
ulcers. Most patients simply have unsightly veins, heaviness
and aching of the legs, or mild ankle swelling; they need to be
reassured that their condition is medically harmless, and some
will then decide against active treatment.4 Some opt for
support stockings, which are effective in relieving heaviness
and aching.6 Most, however, find conservative management
unacceptable; they want to be rid of their veins.

Careful assessment is imporant for patients who want
treatment. Ordinary clinical examination may be adequate,
but most vascular surgeons now use a Doppler ultrasound
probe to listen to the flow in the veins during manoeuvres such
as calf squeezing, the Trendelenberg test, and removal of
venous tourniquets.7'0 The Doppler probe is particularly
helpful in examining the short saphenous system" and
recurrent varicose veins.7 The aim is to detect incompetence
of values between the deep venous- system and the varicose
veins. Incompetent valves occur most commonly at the
saphenofemoral junction in the groin, but they also occur in
the short saphenous vein behind the knee and in the direct
perforating veins in the calf or thigh. If these are not identified
and dealt with the varicosities will recur.7 1213 Other methods
ofassessing the veins'- such as venography or venous function
tests -are not usually necessary for simple varicose veins but
may be needed when there is a history ofdeep vein thrombosis,
calf perforator incompetence, or surgery.7 12

If there is no upstream incompetence of valves then
injection treatment (compression sclerotherapy) is effective,
especially for varicose veins below the knee, where good
compression bandaging can be applied. " Sclerotherapy clinics
offer good early results to large numbers of outpatients at the
expense of a few weeks of bandaging.'5'8 If the varicosities
recur injections can be repeated. Recurrence is common,
however, because injections are often given to patients with
incompetent valves, and over half of them will suffer
recurrent varicose veins within five years. I
When there are incompetent valves between the deep

and superficial veins surgery provides the best long term
treatment.7 117 These sites of incompetence are dealt with by
dividing the main superficial vein flush with the deep veins
and also dividing any nearby tributaries that might offer a
route for recurrence.'3 The long saphenous vein is usually
stripped from groin to upper calf,9 1920 especially if it is joined
by an incompetent perforating vein in the lower thigh.'22'
Stripping to the ankle is unnecessary22 and often damages the
saphenous nerve, causing some numbness in the foot.'9 All
varicosities should be carefully marked before operation and
may then be removed by avulsing them through tiny incisions.
Sutureless closure avoids stitch marks and provides the best
cosmetic result.20

Bilateral varicose vein operations are time consuming, and
patients who need this procedure contribute substantially to
long waiting lists. A team approach to surgery helps to save
time; these are not operations for a solo surgical trainee.
Unilateral procedures are certainly suitable for day case
surgery, and some surgeons will operate on both legs in'day
patients.2324 A few perform simple saphenofemoral ligation,
which is followed later by outpatient sclerotherapy; but this is
a more complicated approach for the patient.23 Even after
bilateral surgery patients should be mobilised and return to
full normal activity as early as possible. The traditional advice

simply to "walk three miles a day" needs modification to
encourage frequent activity rather than a single long walk.

Clear priorities are essential in managing the many patients
presenting with varicose veins. Those with skin changes,
ulcers, recurrent phlebitis, or a history of bleeding should be
seen without undue delay, fully assessed, and treated. The
many more with cosmetic worries or discomfort cannot
be given priority over more urgent problems, and their
management will depend on local -circumstances. Ideally,
they should be expertly assessed, counselled on the advantages
and disadvantages of treatment, and offered whatever
treatment they wish. In practice the choice is often between
temporary improvement by sclerotherapy or a long wait for
surgery. Such patients should be referred to hospital only
after reassurance that their varicose veins are harmless and if
they are still keen to have active treatment.
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Correction
Non-steroidal anti-inflammatory drugs and peptic ulcers
An author's error occurred in this regular review by Dr C J Hawkey (3 February,
p 283). In figure 6 the dosage of ranitidine should have been given as 150mg twice
daily, not 150 [tg as published.
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