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ABSTRACT 

 
The use of foamed sclerosants in phlebology is not new. Neverthless, the worldwide use 

of this treatment was " relaunched " only a few years ago. This first start with refrence to Stuard 
McAusland – 1939,  who proposed the use of "froth" in telangiectasia. The foam he prepared was 
obtained by simply shaking the rubber-capped bottle that was filled with sodium morrhuate, and 
then the froth was aspirated into a syringe. He treated spider veins or telangiectasia, where he 
noticed that the" veins suddenly got pink, sometimes retracted and almost disappeared at once". 

 
 

 

Key words: 

 

Varicose Veins – Sclerotherapy - Foam Sclerotherapy – Foam - 
Polidocanol. 
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INTRODUCTION AND AIM OF WORK 
 
 

       Venous disorders are very common and especially affect the lower limb. Twenty 
per cent of the population suffer with varicose veins and two per cent have skin 
changes which may precede venous ulceration. At any one time two hundred 
thousands people in the UK have active venous ulceration. In England, The provision 
of wound care and bandaging costs the National Health Service six hundred millions 
pound per annum (Scurr et al., 2000). 

 

      The use of foamed sclerosants in phlebology is not new. Neverthless, the 
worldwide use of this treatment was " relaunched " only a few years ago. This first 
start with refrence to Stuard McAusland – 1939,  who proposed the use of "froth" in 
telangiectasia. The foam he prepared was obtained by simply shaking the rubber-
capped bottle that was filled with sodium morrhuate, and then the froth was aspirated 
into a syringe. He treated spider veins or telangiectasia, where he noticed that the" 
veins suddenly got pink, sometimes retracted and almost disappeared at once". 

 

       This work is designed and planned to study Fifty cases of leg varicose veins will 
be classified into two groups. Group(A),Where the traditional liquid sclerotherapy 
technique will be applied on twenty-five cases, Group (B),Where the foam 
sclertherapy technique will be applied on twenty-five cases .Each group will be 
followed up for the results after injection to identify the effect of  each technique on 
the varicosities and to detect any complications for one year. 
 
  
       The aim of this study is to Estimate the value of foam sclerotherapy among other 
modalities of treatment, Identifying  advantage and disadvantage, Trying to 
standardize the  new Tessari Technique, Stand on the precise indications , 
contraindications, Evaluation of the safety and efficacy of the different doses and 
concentration of the foam per injection. 
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ANATOMY OF THE VEINS OF LOWER LIMB 
 

 Developmental  Anatomy Of The Lower 

Limb Veins: 

By the fourth week of the intrauterine fetal life, a swelling of the lateral 

embryonic body wall forms the limb buds. These buds are highly vascularized, the 

arteries being axial and veins are marginal. The anterior marginal veins are pre-axial 

and the posterior marginal veins are post-axial; both empty into the posterior cardinal 

vein (Beesley & Johnston, 1939). 

In adult life, the pre-axial vein of the lower limb becomes the great or long 

saphenous vein, which more proximally gives rise to the proximal femoral vein and 

the external iliac vein. The post-axial vein becomes the lesser or the short saphenous 

vein, which more proximally gives rise to the popliteal vein, the inferior gluteal vein 

and the internal iliac vein (Davies & Davies, 1964). 

 Gross Anatomy Of The Lower Limb Veins: 

The venous system of the   lower limb consists of three main groups (Figure 1): 

1- The superficial group. 

2- The deep group. 

3- The communicating and/or perforating group. 
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figure 1: The venous system of the lower limb ( Weiss, 2002) 

1. The Superficial Veins Of The Lower Limb: 

These superficial veins lie in the fat between the skin and the deep fascia, 

being closer to the latter (Dodd & Cockett, 1956). They carry about 10-15% of the 

venous drainage of the lower limbs. They can be observed in three strata: 

1- The thin-walled subcuticular vessels or venules, which form a 

considerable plexus under the skin. 

2- These venules join to form a network of larger subcutaneous veins, 

which form most of the prominent superficial varices following 

incompetence of the main trunks. 

3- The main trunks of the long and short saphenous veins which lie on the 

deep fascia (Shepnered, 1966).   

In the proximal half of the thigh, where the subcutaneous tissue consists of a 

superficial fatty layer (Camper's fascia) and deep membranous layer (Scarpa's fascia), 

the major venous channels (great saphenous vein) are found deep to the Scarpa's 

fascia (Thomson, 1994).  
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      The superficial venous drainage of the lower limb 

consists of: 

 A- Venous drainage from the toes and foot: 

The dorsal digital veins receive, in the clefts between the toes, communication   

from the plantar digital veins, then they join to form the dorsal metatarsal   veins, 

which unite across the proximal part of the   metatarsal bones in a dorsal venous arch.   

Proximal to the dorsal venous   arch, there is an irregular dorsal venous network on 

the front of the leg.   At the sides of the foot, this network communicates with a 

medial and a lateral marginal veins, both are formed mainly by the union of veins   

from the superficial part of the   sole of the foot (Davies & Davies, 1964). 

B- The long saphenous vein (syn. Great, large, 

internal saphenous vein, saphena magna):  

The long saphenous vein is the longest vein in the body. It is formed   as a 

continuation of the medial marginal vein from the dorsal arch on   the dorsum of the 

foot. Then it runs upwards 1 to 1.5   inches in front of the medial malleolus of the tibia 

lying in the groove between the anterior border of the medial malleolus and the 

tendon of the tibialis anterior muscle. It ascends obliquely upwards and backwards 

over the medial surface of the leg till it reaches the medial condyle of the femur over 

the posteromedial aspect of the knee. Then it climbs slightly forwards crossing the 

anteromedial aspect of the thigh till it pierces the cribriform fascia to reach the 

foramen ovale to join the common femoral vein at the groin (Dodd & Cockett, 1993). 

A reliable surface marking of the saphenofemoral junction is 1.0 to 1.5 inches 

below and laterals to the pubic tubercle. This junction may be below this point in thin 

people (Hobbs, 1994). 

On palpating this vein in relation to the knee, it is to be found just posterior to 

the transverse axis of the joint (Dodd & Cockett, 1956). 

Yet, as a rule for veins, this course is only for anatomical description, and 

variations do exist. Blomquist (1968) showed the following variations: 
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• Low termination of the long saphenous vein, where the proximal 

portion of it, proximal to the last perforator is obliterated and the 

perforator replaces the vein and both superficial epigastric and external 

pudendal veins drain directly into the femoral vein, while the 

superficial circumflex iliac terminates at the long saphenous vein. 

• Accessory   saphenous vein   may accompany the course of the long 

saphenous vein. 

• In one third   of the   population, the   long saphenous vein is double 

barrelled. 

 

 

 

Figure2: Anatomy of the long Saphenous Vein (Jagger , 1994) 
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figure 3: Anatomy of the right saphenofemoral junction: AL; anterolateral tributary, 
FV; femoral vein, IL; inguinal ligament, PM; posteromedial tributary, SCI; 
superficial circumflex iliac vein, SE; inferior superficial epigastric vein, SEP; 
superficial external pudendal vein.( Adhikari et al., 2000) 

Relationship of surgical importance: 

The saphenous nerve in the leg lies close to the long saphenous vein. The 

nerve approaches the vein below the knee after piercing the fibromuscular roof of the 

adductor canal. The nerve becomes close to the vein in the lower two thirds of the leg 

and bifurcates above the ankle over the vein. This nerve may be injured during 

stripping (Dodd & Cockett, 1993). 

Tributaries of the long saphenous vein : 

According to Moosman & Hartwell, (1964), the long saphenous vein has 

many tributaries as follows: 

a) The posterior arch vein   is a large constant vessel which arises from a series of 

small venous arches connecting the medial ankle   perforating veins. These venous 

arcades receive the delicate venules which drain the skin of the ankle and heel. It is 

these small vessels which become dilated in venous incompetence and give rise to 

the hemangiomatous appearance which obliterates the hollow behind the malleolus 
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