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This UIP document provides an update on venous symptoms in CO and C1 patients. The correlation between venous symptoms and the presence of telangiectases and/
or reticular veins is one of the most controversial topics in
chronic venous disorders. As symptoms may be non-specific
of chronic venous disease, it is important to differentiate venous symptoms from symptoms of other causes. Some data
from the Bonn Vein Study suggest that the risk to develop
venous symptoms is increased in women, advanced age
and obesity. Treatment is based on physical advice, elastic
compression, venoactive drugs, sclerotherapy, correction of
foot static disorders and reduction of body weight. Future
research should be promoted on venous symptoms in epidemiological and follow-up studies, about the relationship
between female hormone levels and symptomatic telangiectasias, and between venous pain and foot static disorders in
C0s C1s patients.
[Int Angiol 2013;32:261-5]
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IN

The correlation between venous symptoms
and the presence of telangiectases and/or reticular veins (C0S, C1S items of the CEAP classification) is one of the most controversial topics in chronic venous disorders. They have been
referred by several studies 1-3 but until today no
definitive conclusions can be made:
—— individuals with reticular veins seem to
have more symptoms compared with healthy
people:1
—— in the Edinburgh vein study, Ruckley found
no evidence that telangiectases were entirely responsible for leg symptoms;2
—— in the San Diego population study,3 swelling and heaviness were related to telangiectatic
disease. The prevalence of symptoms was greater
in women than men. Aching was the most com-
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mon symptom but was relatively nonspecific.
Swelling was the most specific marker for prevalent visible and functional disease.
The current hypothesis on the mechanisms
of venous pain emphasizes an inflammatory
reaction and an interaction on venous nociceptors. Pain is frequently associated with other
unpleasant sensations that do not belong to the
range of symptoms of nociception: heaviness,
feeling of swelling, cramps. That is the reason
for which it is difficult to assess how symptoms
are related to the chronic venous disorders,
both because of the multiple factors involved
and because of the lack of strong relationships
between symptoms and clinical signs of the disease.4
However, a relationship has been found between symptoms and occurrence of edema. Venous symptoms are long-term predictor for edema.5
Furthermore, venous symptoms have a significant effect on the patient’s quality-of-life.6-12

Definition and description
of venous symptoms

According to the CEAP classification:
—— the clinical Class C0 is defined as no clinical signs visible or palpable;
—— C1 as showing telangiectases or reticular
veins only;13-33
—— S is used for symptomatic, A for asymptomatic patients.
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There are telangiectases that can cause local symptoms (pain, burning) especially during
pregnancy.13
C0 and C1 patients may also have pathological venous findings as a cause for the symptoms
which are not clinically detectable. Among those
are:
—— rarely, post-thrombotic changes with valve
insufficiency or venous obstructions in the deep
venous system and venous malformations in the
deep venous system;
—— as well, primary reflux in perforators and
deep veins;
—— insufficiency of saphenous (subfascial)
veins without visible varicose veins.
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In the revision of the CEAP classification
it was stated that symptoms include aching, pain, tightness, skin irritation, heaviness,
muscle cramps, and other complaints attributable to venous dysfunction. Nothing was said
about the specify of these symptoms. Venous
symptoms (S) may also be relevant for higher
C classes.
In the general population of the Bonn Vein
Study venous symptoms were reported very frequently with 56.4%.17, 18 Within the last 4 weeks
before answering the questions 49,1 % of the
male and 62,1 % of the female population reported venous symptoms (Table I). The prevalence increased with age.
A list of symptoms found in the literature
without any clinical signs of venous disease or
with telangiectasias and reticular veins only includes:13
—— heavy legs: feeling of heaviness, tension in
the both legs. Posterior aspect of the calf, popliteal fossea and thigh;
—— pain: common word for phlebalgia, heavy
legs from mild to severe intensity;
—— feeling of swelling: no visible edema (C0s,
C1s);
—— heaviness and feeling of swelling more after sitting/standing and in warm environment,
less during exercise and in cold surrounding;
—— pruritus or itching (no visible cutaneous lesion no C4A);
—— burning and itching sensations: mainly localized pain on clusters of telangiectases;
—— restless legs syndrome at night;
—— night cramps: feeling of localized torn
muscle. Pain persisting for several hours or days.
The two last symptoms seem relatively nonspecific.
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Diagnosis

Ideally a Duplex ultrasound should be performed to eliminate rare causes.
As symptoms may be non-specific of CVD, it
is important to differentiate venous symptoms
from symptoms of other causes (Table II).
A scoring system has been proposed by P.
Carpentier et al. with a combination of four criteria: sensation of heavy or swollen legs associated with itching, restless legs, or phlebalgia
worsened by a hot environment or improved by
a cold environment and not worsened by walking.14

Table II.—Scoring system.

Sensation of heavy or swollen legs
Associated with itching, impatient legs, or phlebalgia
Worsened by hot environment or improved by a cold
environment
Not worsened by walking

1
1
1
1

Table I.—Venous symptoms in the last four weeks (more than one answer was possible).

Heaviness
Tightness
Feeling of swelling
Pain after standing
Pain during walking
Cramps
Itching
Restless legs
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All

Men

Women

N.

%

N.

%

N.

%

559
387
349
611
355
782
292
295

18.2
12.6
11.4
19.9
11.6
25.5
9.5
9.6

150
123
77
195
152
296
139
87

11.1
9.1
5.7
14.4
11.3
21.9
10.3
6.4

409
264
272
416
203
486
153
208

23.8
15.3
15.8
24.2
11.8
28.2
8.9
12.1
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Risk factors

Indirect proof in the literature has been reported: the results of Framingham study suggest that increased physical activity and weight
control may help prevent varicose veins among
adults at high risk.2 Walking prevents dependent
edema formation. This effect, however, cannot
be explained by the lowered venous pressures.22
Reinharez in 1977 23 classified the sport activities into two categories: those, which improve
and those, which work against the peripheral venous circulation.
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Aside from symptoms attributable to a venous
origin those can also appear in other conditions
like: obesity; standing or sitting profession; neurological reasons; vasculitis; eczema of nonvenous origin; orthopedic diseases like Baker´s
cyst; chronic medical diseases like diabetes mellitus.
Pain may be due to different conditions as:15
arterial intermittent claudication and venous
claudication (rarely isolated); neurogenic intermittent claudication; rheumatologic or orthopedic pain; neuropathy.
The same is true for night cramps:15 rest pain
in arterial occlusive disease (stage III); neuropathy; restless legs syndrome in relation with a
defect of neuromediator; deficiency in zinc and
iron.
A subgroup of these symptomatic patients
with no clinical sign of a venous disease (C0s)
have been identified to have functional abnormalities at phlethysmography (about 16%) and
could be considered as hypotonic phlebopathy 16
in relation with a possible reduction of the venous wall tone.
Recent data has suggested that obese people
may develop a position dependent functional venous hypertension even without pathological venous findings in Duplex investigation. In the sitting position the venous pressure in the legs may
rise causing venous symptoms as well as venous
signs including ulcerations in some cases.34-37
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Data from the Bonn Vein Study 17, 18 suggest
that the risk to develop venous symptoms is increased in: women; advanced age; obesity.
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Differential diagnosis

Treatment

Elastic compression

H. Partsch 24 has presented the indications for
compression therapy in venous and lymphatic
disease based on experimental data and scientific evidence.2 RCTs 25, 26 have shown an efficiency
of 10-15 mmHg CS on venous symptoms (Grade
1B). Furthermore, a meta-analysis suggests that
subjects with symptoms of mild venous insufficiency benefit from wearing MCS providing
moderate ankle pressure of 10-20 mmHg, lower
pressure is ineffective and higher pressure is no
more effective than moderate.27
Venoactive drugs

Venoactive drugs 28 are a heterogenic group
of drugs from vegetal or synthetic origin. Numerous RCT have demonstrated an effective
attenuation of venous symptoms. An overview
of the venoactive drugs with a proven capability to reduce venous symptoms was published
by the Siena consensus group.28 The Cyprus
consensus (Nicolaïdes) on diagnosis and treatment of chronic venous diseases listed those
venoactive drugs with an evidence for effectiveness in CVD (Grade A: calcium dobesilate,
MPPF, HR-oxerutins, grade B: escins, ruscus
extracts).

Physical advice

Sclerotherapy

A proper lifestyle and practice of appropriate
level of physical activities and antistasis exercises have been proposed like sports including
swimming, exercises and massage, intermittent
pneumatic compression.19, 20
The evidence of their efficacy is poor or inexistent.

Treatment of the telangiectases and feeder reticular veins could result in the resolution of the
venous symptoms.29 Sclerotherapy of reticular
veins would seem to offer a relief of symptoms
better than thigh high 20-30 mmHg compression
stockings.30 There is no evidence suggesting superior efﬁcacy or increased patient satisfaction
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Correction of foot static disorders

Reduction of body weight

After the reduction of body weight in an obese
population led to a reduction of venous disorders.36
Conclusions

IN

Venous symptoms are a frequent finding in the
general population. This includes C0s and C1s
patients. However these symptoms may also be
caused by other conditions and diseases. The use
of a scoring system taking into account the existence or not of a foot static disorder may be useful. In the clinical stage C0 and C1 relevant venous pathology without visible clinical signs as
in post-thrombotic deep venous valvular damage
may be included. Aside of ambulatory venous
hypertension in patients with venous pathology,
functional venous hypertension as in the obese
population even without venous pathology may
be important. Many questions remain unsolved.
Female gender, higher age, sitting or standing
profession and obesity are risk factors for venous
symptoms in C0 and C1 patients.
Treatment options include compression treatment and venoactive drugs as well as the reduction of risk factors.
Future research should be promoted: in epidemiological studies on venous pain in C0s C1s;
follow-up studies on venous symptoms in C0s,
C1s; studies about the relationship between
female hormone levels and symptomatic telangiectasias; and the relationship between venous pain and foot static disorders in C0s C1s
patients.
264
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Foot static disorders can be considered as
an important risk factor that affects CVD.31, 32
Correction of foot static disorders will improve
symptoms due to the SFD, as well as those related to venous stasis. These results could be explained by improvement of foot pump efficacy
during walking.
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with any one sclerosant (sclerotherapy for lower
limb telangiectasias 2011 The Cochrane Collaboration).
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