings. At 6
months, clinical severity scores were reassessed, and pa-
tients completed QoL questionnaires again. The occlusion
rate was determined using DUS at the 6-month follow-up.

Outcomes. The aim of this study was to examine the
impact of post-procedural compression stockings on pa-
tients who underwent endovenous ablation using UGFS.
The primary outcome measure was the level of post-
procedural pain, which was evaluated using a 100-mm
VAS daily for a period of 10 days. Secondary outcome
measures included changes in clinical severity scores, QoL
scores, time taken to return to normal activities and/or
work, occlusion rates at 6 months, degree of ecchymosis,'®
compliance with wearing compression stockings in the
CG, and any complications that may arise.

Belramman et al 3

Using the venous clinical severity score (VCSS), the
venous disability score (VDS), and'® the clinical severity
of venous disease was evaluated. Additionally, the Clin-
ical, Etiologic, Anatomic, and Pathophysiologic (CEAP)
classification was documented. QoL was measured using
both generic and disease-specific questionnaires,
including the Aberdeen varicose vein questionnaire
(AVVQ) and the chronic venous insufficiency quality of
life questionnaire (CIVIQ-14)2°?? the EuroQol 5 Domain
3 Level (EQ-5D-3 L) and EuroQol VAS.#*#*

Power calculations. The design of this RCT resembles
that of the COMETA trial,*®> which was conducted
within our unit. The initial power calculation was based
on estimated number from similar investigations®2°2”7
focused on compression therapy following foam
sclerotherapy. This calculation was based on the
enrolment of 350 patients, with the objective of
detecting a 10-mm difference on the VAS with a
standard deviation of 20 mm. The parameters used
included 90% power, 5% significance, and an esti-
mated dropout rate of 50%.

However, due to recruitment rates falling below antici-
pated levels, a revision of the power calculation was
necessary. Consequently, the study proceeded with a
reduced sample size of 128 patients, ensuring 80% po-
wer and 5% significance (64 participants per group),
following ethical committee amendment approval.

Statistical analysis. All collected data was entered into
a database, and subsequent analyses were performed on
an intention-to-treat basis using SPSS Statistics version
27.0.1 (IBM Corp) and Stata Statistical Software version
17.0 (StataCorp). The normality of continuous data dis-
tribution was assessed using visual inspection, the
Kolmogorov-Smirnov, and the Shapiro-Wilk tests.
Appropriate statistical tests, such as the Student t-test or
Mann-Whitney U test, were then employed based on the
data’s distribution. Paired data was analyzed using
related samples of Friedman's two-way analysis of vari-
ance or one-way repeated measures analysis of variance.
Categorical data were analyzed using the Pearson y? test
or the Fisher exact test. The statistical significance level
was set at P < .05.

Ethics and registration. The North East - Newcastle and
North Tyneside 1 Research Ethics Committee (Reference:
15/NE/0314) approved the study, which was conducted in
accordance with the Helsinki Declaration. The study was
sponsored by Imperial College London (Reference num-
ber: 1I5HH2894, IRAS project ID: 187,992), which registered
at ClinicalTrials.gov (NCT02655406) and the ISRCTN reg-
istry (ISRCTN17719156).

Funding. The study was supported by a research
fellowship funded by the Union Internationale de Phle-
bologies/Chemische Fabrik Kreussler & Co GmbH.
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Table I. Patients’ baseline characteristics

Sex

Height, meters 1.67 (=0.92) 1.67 (+0.95) 1.68 (+0.90) .949°

BMI, kg/m? 271 (%7.2) 285 (£7.5) 26.9 (£6.8) .855°

Smoker 23 (18.1) 9 (14.5) 14 (21.5) 304°

Previous treatment of VVs 82 (59) 43 (61.4) 39 (56.5) 549°

c2 56 (42.7) 28 (43.1) 28 (42.4) .868°

C4 32 (24.4) 14 (21.5) 18 (27.3)

Clinical severity scoring

VDS 1(1-2) 1(-2) 1(1-2) 4147

EQ-VAS 80 (70-90) 80 (70-92) 80 (70-90) 388

Disease-specific QoL

CIVIQ-14 25 (12.5-44.6) 23.2 (10.7-40.6) 285 (14.2-53.5) 220°

RESULTS

Recruitment for the study was conducted from January
15, 2016, to January 31, 2019, during which 139 patients
consented and were randomly allocated into two
groups: NCG (n = 70) and CGC (n = 69). The mean age
of the patients was 57.7 *+ 14 years, with 53% of them be-
ing women. Of the 139 patients, 15 did not receive their
allocated intervention due to reasons such as a prefer-
ence for compression hosiery or current treatment
(a short stretch bandage), cancellation of the procedure,
or withdrawal from the study. These patients were
included in the analysis on an intention-to-treat basis.

Both groups had comparable baseline characteristics
(Table ). The median clinical scores using the VCSS in
the CG were 4 (interquartile range [IQR], 3-5), whereas
in the NCG, it was 4 (IQR, 3-6) (P = .951). Baseline generic
and disease specific QoL did not show any statistically
significant differences (Table Il). Follow-up assessments
were conducted at 2 weeks and 6 months, with 63.3%

and 55.4% of the patients returning, respectively (see

the Consolidated Standards
(CONSORT) diagram in Fig 1).
Table |l provides a summary of the treated veins,
revealing that the NCG received a significantly higher me-
dian volume of sclerosant foam compared to the CG (10;
IQR, 5-10 vs 5; IQR, 5-10; P = .022, Mann-Whitney test).
Both groups had a similar proportion of patients who
had undergone previous VV treatment, with tributaries
being the most frequently treated vein type (varicosities).

of Reporting Trials

Primary outcome (pain score)

During the first 10 days, the VAS pain scores were low in
both groups. However, the CG patients experienced
significantly lower pain scores compared with the NCG
patients, as evidenced by a median of 7 mm (IQR, 1-9
mm) in the CG vs 19 mm (IQR, 15-28 mm) in the NCG
(Mann-Whitney U test; P = .001). These results are visually
represented in Fig 2.
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Table Il. Characteristics of the veins treated

Right 61 (45.5) 33 (50.8) 28 (40.6)

Tributaries 98 (70.5) 46 (65.7) 52 (75.3) .864°

SSV 5 (3.59) 3 (4.3) 2 (2.89)

Cannulation level®

Below knee 60 (54.5)

25 (48) 35 (60)

Volume of foam used, mL 8 (5-10)

10 (5-10) 5 (5-10) 022°

Secondary outcomes

Table Il summarizes the secondary outcomes.

Clinical disease severity—VCSS and VDS. During the
follow-up period of 2 weeks to 6 months, both VCSS
and VDS exhibited a statistically significant improvement
in both groups (VCSS, ¥%(2) = 7.635; P=.022; (VDS, x*(2) =
49.214; P = .000, Friedman). However, there was no sta-
tistically significant difference observed in either the
VCSS or VDS scores between the two groups.

Quality of life. Regarding the generic QoL using EQ-5D
and EQ-VAS, both groups demonstrated significant im-
provements in their scores from baseline to 6 months.
The Friedman test results showed no significant differ-
ences between the groups at 2 weeks for either EQ-VAS
(x%(2) = 4.899a; P = .086) or EQ-5D (x%(2) = 2.150; P = 341).
However, at 6 months, the NCG had better EQ-5d and
EQ-VAS scores than the CG.

Regarding the disease-specific QolL, the AVVQ score
improved significantly in both groups after 2 weeks,
and these improvements were maintained for up to 6
months (y2(2) = 8.393; P = .015, Friedman). Post hoc anal-
ysis revealed that the AVVQ scores decreased signifi-
cantly from baseline (median, 179) to 6 months
(median, 15.8) (P = .035), but not at 2 weeks (median,
17.6) (P = 1.000). Similarly, the CIVIQ-14 scores decreased
in both groups from baseline, but there was no signifi-
cant difference between the two groups (x2(2) = 4939,
P = .085, Friedman test).

Wearing compression stockings. Among the patients
in the CG, 45% reported adhering to wearing compres-
sion stockings for a median duration of 8 days, with an
IQR of 5 to 10 days. Interestingly, there was no significant

difference found between patients who were compliant
with the compression stockings and those who were not.

Ecchymosis. At the 2-week follow-up, the extent of
ecchymosis was evaluated using a 5-point grading scale
ranging from 0% to 100%. The grading categories were
divided into two groups: those covering 25% or less and
those covering more than 25%. Analysis revealed that
94.4% of patients in both groups had ecchymosis that
covered 25% or less of the treatment area. Although the
data indicated that patients in the CG had less ecchy-
mosis compared with the NCG, this difference was not
statistically significant (90.6% vs 97.4%; 13 in the CGC and
22 in the NCG: % P = .266).

Return to normal activities and work. Overall, the me-
dian time for patients to return to normal activities or
work was 2 days. Specifically, patients in the NCG
returned to normal activities after a median duration
of 2 days (IQR, 1-3 days), whereas those in the CG
returned to normal activities after a median duration
of 1 day (IQR, 0-3 days). However, the difference was
not statistically significant (P = .479). Similarly, the me-
dian duration for patients to return to work was 2 days
for both the NCG (IQR, 1-4 days) and the CG (IQR,
1-6 days), and this difference was also not statistically
significant (P = .331).

Occlusion rates. A 6-month DUS was performed on 56
patients, which accounted for 40.2% of the total sample.
Analysis of the results indicated that the rates of com-
plete vein occlusion were comparable between the two
groups. Specifically, 13 patients (40.6%) in the NCG and 19
patients (59.4%) in the CG achieved complete vein
occlusion (xz; P = 249, with Yates’ correction of P = 375).
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[ Enrollment ]

Assessed for eligibility (n=284)

Excluded (n= 145)
+ Not meeting inclusion criteria

—> (n= 145)

Randomized (n= 139)

!

A 4

—

Allocation ] y

Allocated to No Compression Group (NCG)

(n=70)

+ Received allocated intervention (n=61)

+ Did not receive allocated intervention (n=9)
o Procedure cancelled (n = 5)

o Withdraw from study (n = 1)
o prefer compression (n = 2)

o Preference for compression hosiery/
current treatment (n= 1)

Allocated to Compression Group intervention (CG)
(n=69)
+ Received allocated intervention (n= 63)
+ Did not receive allocated intervention (n=6)
o  Procedure cancelled (n = 3)

o  Withdraw from study (n = 2)

o Preference for no compression
hosiery/ current (n= 1)

| l

v [ Follow-Up
\S
Completed follow-up at 2 weeks n= 47 Completed follow-up at 2 weeks (n=41)
Lost to follow-up n= 23 Lost to follow-up (n=28)
Completed follow-up at 6 months n= 37 Completed follow-up at 6 months (n=40)
Lost to follow-up n= 33 Lost to follow-up (n= 30)
[ Analysis ]
Analysed (n=70) Analysed (n=69)
+ Excluded from analysis (n= 0) + Excluded from analysis (n=0)

Fig 1. Study Consolidated Standards of Reporting Trials (CONSORT) diagram. CG, Compression group; NCG, no

compression group.

Complications. The study revealed that the NCG
encountered a single case of deep vein thrombosis
(DVT) and one case of superficial thrombophlebitis
(SVT), whereas the CG had two cases of SVT. One patient
in the NCG developed DVT 2 weeks after undergoing
treatment for medial thigh and calf varicosities and
was prescribed direct oral anticoagulants (DOACs) after
a calf DVT was confirmed. Another patient in the NCG
who received sclerotherapy injections for left distal calf
varicosity developed SVT 6 months after treatment. In
contrast, the CG had a 67-year-old man with a history
of recurrent SVT who experienced another episode of
SVT and was prescribed rivaroxaban for 10 days. The
remaining case of SVT occurred in a 72-year-old woman.
Additionally, minor complications such as phlebitic re-
actions, skin pigmentation, and an erythematous, hard

area at the injection site were reported, which are known
to occur with foam sclerotherapy.

DISCUSSION

The CONFETTI study, which is one of the largest RCTs
investigating the impact of post-procedural compression
following UGFS, has revealed that wearing compression
stockings provides a significant benefit in terms of pain
reduction in the short-term compared with the NCGC.
However, uncertainties still exist regarding any potential
advantages in terms of Qol, time to return to normal
activities or work, occlusion rates, and complications.

The analysis reveals a significant reduction in post-
procedure pain scores among patients in the CG. This
finding contrasts with the results of the Hamel-Desnos
study,® which did not detect any significant difference
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Fig 2. The median postoperative pain score in the first 10 days postoperatively in the no compression group (NCG)
and compression group (CG) measured with the visual analogue scale (VAS).

in pain scores between the two groups. However, the
Hamel-Desnos study had a small sample size, no formal
hypothesis testing, and 40% of patients wore compres-
sion stockings. The findings are consistent with a recent
systematic review that suggests the use of post-
procedural compression reduces pain scores. Neverthe-
less, the review included patients treated with different
methods such as open surgery, TTs, and foam sclerother-
apy.”® It is essential to emphasize that, even though the
statistical analysis has detected a significant difference
in pain scores between the groups, the clinical signifi-
cance of this difference may be limited with the use of
compression stocking.

The study shows that both groups exhibited improve-
ment in their clinical severity scores, and the degree of
improvement was comparable to that reported in other
studies.?® Consistent with previous research,?® the results
indicate that QoL scores after foam sclerotherapy
improved similarly between patients who wore compres-
sion stockings and those who did not. However, the
generic QoL was significantly better in the NCG at 6
months. This finding may be attributed to the larger
amount of sclerosant foam injected into the NCG, which
may have contributed to a greater degree of improve-
ment. Nonetheless, the study was not powered to detect
this difference, and thus, the results may not be reliable.

The results also demonstrate that CG patients wore
compression stockings for a median duration of 8 days,
with a compliance rate of 45%. This does bring into ques-
tion the benefit of stockings; however, the study was con-
ducted on an intention-to-treat basis. The percentage of
ecchymosis did not differ significantly between the two
groups, and there was no difference between groups in
the time taken to return to normal activities or work. At
the 6-month follow-up, complete occlusion rates for

both groups were comparable, although the study
design was not powered to detect this. The incidence
of complications was low in both groups, with one case
each of DVT and SVT reported in the NCG, and two cases
of SVT reported in the CG.

The extensive QoL data generated by this study is being
used for the purpose of conducting a cost-effectiveness
analysis.

Strengths and limitations. Although the CONFETTI
study was a well-designed prospective RCT with clearly
defined outcome measures, several limitations must be
acknowledged. Firstly, recruitment rates were lower than
anticipated, with patients’ preference for TTs and the
COVID-19 pandemic cited as contributing factors. As a
result, the study was conducted with a smaller sample size
after a revised power calculation was performed. Secondly,
the high dropout rate after the 2-week follow-up period
has reduced the study’s statistical power. Additionally, the
impossibility of blinding the patients to the intervention
was a limitation, but treatment allocation-blind follow-up
assessments helped address this concern. Patient compli-
ance with compression stockings was also suboptimal,
with less than 50% adherence observed. Analgesia con-
sumption was not reported, despite patients being advised
to use over-the-counter analgesics if necessary. The ma-
jority of treated veins were tributaries, potentially limiting
the study’s generalizability. Finally, the study did not assess
the long-term effects of foam sclerotherapy, and future
research is required to determine recurrence rates and the
need for repeat procedures following the initial use of
compression.

CONCLUSIONS
The CONFETTI study findings provide evidence that the
use of compression stockings following foam
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Table Ill. Summaries of secondary outcomes

VCSS

2 weeks (n = 88)° 3 (2-5) 3 (2-4) 4 (2-6) 1oz

||
9}
7}

2 weeks (n = 87)° 1(0-1) 1(0-1) 1(0-1) 330°

Generic QoL

Baseline (n = 123)° 80 (70-90) 80 (70-92) 80 (70-90) 388"

6 months (n = 77)° 80 (63-90) 85 (70-95) 79.5 (60-90) .036°

Baseline (n = 133)° .73 (.66-.76) .76 (.65-.76) 71 (.67-.76) 468°

6 months (n = 75)° .76 (.65-.96) .76 (.69-1) .69 (.65-76) 013°

AVWQ

2 weeks (n = 86)° 17.6 (10-25.4) 13.5 (8.1-24) 19.5 (13.1-26.4) 103°

CIVIQ-14

2 weeks (n = 86)° 17.5 (8.9-39.2) 16 (8.9-33.9) 19.6 (12.5-44.6) 374°

Compliance with wearing compression 8 (5-10)

Return to work 2 (1-5) 2 (1-4) 2 (1-6) 331°

56 (40.2%)

Partially occluded 24 13 (54.2) 11 (45.8)

<25% 67 (94.4) 22 (97.4) 13 (90.6) 266°

sclerotherapy reduces post-procedure pain in the short- tributaries must all be considered when interpreting
term, but no significant differences were observed in the results.
the secondary outcomes. However, recruitment diffi- The study provides support for the use of compression

culties, compliance issues with compression stockings, stockings for short-term pain relief. Consequently, the
and the fact that most of the veins treated were current NICE guidelines for wearing compression
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stockings for at least 7 days post-treatment appear to be
a reasonable recommendation. Future research should
focus on the cost-effectiveness of post-procedural
compression following UGFS as well as its long-term effi-
cacy in terms of recurrence rates and the need for repeat
procedures.
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Supplementary Table (online only). Exclusion criteria

March 2024

Current DVT

Varicose veins in both legs

Arterial disease (ankle-brachial pressure index less than 0.8)
Known allergy to sclerosant

Presence of C6 disease/active ulceration

Unable to wear compression stockings

Unwilling to participate

Inability to complete questionnaires or inability to attend follow-up appointments

DVT, Deep vein thrombosis.

‘ Symptomatic patients with varicose veins that could be treated with foam ‘

sclerotherapy

‘ Consenting patients complete VCSS, AVVQ, CIVIQ and EQ-5D

)

Randomisation

No Compression (NCG)
24 hours of compression bandages
followed by no compression stockings

Compression (CG)
24 hours of compression bandages
followed by 1 week of compression
stockings

Patients undergo endovenous ablation with foam sclerotherapy

}

activities/work, complications and compliance)

Patients discharged home with diary to fill (recording pain scores, time to return to normal

l

2 weeks: diary retumed and follow-up in clinic with VCSS, AVVQ, CIVIQ and EQ-5D

l

Duplex

6 months: follow-up in clinic with VCSS, AVVO, CIVIQ and EQ-5D as well as venous

A 4

Analysis

Supplementary Fig (online only). Study flow diagram. AVWQ, Aberdeen Varicose Vein Questionnaire; CIVIQ-14,
Chronic Venous Insufficiency Quality of Life Questionnaire; CG, compression group; EQ-5D, EuroQoL 5 Domain 3

Level; NCG, no compression group; VCSS, Venous Clinical Severity Score.
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