That fine web of red and blue veins near your ankle that looks worse after a hot shower, or the small cluster at the outer
thigh that peeks out from running shorts, rarely improves with creams or massage. Patients often arrive asking a simple
question: can a few injections erase these veins, and will they stay gone? Sclerotherapy is the workhorse treatment for
spider veins and many small varicose veins, but it is not a one size fits all fix. The best results come from matching the
technique and the sclerosant to the right vein, on the right patient, at the right time. This guide walks through how a vein
specialist thinks about that decision.

What sclerotherapy actually does

Sclerotherapy uses a medication injected into an unwanted vein that irritates the vessel lining. That irritation causes the
vein walls to stick together so the vein collapses and seals off. Over weeks to months the body breaks down the treated
vein and reroutes blood to healthier pathways. The injections are tiny, the needles are small, and most sessions take 15 to
40 minutes.

There are two broad approaches. Liquid sclerotherapy is the standard for small surface veins. Foam sclerotherapy mixes
the medication with gas to create a microfoam that displaces blood inside the vein, allowing better contact with larger or
deeper veins. A vein doctor may use ultrasound guidance for foam when treating reticular veins feeding a spider cluster, a
perforator vein, or a small varicose segment you cannot see well at the skin.

Medications vary. Polidocanol and sodium tetradecyl sulfate are the most common in the United States. Hypertonic
saline still appears in some practices, but it stings more and is less forgiving. A sclerotherapy doctor chooses the agent
and concentration based on vein diameter, location, skin type, and your medical history. This is where experience shows.
A tiny ankle vein on thin skin needs a lighter hand than a green feeder vein across the lateral thigh.

When injections are the right first step

Sclerotherapy shines when the problem is cosmetic spider veins or small varicose veins without significant underlying
reflux. If the target is a patchwork of red telangiectasias around the knee or a spray of ankle spiders from pregnancy,
injections are usually quicker, safer, and more effective than surface lasers. I often recommend sclerotherapy first for
runners with small, symptomatic green reticular veins that ache after long sessions, and for patients with clusters that
worsened on hormonal contraception.

A vein care specialist looks beyond the obvious. If a visible cluster has a single feeding reticular vein, treating that feeder
first reduces new sprouts. Ultrasound-guided foam is helpful here. Patients often ask how many sessions it takes. For
isolated spiders, one to three sessions spaced 4 to 8 weeks apart is typical. Clearance per session can range widely, often
50 to 80 percent, and improves with precise targeting.

When injections are not enough

Sclerotherapy alone will not fix a faulty main vein that is feeding multiple branches. If the great saphenous vein has
reflux from the groin to the calf, spider vein injections might fade spots, but new veins will appear unless we address that
trunk. That is why an experienced vein specialist screens for venous reflux with a handheld exam and, when indicated, a
duplex ultrasound.

When reflux is present in a saphenous vein, endovenous ablation with thermal energy or medical glue becomes the
foundation. A vein ablation specialist or vascular surgeon can close the diseased trunk through a small puncture under
local anesthesia. After that, sclerotherapy polishes the residual branches. Skipping the trunk step is one of the common
reasons patients land in a clinic after years of touchup injections that never last.

There are also times when sclerotherapy is the wrong tool. Large bulging ropey veins that you can pinch and roll under
the skin often do better with microphlebectomy, a minimally invasive removal through pinhole incisions. In areas with
fragile skin, especially around the ankle, a vascular and vein specialist will weigh ulcer risk and may stage treatment.

The consult: how a qualified vein doctor evaluates you

A thorough consultation does not start with a needle. A vein treatment specialist will ask about leg heaviness, swelling at
day’s end, itching, burning, night cramps, restless legs, pregnancy history, hormone use, prior clots, autoimmune
conditions, and migraines with aura. They will examine you standing, check for ankle flare, reticular feeders, swelling
patterns, and skin changes like hyperpigmentation or eczema.



Duplex ultrasound is the key diagnostic tool when symptoms suggest deeper issues or when you have sizeable reticular
or varicose veins. A vein ultrasound specialist maps flow direction and valve function, standing when possible, because
reflux can hide if you are lying down. Many cosmetic cases with tiny surface veins do not need ultrasound, but overuse
or underuse both create problems. The right call depends on your symptoms and vein pattern.

If you google vein doctor near me, look for a board certified vein specialist trained in vascular medicine, vascular
surgery, or interventional radiology, with focused experience in phlebology. Credentials matter less than outcomes and
judgement, but they correlate. In reliable hands, you will get a tailored plan that may include lifestyle tweaks,
compression stockings, and a timeline.

What treatment day feels like

You arrive with loose shorts or running tights that can be rolled above the knee. We clean the skin with alcohol and
position you to keep target veins full so the medication contacts the wall. The injections are brief pinches. Most patients
describe discomfort as a 2 to 4 out of 10 for liquid and a 3 to 5 out of 10 for foam, somewhat higher if hypertonic saline
is used. I often cool the area before injecting and press afterward to reduce bruising.

The sclerosant is visible in many veins as a blanching line or a dulling of blue color. For spider clusters, I treat feeders
first, then the delicate spokes. For deeper feeders, I turn on ultrasound. The number of injections per session varies, but a
focused session typically covers a region like the lateral thigh or the calf. Over-treating in one visit raises the risk of
matting or pigmentation, so restraint helps.

After injections, we apply gauze and tape or small pads, then compression stockings. You walk immediately. Elevation is
not necessary. Most people return to desk work the same day. Exercise is fine the next day as long as impact is moderate
for a week. Hot tubs and saunas wait one to two weeks because heat dilates vessels and can worsen inflammation.

What to expect during recovery and results

Treated veins often look worse before they look better. In the first 48 hours you Clifton NJ vein specialist may feel mild
itching or tightness, and the line of a treated vein can look like a faint bruise. Brownish staining can appear along the
path of a larger vein as trapped blood breaks down. This hyperpigmentation fades in many patients over several months,
but in some it lingers a year or longer. Your vein care doctor can drain trapped coagulum with a tiny needle at follow up
to lessen staining and tenderness.

Visible improvement usually starts by week two and continues for two to three months. For tiny telangiectasias, a single
round may be enough. Larger networks often need two or three. Results last because the injected vein is closed
permanently. That said, veins form under hormonal changes, genetics, and pressure gradients over time, so new clusters
can emerge. Think of sclerotherapy as eliminating current problems and lowering the pressure that feeds future ones, not
as a lifetime guarantee.

Risks, numbers that matter, and how we reduce them

No procedure is risk free, but with a trained phlebology specialist the complication profile is favorable. The most
common issues are bruising, raised tender cords in the treated vein, and temporary hyperpigmentation. Reported rates for
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staining vary widely, from roughly 10 to 30 percent, influenced by skin tone, vein size, and technique. Telangiectatic
matting, a blush of fine new veins near the treatment site, occurs in a smaller subset, often single digits to mid teens
percent, and can be mitigated by addressing feeders and avoiding overly concentrated sclerosant at the skin.

Superficial ulcers are rare and typically result from medication outside the vein, more likely in fragile ankle skin or when
a high concentration is used near the surface. An experienced vein doctor uses gentle pressure, small volumes, and
careful needle control to avoid extravasation. Allergic reactions to modern agents are uncommon. Visual disturbance and
brief migraine-like symptoms can occur, especially in patients with migraine history, more often reported with foam.
These events are typically short lived. Deep vein thrombosis after sclerotherapy is very uncommon, often cited as well
under 1 percent, and risk rises with immobility, recent long travel, active cancer, or clotting disorders.

Prevention rests on good technique and planning. We screen for DVT history, ask about recent flights, use compression
afterward, keep you moving, and choose the lowest effective concentration. Ultrasound guidance helps keep medication
intraluminal for deeper targets. For darker skin, we lower concentrations and consider spacing treatments to limit
inflammation and pigment risk.

Who is and is not a good candidate

I tell patients that candidacy is not only about vein appearance. It is about inputs you cannot see, like reflux patterns and
how your skin and vessels react to irritation. To simplify an in-office decision, I use a mental checklist.

e Suitable areas include spider veins and small reticular veins that feed them, especially when duplex ultrasound
shows no significant saphenous reflux.

¢ You can walk for 20 to 30 minutes after treatment and wear compression stockings as directed for one to two
weeks.

e You have no history of severe allergy to sclerosants, and no active skin infection at the injection sites.

e Pregnancy and early postpartum are deferred periods. We usually wait until after breastfeeding to treat.

e There is no recent deep vein thrombosis, severe peripheral arterial disease, or uncontrolled autoimmune vasculitis.

When a patient falls in a gray zone, like someone on anticoagulation for atrial fibrillation or a person with a remote clot,
a vascular specialist individualizes the plan. We might still treat, but with ultrasound guidance, conservative volumes,
and close follow up.

Foam or liquid, and why technique matters

Liquid sclerotherapy spreads quickly in tiny spiders, which is useful for thin networks but can dilute the medication in
larger veins. Foam displaces blood and offers prolonged wall contact, so it works better for veins in the 3 to 6 millimeter
range and deeper feeders. Commercially prepared microfoam is consistent and visible on ultrasound, which helps target
precision. Hand-mixed foam can be effective in skilled hands, but bubble size and stability vary.

A vein expert chooses not only the agent but also the injection strategy. Low, slow injections reduce the risk of
medication outside the vein. Treating proximal feeders first lowers pressure on the distal bed. Ultrasound mapping
identifies perforators that, if missed, keep feeding a superficial flare. These steps turn a series of pokes into a plan.

Special situations that demand judgment

Dark or olive skin tones carry a higher risk of visible postinflammatory pigmentation. It does not mean you cannot have
sclerotherapy, but we adjust. Lower concentrations, smaller treatment zones per session, and vigilance for trapped blood
all help. If you are prone to keloids, that tendency does not usually translate to the tiny injection punctures, but we still
note it.

Patients on blood thinners do not automatically lose eligibility. Polidocanol is not a procoagulant. You may bruise more
and pigment risk may rise. If the indication is cosmetic only, some patients prefer to defer until they can safely pause
medication with their cardiologist. Those with poorly controlled diabetes, active ulcers, or significant edema may need to
stabilize the limb first with compression and underlying reflux treatment.

Migraine with aura deserves a mention. Visual aura after foam has been described. If you have a significant history, we
talk through the small risk, sometimes use liquid for surface work, and ensure good hydration and postprocedure
monitoring. If a long flight is scheduled within a week, I postpone injections or alter the plan, because sitting for hours
after venous procedures nudges clot risk upward.



Cosmetic versus medical, and how coverage differs

Insurance generally does not cover sclerotherapy for cosmetic spider veins. When venous insufficiency is documented by
ultrasound and you have qualifying symptoms like aching, heaviness, swelling, dermatitis, or ulcers, carriers may cover
ablation of refluxing trunks and sometimes sessions for symptomatic tributaries. Policies vary by region and insurer. If
you expect coverage, a vein center doctor should provide a clear plan and precertification process. Many clinics offer
transparent pricing for cosmetic sessions and can estimate the number of visits likely for your pattern.

Compression, lifestyle, and how you help the result

Compression after sclerotherapy is not busywork. Stockings in the 20 to 30 mm Hg range for one to two weeks reduce
aching, matting, and pigmentation, especially for larger veins. Walking daily for 30 minutes keeps calf muscles pumping.
Avoid prolonged hot baths early on. If you stand all day at work, take small breaks to flex and walk. None of these steps
replace treatment for true reflux, but they make a noticeable difference in comfort and appearance.

Sun exposure over healing veins increases pigmentation risk. Use clothing coverage or sunscreen. If you plan a beach
trip, schedule treatment several weeks prior. Running and gym routines can resume within days. Heavy leg day the
morning after is not ideal, but movement is good.

A brief look at outcomes through real cases

A 36 year old nurse with two pregnancies arrived with clusters around the lateral thigh and new ankle flares. No
heaviness or swelling. Duplex showed normal saphenous caliber and no reflux. We treated feeders with ultrasound-
guided low volume foam and used liquid for surface work. She wore thigh high compression for ten days. At two
months, roughly 80 percent of the network had cleared, with a small hyperpigmented line where trapped blood was
drained at week three. A short touchup finished the job.

A 58 year old teacher complained of leg heaviness and visible blue veins at the calf. Exam Clifton vascular specialist and
ultrasound revealed great saphenous reflux feeding multiple tributaries. We performed endovenous laser ablation of the
trunk, then sclerotherapy for tributaries at six and twelve weeks. Her heaviness improved within days of ablation. The
cosmetic picture improved over months. Had we injected only the surface veins first, her recurrence would have been
predictable and fast.

Neither case is remarkable. They show how sequencing and patient selection matter more than any single agent.

How to choose the right clinician for your legs

Vein care is offered by many types of doctors. Titles vary, but what you want is someone who does this work often, uses
duplex ultrasound judiciously, and can perform or coordinate ablation, sclerotherapy, and microphlebectomy so you are
not steered to one tool for every problem. A vascular doctor, vein surgeon, interventional radiologist, or phlebology
specialist can all fit that bill when focused on venous disease.

Here are questions worth bringing to a vein specialist consultation:

How will you determine whether I have underlying reflux before treating surface veins?

Which sclerosant and concentration do you plan to use for my veins, and why?

Do you perform ultrasound-guided sclerotherapy when feeders are not visible at the skin?

What is your typical clearance rate and how many sessions do patients with a pattern like mine usually need?
How do you prevent and manage hyperpigmentation, matting, or trapped blood after treatment?

The answers are more important than the labels. A top vein specialist is transparent about tradeoffs and has strategies for
edge cases. If your search for a vein specialist near me leads to a clinic that cannot show ultrasound images or only sells
one product, keep looking.

When to consider alternatives to injections

Surface lasers can help with tiny red spider veins on the face and selected fine vessels on the legs when needles are not
an option. They are less effective for blue reticular veins. Radiofrequency or laser ablation becomes the backbone when
reflux is documented in the saphenous system. Microphlebectomy remains a simple, durable solution for prominent
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bulging tributaries. A vein removal specialist who offers all three will match you with the lowest risk, highest yield
choice.

Some patients ask about supplements and topical treatments. Horse chestnut extract and diosmin preparations may help
symptoms of heaviness in chronic venous insufficiency, but they do not close veins. Elevation and calf exercises are
always good, but they will not erase spider networks.

The bottom line, framed as a decision you can trust

If your primary concern is cosmetic spider veins or small symptomatic reticular veins, and an experienced vein disease
specialist does not find significant reflux, sclerotherapy is likely the right first step. It is quick, office based, and has high
satisfaction when done thoughtfully. Expect one to three sessions for most patterns, visible improvement over weeks, and
the possibility of touchups in future years as new veins form.

If heaviness, swelling, or large ropey veins are in the mix, get a proper duplex evaluation with a venous insufficiency
specialist. Treating refluxing trunks first with endovenous techniques creates a durable foundation. Sclerotherapy then
becomes a finishing tool rather than a temporary patch.

Look for a vein clinic doctor who treats legs all day, not now and then. Ask how they tailor the sclerosant, how they
decide on foam versus liquid, and how they sequence care. Good vein care is not about a single injection session. It is
about the right plan for your anatomy and goals, executed by someone who can adjust as your body responds.



