
D
ow

nloaded
from

http://journals.lw
w
.com

/derm
atologicsurgery

by
BhD

M
f5ePH

Kav1zEoum
1tQ

fN
4a+kJLhEZgbsIH

o4XM
i0hC

yw
C
X1AW

nYQ
p/IlQ

rH
D
3i3D

0O
dR

yi7TvSFl4C
f3VC

4/O
AVpD

D
a8KKG

KV0Ym
y+78=

on
11/11/2020

Downloadedfromhttp://journals.lww.com/dermatologicsurgerybyBhDMf5ePHKav1zEoum1tQfN4a+kJLhEZgbsIHo4XMi0hCywCX1AWnYQp/IlQrHD3i3D0OdRyi7TvSFl4Cf3VC4/OAVpDDa8KKGKV0Ymy+78=on11/11/2020

Using Silicone Gel Sheet for the Treatment of Facial
Telangiectasias With Sclerotherapy
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Dr. Lutfi Kirdar Education and Research Hospital, Istanbul, Turkey

BACKGROUND. Telangiectasias are superficial cutaneous vessels

that are visible to human eye and are present as a dilated venule,
capillary, or arteriole. They are a common cause of concern,
especially when located in face. Sclerotherapy is among the
treatment alternatives, but facial telangiectasias are less

responsive than those located on the leg.

OBJECTIVE. To show the effectiveness of silicone gel sheet in

improving the results obtained by sclerotherapy in facial
telangiectasias.

METHODS. Between 1998 and 2003, 32 patients were treated

with sclerotherapy and silicone gel sheet (group 1). Twenty-six
patients were treated with sclerotherapy and cotton ball (group
2), and 30 patients were treated only sclerotherapy (group 3).

Patients were evaluated for 12 weeks for the degree of
improvement and side effects. All complications, side
effects, and number of sessions were also recorded at each

follow-up visit. The number of sessions is limited to six. After
the final follow-up visit, the photographs taken of each

treatment site at baseline and at final visit were reviewed in a
double-blinded manner based on a 0 to 4 scale by two
physicians.

RESULTS. Fifty one of the 88 patients showed improvement
totally. In the silicone sheet–sclerotherapy group, 22 of the 36
patients showed improvement. In the sclerotherapy–cotton ball

group, 14 of the 26 patients showed improvement, and in the
sclerotherapy-only group, 15 of the 30 patients showed
improvement completely within the 12 weeks. The patients

treated with sclerotherapy–silicone gel sheet (group 1) had more
improvement than the other groups.

CONCLUSION. Combining silicone gel sheeting to sclerotherapy

increases the success rate in treating facial telangiectasias,
especially facial subunits, which have bone support.

A. MISIRLIOGLU, MD, K. GIDEROGLU, MD, M. AKAN, MD, AND T. AKOZ, MD HAVE INDICATED NO SIGNIFICANT
INTEREST WITH COMMERCIAL SUPPORTERS.

PATIENTS WITH telangiectasia of various types
presented for treatment primarily because of cosmetic
concerns. Traditional treatment modalities for super-
ficial telangiectasias have included sclerotherapy,
electrodesiccation, and laser coagulation.1 Light
sources are some of the most preferred among these
alternatives, and newly progressed light devices such
as intense pulsed light, KTP, and Nd:YAG lasers are
being used successfully for the treatment of facial
telangiectasias.2–5

Sclerotherapy is the gold standard of treatment for
lower extremity telangiectasias.1 However, it is rela-
tively simple and easy to treat these vessels; facial
telangiectasias are less responsive to sclerotherapy
than those located on the leg.1 It is observed that
postsclerotherapy compression has beneficial effects of
the treatment of telangiectasias in the leg,6–9 and
postsclerotherapy compression can be managed by
various methods in the treatment of leg telangiecta-

sias.6,10,11 It is difficult, however, to apply for the facial
telangiectasias.

Topical silicone gel sheets have been used in the
treatment of hypertrophic scars and keloids,12,13 and it
is possible to take form pressure more or less under the
silicone gel sheet with bandage.14

In a preliminary study, 16 patients with facial
telangiectasias (only red lesions less than 1mm in
vessel diameter) had silicone gel sheet applied during 5
days. The study shows that all lesions were blanched
during the treatment, but none of the lesions was
improved. The results suggest that, however, silicone
gel sheet provided sufficient pressure to blanche the
lesions; it was not sufficient for precise treatment.

In this study, the effects of silicone gel sheeting in
the treatment of facial telangiectasias with sclerother-
apy were investigated.

Methods

Eighty-eight patients presenting for the treatment of
facial telangiectasias were enrolled in the clinical
study, 32 patients who received sclerotherapy–com-
pression therapy with silicon gel sheet (group 1), 26
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patients who received sclerotherapy–compression ther-
apy with a cotton ball (group 2), and 30 patients who
received sclerotherapy only (group 3).

Median ages of patients were 26 years for female
patients and 28 years for male patients. The nose was
the most common location of the telangiectasias
(n524), followed by the periorbital area (n5 17),
frontal area (n516), cheek (n5 12), lip (n510), and
preauricular area (n59). Only vessels less than or
equal to 1mm in diameter and red-spider telangiecta-
tic lesions less than 0.5 cm were included in the study.

A sclerosing solution of 0.75% polidocanol was
used in all patients. A 2-mL plastic syringe that was
attached to a 30-gauge needle bent to an angle of 301
to 401 to reduce the risk of vessel transection was used.
Vessel cannulation was aided by the operator using
optical magnification by �4 loupes (Carl-Zeiss-Ger-
many).

All injections were done by the same physician, and
after withdrawal of the needle, digital pressure was
applied to the puncture site until hemostasis was
achieved. Then a piece of silicone gel was placed over

the injection area and bandaged with hypoallergenic
adhesive tape as firmly as possible (Figure 1A–D).
Each piece of topical silicone gel comes from a large
10 � 10-cm sheet (Silicone Gel; Spenco Healthcare
Int., West Sussex, UK).

The bandage was removed by the patient on day 5.
After the therapy, the patients are evaluated every 2
weeks to determine whether a second or more
sclerotherapy was indicated. Patients who were not
treated at 12 weeks either had achieved complete
clearance of their vessels or had residual vessels.
Patients who saw complete improvement after scler-
otherapy sessions were stopped. All complications,
side effects, and number of sessions were also recorded
at each follow-up visit. The number of sessions is
limited to six.

All of the patients in the study were followed for 12
weeks totally. At the 12-week follow-up visit, all
patients were assessed for objective improvement, the
frequency of redo injections, and complications. After
the final follow-up visit, the photographs taken of each
treatment site at baseline and at final visit were

Figure 1. (A) Baseline view of an 18-year-old female patient who had a telangiectasia on the dorsum of the nose. (B) The view of silicone sheet
applied after the sclerotherapy. (C) The silicone gel sheet was taped tightly to provide compression. (D) The final result after application of two
sessions of sclerotherapy. Complete resolution is seen.

374 MISIRLIOGLU ET AL.: SILICONE GEL SHEET FOR TELANGIECTASIAS Dermatol Surg 30:3:March 2004



reviewed in a double-blinded manner by two different
physicians. As pretreatment and posttreatment photo-
graphs were displayed by simultaneous projection,
each assessor was asked to score the clearance of each
site based on a 0 to 4 scale. Complete clearance was
defined as elimination of the treated vessel. The scores
represent the percentage clearance as follows: 05 less
than 25%, 1525% to 49%, 2550% to 74%,
3575% to 94%, and 45more than 95%. Scores
from the physicians were tabulated for each site at the
12-week follow-up visit. In patients in whom complete
resolution was observed, every subunit of face was also
compared for the number of needed sessions separately
in groups.

The overall difference in ratings between the three
treatment models was calculated using nonparametric
Friedman’s test, and differences in improvement
ratings between three groups at each treatment session
were calculated using the nonparametric Wilcoxon
rank test.

Results

Treatment of facial telangiectasias with the sclerother-
apy and silicon gel sheet (group 1) resulted in a
significant improvement when compared with scler-
otherapy–cotton ball compression (group 2) and
sclerotherapy only (group 3). Average scores were
2.8 in group 1, 1.9 in group 2, and 2 in group 3 totally
(Figure 2).

When the areas of nose, periorbita, and frontal were
compared separately, sclerotherapy and silicone sheet
compression treatment resulted in a more significant

improvement (po0001). When the areas of cheek, lip,
and preauricula were compared separately from the
other areas, there was no significant difference
between three groups (Figure 2).

Sixty-eight percent of patients in group 1 and 53%
patients in group 2 and 50% of patients in group 3
had a large to total reduction in area of their
telangiectatic lesions. There was statistical significant
difference between group 1 and other two groups
(po0.05), and no differences were seen between
groups 2 and 3.

When compared, the average number of sessions of
51 patients who had a large or total reduction of their
lesions was 3.2 sessions in group 1, 4.6 sessions in
group 2, and 4.4 sessions in group 3. Group 1 required
fewer sessions than the other groups (po0.05).

Edema and transient purpura were the most
frequently reported side effects of the sclerotherapy.
Punctuate ulceration was 12% in group 1, 18% in
group 2, and 20% in group 3. Hyperpigmentation was
an occasionally observed side effect of sclerotherapy.
Twelve percent was observed in group 1, 20% in
group 2, and 22% in the group 3. Hypopigmentation
also existed in all groups; it was insignificant
statistically (Table 1). Six percent of patients in the
silicone sheet–compression group reported atrophic
scarring compared with 8% in group 1 and 9% in the
group 3, and it was insignificant statistically between
three groups (Table 1). In general, atrophic scarring
was temporary or minor in degree and did not appear
to be a significant factor in causing dissatisfaction.

Overall, the study demonstrates that the use of
silicone gel sheet causes a significant difference in the
treatment rate in lesions located over bony promi-
nences such as the nose and frontal and periorbital
regions. The use of silicone sheet decreases signifi-
cantly the number of sclerotherapy sessions in patients
who have complete resolution (Figure 3A,B).

Hyperpigmentation, punctuate ulceration, edema,
and purpura were seen less often in group 1 than in
group 2 (po0.05) and group 3 (po0.05), whereas no
difference was seen between groups 2 and 3.
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Figure 2. Average scores from two physicians. The scores represent
the percentage clearance as follows: grade 05 less than 25%,
15 25% to 49%, 25 50% to 74%, 35 75% to 94%, and 45more
than 95%.

Table 1. All of the Complications From Three Groups

Side Effect Sclerotherapy

With Silicone

Sheet

Sclerotherapy

With Cotton

Ball

Sclerotherapy

Alone

Edema and purpura 12% 20% 24%

Hyperpigmentation 12% 20% 22%

Hypopigmentation 9.5% 10% 9%

Ulceration 8% 9% 14%

Atrophic scarring 6% 9% 11%

Contact dermatitis 7% 6% –
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Discussion

Laser coagulation is currently the most used technique
to treat facial telangiectasias safely. By their speed
progress, they are becoming more effective with lesser
complication rates.1–5,15–17

However, they are safe and effective, and these
systems are expensive and need complex instruments.
Because of disadvantages, sometimes clinicians need
alternative methods for the treatment of the facial
telangiectasias.

In the literature, there are some studies about the
use of sclerotherapy in facial telangiectasias as an

alternative with acceptable results and complication
rates.1,18

In our study, we searched whether the silicone gel
sheet may be used as a compression garment. It has
been showed in a study that a pressure gradient occurs
under the silicone gel sheet.14 However, this pressure
seems not much; in our preliminary study, we observed
that telangiectasias, especially located on bones,
become pale by this amount of pressure. Postscler-
otherapy compression is thought to result in direct
apposition of treated vessel walls, which produce
sclerosis that is more effective by increasing the time of
sclerosing contact and enhance the results.8

Our study demonstrates that the use of silicone gel
sheet causes a significant difference in treatment rate in
lesions located over bony prominences such as nose
and frontal and periorbital regions, whereas it does not
cause any significant difference in lesions located in
soft areas such as lip and cheek regions. Moreover, the
use of silicone sheet decreases significantly the number
of sclerotherapy sessions in patients who have com-
plete resolution. As a result of this, the amount of
sclerosing agent used for treatment and complication
rates decreases. It is very easy and cheap to obtain the
sclerosing agent. This is one of the advantages of this
method, and it does not require complex instruments
(only a syringe and a bandage) and takes a short time.

In conclusion, laser therapy is a safe and effective
method to treat facial telangiectasias, and it is
preferred first in current treatment algorithm. Scler-
otherapy is a good alternative in which laser coagula-
tion cannot be used and may be combined with laser
therapy in resistant lesions.3 The results of our study
showed that the effectiveness of this alternative
method may be enhanced by a combination of silicone
gel sheeting.
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